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Helps  to  make  the  epileptic’s  life  more  meaningful 

I l4Jn  Kapseals 

( 1 1 i 1 1 1 1 g^i^iylhydantoin  sodium) 


PARKE-PAVIS 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 


Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia  has  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 
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significance 
to  the 
physician 
is  the  symbol 


When  he  sees  it  engraved  on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that  the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally  standardized, 
and  therefore  of  unvarying  activity  and  quality. 


When  the  physician  writes  “DR”  (Davies,  Rose) 
on  his  prescriptions  for  Tablets  Quinidine  Sulfate 
he  is  assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 


Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 


Clinical  samples  sent  to  physicians  upon  their  request 


Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 
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A SPECIAL  MESSAGE 
to  the  Members  of  the 
RHODE  ISLAND  MEDICAL  SOCIETY 

¥ V 


HAVE  YOU 

!•  Mailed  your  application  to  the  Executive  Office  for  coverage 
under  the  Society's  special  MAJOR  MEDICAL  PLAN  devel- 
oped with  Blue  Cross  and  Physicians  Service?  This  fine 
low  cost  program  is  the  best  you  can  get  for  yourself  and 
your  family. 

2*  Considered  the  advantages  of  purchasing  tickets  for  the 
New  York  WORLD'S  FAIR  to  be  held  from  April  through 
October  at  reduced  prices?  Here  is  a chance  to  save  on 
the  admission  costs  for  you  and  your  family  by  securing 
tickets  in  advance.  Deadline  for  applications  with  the 
Executive  Office  is  February  10. 

3*  Given  consideration  to  the  low  cost  flight  program  for 
a family  vacation  on  the  West  Coast  at  the  time  of  the 
AMA  annual  meeting  next  June?  Send  your  deposit  now 
to  Fields  & Cusick  Travel  Service,  953  Namquid  Drive, 
Warwick. 


TABLE  OF  CONTENTS 


3 


rTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTrTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT-; 

- ^ 


►- 

►- 

M 

*- 

►- 

M 

M 

*- 

►- 

►- 

M 

M 

M 

M 

M 

M 

M 

M 

►- 

►- 

•- 

M 

►- 

The  RHODE  ISLAND  MEDICAL  JOLDNAL 

Editorial  and  Business  Office:  1 06  Francis  Street,  Providence,  R.  I. 
Editor-in-Chief:  Seebert  J.  Goldowsky,  m.d. 

Managing  Editor:  John  E.  Farrell,  sc.d. 

Senior  Editors 

Alex  M.  Burgess,  Sr.,  m.d.  Henri  E.  Gauthier,  m.d. 

Advisory  Board 

(in  addition  to  editors  listed  above) 

John  A.  Dillon,  m.d.  John  F.  W.  Gilman,  m.d.  Robert  V.  Lewis,  m.d. 

Peter  L.  Mathieu,  m.d.  Jose  M.  Ramos,  m.d.  Melvin  Hoffman,  m.d. 

Lester  L.  Vargas,  m.d. 

Owned  and  Published  Monthly  by 

THE  RHODE  ISLAND  MEDICAL  SOCIETY 

Second-class  postage  paid  at  Providence,  Rhode  Island 

Copyright,  1963,  the  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence  3,  Rhode  Island 
Single  copies,  25  cents  . . . Subscription,  $2.00  per  year. 

H 

** 

-« 

Volume  XLVII,  No.  1 January,  1964 

TABLE  OF  CONTENTS 

M 

PAGE 

M 

FAILURE  TO  THRIVE  DUE  TO  CHRONIC  PATHOGENIC  E.  COLI 

►- 

INFECTION,  Jay  M.  Orson,  m.d. 

17 

M 

►- 

VOICE  CHANGES  IN  HYPOTHYROIDISM,  Nathan  Sonkin,  m.d. 

19 

•- 

EEFECTS  OF  DELAYED  AUDITORY  FEEDBACK  ON  PROCESS- 

*- 

REACTIVE  SCHIZOPHRENICS,  Ismet  Karacan,  m.d.;  David  Calverley, 

*- 

and  Thomas  Galvin 

21 

►- 

THE  BLUE  CROSS  PUBLIC  IMAGE,  Selig  Greenberg 

24 

►- 

TRAUMATIC  RUPTURE  OF  THE  GALLBLADDER, 

►- 

Edward  H.  Smith,  M.D.,  AND  Clarence  H.  Soderberg,  ]r.,  M.D. 

29 

►- 

THE  MYSTERY  OF  THE  MISSING  LIBRARY,  Irving  A.  Beck,  m.d. 

31 

VISITING  HOSPITALS  IN  THE  SOUTH  PACIFIC, 

*- 

Laurence  A.  Senseman,  m.d. 

33 

•- 

EDITORIALS 

-> 

Immunize  Against  Tetanus 

39 

M 

►- 

Thoughts  on  Public  Majorities 

39 

►- 

Full  and  Open  Discussion  

40 

►- 

M 

M 

DEPARTMENTS 

►- 

►- 

Book  Reviews 

48 

M 

►- 

House  of  Delegates  of  the  AMA,  Report  of  December  Meeting 

36 

Medical  Care  for  Elder  Citizens,  Statement  to  Congressional  Committee 

10 

►- 

*- 

Necrology,  1963,  The  R.  1.  Medical  Society 

44 

** 

M 

*- 

►- 

Woman’s  Auxiliary,  Report  of  International  Health  Activities  Committee 

42 

4 


RHODE  ISLAND  MEDICAL  JOURNAL 


Once  you  have  used  HEMA-COMBISTIX',"dip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  687» 


AIVIES 


for  fast  and  long-lasting  cough  control 

HYGOMIKE  SYRUP 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  ) 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  methylbromide  1.5  mg.  ; 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride  ....  10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Vz  teaspoonful;  3 to  6 years,  V4  teaspoon- 
ful; 1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


o 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 
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release 

for 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ESK  AT  ROX#*^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 


cut  Rx  writing  by  2/3 
in  colds, flu  or  grippe 

No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 
flu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound... to  specify 

ANTITUSSIVE/DECONGESTANT/ANALGESIG 

‘EMPRAZIL-C’TABLETS 

Each  tablet  contains: 


Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

Perazil’®  brand  Chlorcyclizine  Hydrochloride 15  mg. 

Phenacetin 150  mg. 

,spirin 200  mg. 

Caffeine 30  mg. 


•Warning  — may  be  habit  forming 

‘Emprazil-C  Tablets  are  available  on  prescription  only. 
Dosage:  Adults  and  children  over  12  years  — 1 or  2 
tablets  — 3 times  daily  as  required.  Children  6 to  12 
years  — 1 tablet  — 3 times  daily  as  required.  Caution: 
While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used 
with  caution  in  hypertension.  Also,  while  chlorcy- 
clizine has  a low  incidence  of  antihistaminic 
drowsiness,  the  usual  precautions  should  be 
observed.  Supplied:  Bottles  of  100  tablets. 

Also  available  without  codeine  as 
‘EMPRAZIL’®  TABLETS 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO  (U.S.A.)  INC. 

Tuckahoe,  N.  Y. 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

H.  P.  HOOD  & SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 
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In  colds 
and 

sinusitis 

unsurpassed 

in  providing 

drainage 

space 

without 

chemical 

harm 


The  clogged  sinus 
In  sinusitis,  the  mucous 
membrane  becomes 
hyperemic  and 
edematous,  lymph 
glands  and  goblet  cells 
hyperactive.  Ostium  is 
closed  by  edema  and 
secretions  cannot 
drain  freely. 


The  normal  sinus 

Magnified  anatomy  of 
a portion  of  maxillary 
sinus  showing  mucous 
membrane  with  cilia 
and  lymph  glands. 
Ostium  is  normal 
and  patent. 


NEO-SYNEPHRINE 


brand  of  phenylephrine  hydrochloride 


hydrochloride 

NASAL  SPRAYS  AND  SOLUTIONS 


LABORATORIES 
New  York  18,  N.Y. 


When  there  is  nasal  turgescence,  tiny  orifices  of  sinus  ostia 
tend  to  clog.  Neo-Synephrine  nasal  solutions  and  sprays  reduce 
edematous  tissues  on  contact  to  provide  prompt  relief.  As  tur- 
binates shrink,  obstructed  sinus  ostia  open,  drainage  and  breath- 
ing become  freer  and  the  boggy  feeling  of  a cold  disappears. 

Delicate  respiratory  tissue  and  its  natural  defenses  are  not 
harmed  by  exceptionally  bland  Neo-Synephrine;  systemic  effects 
are  nil;  it  does  not  sting.  For  years  it  has  been  recommended 
for  prevention  and  treatment  of  sinusitis.'"^  Repeated  applica- 
tions do  not  lessen  effectiveness. 

Available  in  plastic  nasal  sprays  for  adults  {¥2%)  and  children 
(1/4%),  in  dropper  bottles  of  Ve,  Va  or  1 per  cent. 

1.  Grant,  L.  E.:  Coryza  and  nasal  sinus  infections,  Clin.  Med.  & Surg. 
42:121,  March,  1935.  2.  Putney,  F.  J.:  Sinus  infection,  in  Conn,  H.  F. 
(Ed.):  Current  Therapy  1952,  Philadeiphia,  W.  B.  Saunders  Company, 
1952,  p.  110.  3.  Simonton,  K.  M.:  Current  treatment  of  sinusitis,  Jour- 
nal-Lancet 79:535,  Dec.,  1959. 
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MEDICAL  CARE  EOR  ELDER  CITIZENS 

Statement  of  the  President  of  the  Rhode  Island  Medical  Society  to  the 
Chairman  of  the  W ^ays  and  Means  Committee 
of  the  House  of  Representatives  of  the  Congress  of  the  United  States 


November  26,  1963 

Honorable  \\’ilbiir  D.  Mills.  Cbairman 
Committee  on  Ways  and  Cleans 
House  of  Representatives 
1 102  Longworth  House  Office  Building 
Washington  25.  D.C. 

Dear  Sir : 

As  President  of.  and  representing  the  Rhode 
Island  Medical  Society.  I express  to  you  our  objec- 
tion to  the  enactment  of  H.  R.  3920,  or  similar  leg- 
islation. and  our  desire  for  stronger  support  by  all 
States  of  the  laws  already  enacted  to  aid  the  elder 
citizens  of  this  nation  with  the  costs  of  their  health 
care.  Our  objection  to  H.R.  3920  is  predicated  on 
the  effective  programs  now  in  existence  in  Rhode 
Island,  as  summarized  briefly  below. 

Surnmary 

The  majority  of  the  estimated  93,000  persons  in 
Rhode  Island  over  the  age  of  65  are  in  fairly  good 
health. 

\'oluntarily,  67.429  of  these  elder  citizens  have 
secured  Blue  Cross  coverage  towards  any  possible 
hospitalization  cost,  and  58.054  have  purchased 
Physicians  Service  (Blue  Shield)  coverage  which 
provides  complete  surgical  service  in  and  out  of  the 
hospital  for  all  within  specified  income  limits. 
In  addition,  an  undetermined  number  have  also 
secured  health  and  accident  insurance  through  pri- 
vate insurance  companies. 

One  of  the  most  liberal  old  age  assistance  pro- 
grams among  the  states  is  operated  in  Rhode  Island 
to  provide  complete  and  comprehensive  health  care 
to  more  than  6,(X)0  of  these  persons  over  the  age  of 
65.  An  additional  2.0(X)  are  wards  of  the  state  in  its 
hospital  institutions. 

The  State  is  currently  considering  implementa- 
tion of  Public  Law  86-778  (Kerr-Mills  legislation) 
and  we  strongly  support  this  action  to  provide 
assistance  to  any  person  in  our  State  whose  income 
and  resources  are  insufficient  to  meet  his  health 
needs. 

The  indejiendence  thus  expressed  by  the  majoritv 
of  our  senior  citizens  to  cooperate  in  meeting  the 
costs  of  health  care  through  voluntary  prepayment 
mechanism  and  with  already  existing  tax  supported 


assistance  programs  should  not  be  destroyed  by 
political  expediency  in  the  enactment  of  compulsory 
federal  legislation  in  this  field. 

Further,  the  concept  of  compulsory  retirement 
from  work  at  the  age  65  needs  review  in  the  interest 
of  the  active,  healthy,  experienced  and  capable 
worker. 

Census  Statistics 

The  U.  S.  Census  report  for  1960  showed  an 
estimated  total  population  in  Rhode  Island  of 
859.488.  of  whom 

89.540  were  over  the  age  of  65  years,  and  of 
this  number 

38.229  were  males,  and 

51,311  were  females. 

These  89,5-10  persons  over  the  age  of  65  years 
were  distributed  in  the  state  as  follows  — 


Bristol  County  3,345 

Kent  County  9.184 

Newport  County  5.856 

Providence  County  65,907 

M’ashington  County  5,248 


Based  on  fair  estimates,  the  JPdJ  population  over 
the  age  65  years  is  approximately  93,000,  and  it 
increases  by  approximately  100  per  month. 

Health  Status  of  the  Person  Over  the  Age  63 
in  Rhode  Island 

The  only  comprehensive  study  available  on  the 
health  status  of  the  senior  citizens  is  that  done  by 
the  Governor’s  Commission  to  Study  Problems  of 
tbe  Aged  ten  years  ago.  At  that  time  the  Commis- 
sion noted  the  following  significant  items  in  its 
report : 

1.  Two  thirds  of  the  aged  were  well.  (65%  said 
that  they  were  in  fairly  good  health.) 

2.  More  than  half  (54%)  were  in  good  health 
and  had  no  serious  physical  defects.  In  this 
category  were  found : 

65%  of  the  men  and  59%  of  the  women 
aged  65  to  69; 

51%  of  the  men  and  53%  of  the  women 
aged  70  to  74  years ; 

52%  of  the  men  and  41%  of  the  women 
who  are  75  years  and  over. 

continued  on  page  12 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 

Because  it  has  up  to  3/2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding... all  providing  rapid,  higher  and  sustained /n  v/Vo activity  with 
as  much  as  2 days’  extra  activity. 


DECLOMYCIIV 

DEMETHYLCHLORTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Dally  Dosage.-  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  In  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 
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MEDICAL  CARE  EOR 
ELDER  CITIZENS 

continued  from  page  10 

3.  Of  tlie  46%  of  the  aged  who  reported  them- 
selves as  l)eing  in  poor  health.  14%  listed 
themselves  entirely  limited  in  physical  activ- 
itv.  They  are  bedridden  or  chair  hound,  and 
they  rejwesent  6%  of  the  total  aged  popula- 
tion. exclnsive  of  the  aged  hosjMtalized  in 
state  institntions. 

4.  Better  than  two  thirds  (71%  ) of  the  aged 
reported  that  they  had  received  medical  serv- 
ices of  one  type  or  another  dtiring  the  previous 
vear.  and  of  this  nnmher  88%  consulted  a 
doctor  one  or  more  times.  13%  were  hospital- 
ized. and  5%  had  nursing  care  at  home.  In  the 
total  aged  population.  63%  (45.000  persons  ) 
consulted  a physician  during  the  year,  and 
9.5%  (6.800  persons ) were  hospitalized. 

In  its  summary  the  Commission  stated.  “One 
mav  he  gratified  that  nearly  three  out  of  four  of  the 
total  aged  population  are  care  free  of  serious  physi- 
cal defects,  (and  ) more  than  half  (54  per  cent)  are 
in  fair  health  and  have  no  physical  disability.” 

X"ow.  in  1963.  a decade  later,  we  have  an  in- 
creased older  population,  but  certainly  not  a less 
healthy  one.  Consider  the  tremendous  advances 
that  have  been  made  in  medicine  and  surgery  in 
this  decade,  the  wide  range  of  elYective  anti-biotics 
that  have  been  discovered,  eighty  per  cent  of  which 
were  unknown  ten  years  ago.  the  advent  of  modern 
housing  for  older  ])ersons.  and  the  activity  of  many 
fine  organizations,  public  and  private,  to  aid  the 
over  age  65  person  with  nutritional  counsel,  and 
with  leisure  time  activities. 

One  health  factor,  however,  that  is  given  little 
attention  outside  of  medical  circles  is  that  of  arbi- 
trarily retiring  an  employee  at  the  age  65,  and 
possibly  at  the  age  62  for  women  in  view  of  the 
availability  of  social  security  benefits  to  them  at 
that  age.  The  age  65  has  been  given  status  because 
of  the  provisions  of  the  Social  Security  Law.  But 
medical  science  has  increased  the  span  of  the  aver- 
age person's  healthy  life,  and  when  we  anticipate 
an  over  age  65  population  in  this  country  of  some 
twenty  million  persons  by  1970,  with  forced  retire- 
ment for  the  majority  of  them,  the  outlook  is  far 
from  healthy. 

In  1960  only  about  two  million  of  the  men  at  age 
65  and  over  — about  three  out  of  every  ten  — were 
gainfully  employed,  with  two  fifths  of  them  in  farm- 
ing. ])rofessional  or  managerial  work.  Relatively 
few  of  the  older  women  were  employed,  and  of 
these  one  third  were  service  workers.  Our  out- 
moded concept  of  retirement  at  the  age  65  needs 
review  and  modernization  in  the  interest  of  the 
active,  healthy,  e.\i)erienced  and  capable  worker. 
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T he  Costs  of  Health  Care 

It  serves  no  useful  purpose  to  indict  unduly  the 
cost  of  health  care  as  the  one  expensive  factor  in  the 
life  of  the  elderly.  That  it  is  a major  concern  no  one 
denies.  However,  as  many  studies  have  pointed  out. 
the  cost  of  all  living  expenses,  abetted  by  inflation 
of  our  monetary  values,  has  seriously  affected  the 
life  of  every  citizen.  The  young  employed  worker 
is  as  ecjually  disturbed  by  taxation  as  he  struggles 
to  rear  his  family,  as  his  parents,  in  forced  retire- 
ment in  order  to  secure  social  security  benefits,  are 
disturbed  at  catastrophic  hospital  costs  with  lim- 
ited income  with  which  to  meet  them. 

Today’s  retiree  who  paid  the  full  dollar  value  in 
his  early  working  years  to  a federal  social  security 
program  that  his  Government  assured  him  would 
protect  him  against  financial  problems  in  his  old 
age.  now  finds  that  his  money  has  half,  or  less,  the 
value  that  he  rightfully  anticipated.  It  is  a strange 
paradox  that  his  Government  now  seeks  to  impose 
an  additional  tax  on  employed  workers  with  the 
assurance  that  it  will  pay  their  health  costs  upon 
their  retirement  years  hence. 

The  evidence,  first  substantiated  in  the  Gover- 
nor’s Commission  report  a decade  ago.  that  elder 
citizens  seek  and  receive  medical  care  in  Rhode 
Island,  and  pay  for  the  services  in  full  or  part 
according  to  their  means,  indicates  both  a recogni- 
tion of  the  importance  of  maintaining  good  health, 
and  at  the  same  time  a fine  co-operation  by  all  seg- 
ments in  our  communities  in  making  available 
health  services  at  reasonable  cost. 

The  Rhode  Island  Medical  Society,  through  its 
advisory  committee  to  the  state  department  of  social 
welfare,  has  co-operated  fully  in  the  development 
of  the  health  benefits  program  under  which  approx- 
imately 6,000  persons  over  the  age  of  65  years 
receive  all  essential  health  care  items,  including 
hospitalization,  physician  services,  drugs  and 
ancillary  services  under  the  Old  Age  Assistance 
Program. 

The  State  of  Rhode  Island  also  provides  com- 
plete care  in  its  health  institutions  for  approx- 
imately 2,000  additional  persons  over  the  age  65. 

The  \’eterans  Administration  estimates  that 
there  are  approximately  12,500  veterans  over  the 
age  65  in  Rhode  Island,  all  of  whom  are  eligible  for 
hospitalization  and  medical  care  without  charge  if 
they  are  unable  to  meet  the  cost  personally. 

The  Rhode  Island  Blue  Cross  has  67,429  persons 
over  65  enrolled  for  hospital  coverage  in  varying 
amounts  and  Physicians  Service  58,054  for  com- 
plete surgical  coverage  under  specified  income 
classifications. 

There  is  no  satisfactory  basis  of  which  we  have 
knowledge  for  estimating  what  part  of  the  total 
medical  hill  of  aged  persons  is  met  by  private  insur- 
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ance.  In  1962  the  combined  business  of  comjianies 
writing  health  and  accident  insurance,  both  on  an 
individual  and  on  a group  basis,  in  this  state 
amounted  to  more  than  eleven  million  dollars,  and 
it  would  appear  a valid  assumption  that  matiy 
senior  citizens  would  be  lieneficiaries  of  some  of 
this  coverage,  either  under  employee  retirement 
plans  or  through  direct  enrollment. 

The  independence  expressed  by  the  majority, 
senior  citizens  as  well  as  all  others,  to  co-operate 
in  meeting  the  costs  of  health  care  through  volun- 
tary prepayment  mechanisms  should  not  be  de- 
stroyed by  political  expediency. 

\>ry  trnly  yours, 

Thomas  Perry,  Jr.,  m.d. 
President, 

The  Rhode  Island  Medical  Society 


DOCTOR... 

Build  An  Estate  for  your  Son  ! 

★ ★ ★ 

$100,000  ORDINARY  LIFE  INSURANCE 


Age  1 . 

. . S 

559.00,  yearly 

Age  5 . 

. . $ 

616.00,  yearly 

Age  10  . 

. . $ 

725.00,  yearly 

Age  13  . 

. . $ 

800.00,  yearly 

Age  16  . 

. . s 

884.00,  yearly 

Age  20  . 

. . $1010.00,  yearly 

★ ★ ★ 


After  five  years,  yearly  guaranteed  in- 
crease in  casli  value  exceeds  deposits  ! 

★ ★ 

An  ideal  gift  to  sons  and  grandsons. 
★ ★ ★ 

^ rite  or  ’phone : 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  St.,  Providence,  R.  I. 


AM  A ANNUAL  MEETING 
SAN  FRANCISCO 
JUNE  21....  26 
ARE  YOU  GOING? 


AS  CLEAN 
AS  MODERN 

DAIRY  SCIENCE 
CAN  MAKE  IT  . . . 


T he  A.  B.  Munroe  Dairy 
Laboratory,  where  milk  is 
subjected  to  constant  testing, 
using  the  most  modern  methods 
of  milk  analysis. 


Through  every  step  in 
processing,  from  the  immaculate 
receiving  room  to  pasteurizing 
and  homogenizing,  on  through 
bottling  and  refrigeration,  the 
A.  B.  Munroe  Dairy  observes 
the  strictest  standards  of 
dairy  hygiene.  The  spotless 
surroundings  and  rigid  quality 
control  are  so  designed  that  all 
A.  B.  Munroe  Dairy  products 
that  reach  your  table  are  as 
fresh,  wholesome  and  pure  as 
modern  science  can  make  them. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 
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153d  Annual  Meeting 

OF  THE 


RHODE  ISLAND  MEDICAL  SOCIETY 


MARVEL  GYMNASIUM 
BROWN  UNIVERSITY,  PROVIDENCE,  R.  I. 


Tuesday  - May  5 


Wednesday  - May  6 


Mark  these  dates  in  your  Appointment  Book 
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Regardless 
of  the  antibiotic 
or  sulfonamide 
you  prescribe... 


remember 
‘Empirin’ 
Compound 
to  relieve 
pain  and 
lower  fever 


\ 


, 

I ^ ‘EMPIRIN’® 
Compound 

Eoei»  robl«t 

3*1/? 

. if.  W/2 

®f.  1/2 

fliSif  ftf 

Iv«c6«»6«d 

t»^TK5NS.— Moy 
5*®**<<  M 2 boon.  0«  not  •»e*#d  ^ is  2^ 

6 ^ H yctn.  1/2  odwU  dw*. 

P*n**|*  ©r  r««©fs  fr««w©AOy.  and  for  d«o««  ^ 
Cfe8dr«n  «n<for  6,  cansvH  yo«f  pKy*k»c«. 
Worn}B9.-“K*«p  th«»  ond  aU 
n>«dktnM  out  cfclldran'*  HK3cb< 
8U#80UGH5  WEllCOME  4 CO 
{U.$.A.)  foe,  Tackoftaa.  N.  T. 

12«  Mod*  fo  0-S>- 


I 

t 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
gr.  Vs  —No.  l/gr.  Va  —No.  2/gr.  V2— No.  3/gr.  1 —No.  4 
‘Warning— may  be  habit  forming 
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PRO-BANTHINE 


o o.  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

Many  studies  by  many  investigators  over  many 
years  have  established  Pro-BanthTne  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-BanthTne  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-BanthTne  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and,  theoretically,  a curare-like 
action  may  occur  with  Pro-BanthTne  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-BanthTne  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

G.  D.  SEARLE  & CO. 

CHICAGO,  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 


The  RHODE  ISLAID  MEDICAL  JOUR^L 

VOL.  XLVII  JANUARY,  1964  NO.  1 


FAILURE  TO  THRIVE  DUE  TO  CHRONIC  PATHOGENIC 

E.  COLI  INEECTION 

Jay  M.  Orson,  m.d. 


The  Author.  Jay  M.  Orson,  M.D.,  of  Providence,  R.  I. 
Member,  Pediatrie  Staff,  Miriam  and  Rhode  Island 
H osf’itals. 


IT  has  been  recognized  for  about  twenty  years  that 
certain  serotypes  of  Itacteria  Escherichia  coli  are 
a frequent  cause  of  acute  gastroenteritis  in  infancy.^ 
It  is  not  as  well  known  that  some  of  the  same  strains 
may  be  responsible  for  cbronic  malabsorption  with- 
out any  evidence  of  an  acute  diarrheal  episode.  W e 
have  recently  seen  two  infants  with  marked  failure 
to  thrive  apparently  demonstrating  this  condition. 

Case  Report  A 

T.W'.,  a two-month  old  white  girl,  was  admitted 
to  the  Aliriam  Hospital  because  of  failure  to  gain 
weight. 

Present  Illness:  She  was  the  product  of  a normal 
pregnancy  and  normal  delivery  with  a birth  weight 
of  eight  ])ounds,  four  ounces.  She  was  breast  fed. 
The  mother  states  that  she  was  producing  milk  well. 
The  child  w'as  sucking  w’ell  and  appeared  contented 
at  the  end  of  her  feedings.  At  the  age  of  two  months 
the  child  weighed  her  birth  w’eight  and  admission 
was  advised. 

The  only  abnormal  part  of  the  history  was  that, 
although  the  child  had  never  had  diarrheic  stools, 
she  had  also  never  had  well-formed  stools.  They 
numbered  four  to  five  per  day. 

Family  bistory  was  significant  in  that  many  cou- 
sins and  uncles  were  said  to  have  a mild  form  of 
“celiac”  disease. 

Positive  Physical  Findings:  Examination  on  ad- 
mission revealed  no  abnormalities. 

Laboratory  Data:  Hemoglobin  12.8  grams,  white 
blood  count  16,300  with  23  neutrophils,  65  lympho- 
cytes, 3 monocytes,  3 juveniles,  and  3 eosinophiles. 
Urinalysis  was  within  normal  limits.  Chemistries 
were  as  follows  : Blood  sugar  70  mg.  per  cent,  urea 
nitrogen  10  mg.  per  cent,  total  protein  6 gm.  per 
cent,  albumin  4 gm.  per  cent,  and  globulin  2 gm. 
per  cent.  Protein  electrophoresis  was  within  normal 


limits  for  a child  of  her  age.  Protein  bound  iodine 
was  5.6  micrograms  per  cent,  inorganic  pbosphorus 
7.6  mg.  per  cent,  calcium  4.7  mE(i/L.  Culture  of 
the  stool  revealed  a heavy  growth  of  pathogenic 
E.  coli,  type  026  B6  resistant  to  both  neomycin  and 
Colymycin.®  Culture  of  the  nose  and  throat  re- 
vealed pneumococcus.  Culture  of  the  uriue  was  con- 
taminated. Electrocardiogram  was  within  normal 
limits.  X-ray  examination  of  the  chest  was  also 
within  normal  limits. 

Course:  She  was  placed  on  a full-strength  pre- 
pared milk  formula.  She  appeared  well  throughout 
her  hospital  stay  but  had  no  well-formed  stools. 
W hen  the  pathogenic  E.  coli  was  obtained,  she  was 

continued  on  next  page 


Fig.  1.  Case  A.  Graph  of  age  versus  weight.  Lowest 
line  is  third  percentile.  Arrow  points  to  time  therapy 
began. 


17 


18 


RHODE  ISLAND  MEDICAL  JOURNAL 


! 


])laced  on  kananivcin  at  a dose  of  ."'0  nig.  per  kilo- 
gram jier  day.  She  was  discharged  on  the  seventh 
hosjiital  day  still  having  sticky  somewhat  foul 
stools,  one  to  two  jier  day.  After  ten  days  of  therapy 
at  home  a marked  change  in  the  character  of  her 
stools  was  noted.  They  were  drier  and  no  longer 
stuck  to  the  diaper.  A repeat  stool  culture  revealed 
a rare  colony  of  the  E.  coli  but  it  was  elected  not  to 
retreat  at  that  time.  A graph  of  her  weight  is  shown 
in  Fig.  1. 


Case  Report  B 


Fig.  2.  Case  B.  Graph  of  age  versus  weight.  Lowest 
line  is  third  percentile.  Arrow  points  to  time  therapy 
began. 

-A-.W'..  a two-month  old  white  boy,  was  admitted 
to  the  Rhode  Island  Hospital  for  the  first  time  be- 
cause of  poor  weight  gain. 

Present  Illness:  His  liirth  weight  was  seven 
lionnds.  At  the  age  of  two  months  he  weighed  eight 
])ounds,  two  ounces  and  admission  was  advised. 

Past  History:  Revealed  only  that  he  was  the 
])roduct  of  a normal  pregnancy  and  a normal  deliv- 
ery. Some  loose  stools  had  been  noted  shortly  after 
birth  and  he  was  switched  to  a soy  bean  formula. 
Following  this  his  stools  had  appeared  normal  to 
the  mother.  There  were  about  five  per  dav. 


Physical  Examination:  Examination  on  admis- 
sion revealed  no  abnormal  findings  except  that  he 
looked  poorly  nourished  and  pale. 

Laboratory  Data:  Hemoglobin  was  9.6  mg., 
white  blood  count  10.200  with  14  neutrophils.  83 
Ivmjihocytes  and  2 monocytes.  Urinalysis  was 
normal.  Chemistries  were  as  follows ; Blood  urea 
nitrogen  was  27  mg.  per  cent;  serum  protein  4.15 
gm.  per  cent  with  1 .3  gm.  per  cent  of  albumin ; 
sodium  137  mEq/F. ; potassium  6.1  mEq/F. : chlo- 
rides 108  niEq/F. : calcium  5 niFq/E. ; phosphorus 
5.1  mg.  per  cent;  alkaline  phosphatase  19  King- 
-Armstrong  units.  Blood  sugar  was  40  mg.  per  cent. 
Culture  of  the  nose  and  throat  revealed  no  patho- 
gens. Culture  of  the  urine  revealed  E.  intermedins 
and  Proteus  with  a colony  count  of  only  50.000.  It 
was  felt  that  this  was  not  significant.  Multiple 
urines  were  obtained.  One  urine  showed  20  to  25 
white  blood  cells,  hut  repeated  urines  thereafter 
revealed  no  abnormal  constituents.  A stool  culture 
was  obtained  and  revealed  E.  coli.  type  B4  055 
which  was  sensitive  to  neomycin. 

Course:  Two  days  after  admission  it  was  sud- 
denly noted  that  he  appeared  very  ill.  A repeat 
hemoglobin  at  that  time  was  8 gm.  and  he  was  trans- 
fused with  80  ml.  of  whole  blood.  Following  this  he 
never  again  appeared  sick.  There  was  never  any 
marked  diarrhea,  but  it  was  noted  during  the  first 
three  or  four  days  in  the  hospital  that  all  of  his 
stools  were  sticky  and  quite  foul,  ^^'hen  a positive 
culture  for  pathogenic  E.  coli  was  obtained  he  was 
placed  in  isolation  and  started  on  neomycin.  75 
mg.  kg.  or  300  mg./day  for  a ten  day  period.  For 
the  first  three  or  four  days  he  continued  to  have 
loose  stools,  hut  following  this  his  stools  became 
normally  formed.  A repeat  stool  culture,  obtained 
after  the  neomycin  was  stopped,  was  negative.  He 
was  discharged  to  he  followed  as  an  out  patient. 
■A  graph  of  his  weight  is  shown  in  Fig.  2. 

Discussion 

The  clinical  course  of  these  children  character- 
ized by  rapid  and  sustained  weight  gain  following 
treatment  of  the  E.  coli  infection  suggests  that  their 
growth  failure  was  due  to  malabsorption.  Certain 
clinical  features  should  he  stressed.  In  both  cases 
the  children  were  not  clinically  ill.  They  were  both 
admitted  to  a hospital  on  an  elective  basis  for 
evaluation.  In  both  cases  there  was  no  overt 
diarrhea,  i.e.  there  were  no  watery,  explosive,  or 
frequent  stools.  Stools  were  described  as  mushy, 
sticky,  and  foul.  These  findings  were  confirmed  in 
the  hospital.  The  first  infant  had  no  chemical  or 
clinical  evidence  of  malabsorption,  simply  poor 
weight  gain.  The  second  showed  anemia  and  lower- 
ing of  serum  proteins.  After  admission  he  devel- 
oped a shock-like  picture  requiring  blood  and  intra- 
venous fluids. 
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T T OARSENESS  OF  THE  VOICE  is  all  important  clin- 
ical  sign  in  the  diagnosis  of  hypothyroidism ; 
however,  voice  change  is  not  generally  recognized 
as  being  a characteristic  finding  in  thyroid  endo- 
crinopathv.  Speech  changes  will  be  discussed  as  a 
diagnostic  clue  in  myxedema.  Two  illustrative  cases 
will  he  presented. 

A frequent  finding  in  hypothyroidism  is  the 
coarse,  husky,  scratchy,  frog-like,  grating  or  hoarse 
voice.  Both  the  intensity  and  tonal  quality  of  the 
voice  sounds  vary.  Many  textbooks,  both  old  and 
new.  do  not  mention  hoarseness  as  one  of  the  symp- 
toms of  hypothyroidism. However,  some  of  the 
more  recent  general  textbooks  of  medicine  do  men- 
tion hoarseness  as  one  of  many  symptoms.^ 

W'^ayne*  mentions  fourteen  symptoms  in  addition 
to  voice  changes  which  may  occur  in  the  hypo- 
thyroid state.  These  are  enumerated  as  tiredness, 
mental  lethargy,  paresthesia,  deafness,  cold  intol- 
erance, decreased  sweating,  hair  loss,  dry  skin, 
increased  appetite,  decreased  appetite,  weight  in- 
crease. weight  decrease,  constipation  and  peri- 
orbital swelling.  He  indicates,  nevertheless,  that 
hoarseness  is  a significant  symptom.  In  his  case 
studies,  74  per  cent  out  of  one  hundred  proven 
hypothyroid  cases  had  voice  changes.  In  another 
group  of  fifty  doubtful  euthyroid  individuals,  28 
per  cent  had  hoarse  voices.  In  a control  group  of 
fifty-five  normal  i)eople  9 per  cent  had  noticeable 
changes  in  their  speeech. 

Lloyd*'  mentions  hoarseness  as  a predominant 
finding  in  the  diagnosis  of  myxedema  in  the  elderly. 
His  series  consists  of  five  patients  ranging  in  age 
from  sixty-nine  to  seventy-six.  He  considers  insidi- 
ous changes  in  tonal  quality  of  the  voice  to  be  a 
most  im])ortant  symptom.  Temporary  or  permanent 
voice  changes  after  thyroidectomy  may  he  due  to 
recurrent  laryngeal  nerve  trauma.^*’  Vocal  cord 

*Presented  at  the  John  F.  Kenney  Clinic  Day,  The 
Memorial  Hospital,  Pawtucket,  Rhode  Island,  November 
6,  1963. 


tumors,  neoplasms,  tuberculosis,  or  respiratory  in- 
fections must  also  be  considered. 

Case  1 

A fifty-four  year  old  white  married  female  com- 
plained of  progressive  hoarseness  and  fatigue  over 
an  interval  of  ajtproximately  one  year.  She  was 
deeply  concerned  because  of  an  unsitoken  fear  of 
cancer. 

Her  voice  timbre  was  husky.  Thyroid  isthmus 
was  slightly  palpable.  There  was  a noticeable  supra- 
orl)ital  edema  involving  mainly  the  upper  eyelids 
bilaterally.  Urinalysis,  blood  count,  chest  x-ray, 
barium  esophagram,  and  electrocardiogram  were 
normal.  Laryngoscopic  examination  showed  slight 
edema  of  the  vocal  cords  hut  was  otherwise  normal. 
The  protein  bound  iodine  value  was  3.0  meg.  per 
cent  (normal  3. 5-7. 5 meg.  per  cent). 

A tentative  diagnosis  of  hypothyroidism  was 
made  and  initial  therapy  with  one  grain  of  desic- 
cated thyroid  daily  was  started.  Within  three 
months  the  husky,  hoarse  tone  of  her  voice  had 
disappeared  to  a considerable  extent.  A further 
increase  of  thyroid  to  two  grains  daily  for  a period 
of  two  more  months  resulted  in  a return  of  her 
voice  to  normal,  a concomitant  disappearance  of 
su])raorbital  edema  and  a subjective  feeling  of 
well-being. 

The  patient  has  now  been  under  maintenance 
thyroid  therapy  for  two  years  with  complete  ab- 
sence of  hoarseness. 

Case  2 

A thirty-five  year  old  white  male  presented  him- 
self for  treatment  because  of  progressive  voice 
changes  during  the  preceding  two  years.  He  com- 
plained also  of  swelling  of  the  eyes,  calf  pains, 
constipation,  weight  increase,  and  decreased  libido. 
Inquiry  revealed  that  he  had  had  a thyroidectomy 
ten  years  previously. 

His  weight  was  180  lbs.  Skin  was  pallid  and  dry. 
There  was  a slight  facial  edema  associated  with 
extensive  circumorbital  swelling  especially  notice- 
able in  the  upper  eyelids.  A healed  surgical  scar  at 
the  base  of  his  neck  was  present.  Hair  was  dry. 
Voice  was  remarkable  in  that  he  spoke  in  a deep, 
husky,  croaking  tone  which  was  almost  frog-like  in 
timbre. 
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Lahoratorv  data:  Protein  bound  iodine  was  2.4 
nicg.  per  cent.  Radioactive  iodine  uptake  was  13  per 
cent  in  twenty-four  hours  (normal  15-40  per  cent ). 
Sedimentation  rate  was  33  mm.  per  hour.  Red  blood 
count,  hematacrit,  blood  urea  nitrogen,  chest  x-ray, 
electrocardiogram  were  within  normal  variations. 
Blood  cholesterol  was  elevated  to  457  mg.  per  cent. 

A diagnosis  of  post-thyroidectomy  myxedema 
was  made.  Therapy  was  instituted  with  two  grains 
of  thyroid  daily.  \\'ithin  a four  week  interval  there 
was  a most  dramatic  improvement.  Facial  and 
circumorbital  edema  disappeared.  There  was  a loss 
of  fifteen  pounds  and  his  voice  became  normal. 

During  the  past  nine  months  maintenance  ther- 
apv  has  been  two  grains  of  thyroid  daily.  There  has 
been  a marked  improvement  in  his  general  appear- 
ance. His  weight  is  now  maintained  at  160  lbs.  His 
voice  is  comjiletely  normal  and  he  is  active,  cheerful 
and  subjectively  well. 

Discussion 

The  etiology  of  hoarseness  in  hypothyroidism  may 
be  due  to  edema  of  vocal  cords.  This  is  based  on 
certain  observable  manifestations  associated  with 
the  hypothyroid  state.  Periorbital  swelling  and  full- 
ness of  the  face  are  apparently  due  to  a pathological 
state  resemliling  subcutaneous  edema.  In  the  first 
case  laryngoscopic  examination  showed  slight 
edema  of  the  vocal  cords.  By  inference  one  may 
therefore  speculate  that  the  hoarseness  in  hypo- 
thyroidism is  associated  with  a condition  resem- 
bling edema  of  the  vocal  cords. 

Summary 

Hoarseness  is  an  imjiortant  finding  in  the  hypo- 
thyroid state.  It  may  be  overlooked  as  a diagnostic 
clue  unless  there  is  a high  index  of  suspicion. 

Two  cases  of  hypothyroidism  are  presented  to 
demonstrate  voice  changes  as  the  predominant 
sym])tom.  Both  of  these  individuals  had  complete 
recovery  of  their  normal  voices  as  well  as  relief 
from  other  symptomatology  of  their  thyroid  disease 
under  apjiropriate  treatment  with  thyroid. 

353  Armistice  Boulevard 
Pawtucket,  Rhode  Island 
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FAILURE  TO  SURVIVE  DUE  TO 
CHRONIC  PATHOGENIC  E.  COLI  INFECTION 

continued  from  page  18 

Conclusion 

Two  children  with  failure  to  thrive  and  no  overt 
diarrhea  had  pathogenic  E.  coli  growing  in  their 
stools.  Both  children  showed  weight  gain  upon 
successful  treatment  of  the  infection.  Children  who 
are  not  gaining  weight  adequately  should  have  stool 
cultures  with  typing  of  E.  coli  if  present. 
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TJrevious  studies''-^'^'^^'’*"  using  Delayed  Audi- 
tory  Feedback  (DAF)  procedures  indicate  that 
schizojthrenics  are  affected  in  a different  way  than 
normal  subjects.  INlost  studies  appear  to  indicate 
that  normal  subjects  are  more  affected  by  DAF 
than  schizophrenics.  This  means  that  the  patients 
are  less  affected  by  their  voices  when  recorded, 
delayed  a fraction  of  a second,  and  presented  to 
them  through  earphones.  They  make  fewer  reading 
errors,  do  not  slow  their  reading  as  much  as  normal 
subjects,  and  do  not  speak  as  loud.  Ludwig*'  et  ah, 
indicate  that  the  schizophrenics  tested  showed  a 
himodal  distribution  on  the  criterion  of  time.  FIow- 
ever,  in  a later  study^"  these  results  were  not  con- 
firmed. No  attempt  was  made  to  investigate  the 
various  characteristics  of  the  patients  with  res])ect 
to  those  least  and  those  most  affected  by  the  DAF 
procedure.  Spear^^  has  demonstrated  that  diag- 
nostic groups  within  schizophrenia  differ  on  their 
response  to  DAF  with  respect  to  intensity. 

These  results  suggest  that  some  schizophrenics 
may  respond  differently  from  other  schizophrenics 
to  the  DAF.  Recent  studies-^’'*’'"'’®’”-^"  indicate  that 
we  may  he  dealing  with  two  different  groups  of 
schizophrenics,  process  and  reactive.  It  may  he 
that  conflicting  results  of  DAF  studies  with  schizo- 
phrenics are  due  to  failure  to  differentiate  between 
these  two  groups. 

With  respect  to  the  process-reactive  dichotomy, 
it  is  of  theoretical  importance  to  determine  if 
patients  having  a withdrawn,  inadequate,  pre- 
jisychotic  personality,  slow  insidious  development 
of  psychosis,  relative  absence  of  precipitating  fac- 
tors, and  poor  prognosis  (process  group  ) are  more 

*This  study  was  supported  partially  by  National  Institute 
of  Mental  Health,  Grant  MH-00938  R-11.  The  authors  also 
wish  to  thank  Dr.  Theodore  X.  Barber  for  his  criticisms 
and  suggestions  in  designing  this  study,  and  Dr.  Harry 
Freeman  for  the  use  of  the  delayed  auditory  feedback 
apparatus.  , 


or  less  affected  by  DAF  than  patients  having  a 
relatively  normal  pre-psychotic  personality,  acute 
onset  of  psychosis,  presence  of  a logical  precipitant, 
and  a favorable  prognosis  (reactive  group  ). 

Since  the  DAF  procedure  causes  a great  deal  of 
disturbance  in  reading  ability  (stuttering,  stam- 
mering, repetition  of  words,  increased  intensity  of 
voice,  and  marked  slowness  of  reading,  Black 
1951-'’),  it  is  of  further  theoretical  importance  to 
measure  the  relative  response  of  process-reactive 
groups  of  schizojdirenics  to  this  anxiety-arousing 
and  stressful  situation.  The  present  studv  was  de- 
signed to  investigate  the  effects  of  DAF  upon  the 
process-reactive  schizophrenics. 

Method 

Apparatus:  The  delayed  auditory  feedback  appa- 
ratus consists  of  a Bell  and  Flowell  taj^e  recorder 
adapted  to  a feedback  system  and  amplifier  by  the 
Lafayette  Instrument  Co.  The  delay  in  the  feed- 
back was  ])roduced  l)y  sliding  a movable  recording 
head  away  from  the  playback  bead  and  set  at  0.2 
second  delay  as  indicated  by  the  scale  on  the  appa- 
ratus. The  subject’s  voice  was  recorded,  delayed, 
sent  through  an  amplifying  system  and  then  to  the 
subject’s  earphones.  Tbe  amplification  was  set  at 
an  arbitrarily  predetermined  level.  Padded  ear- 
phones were  used  to  prevent  extraneous  noises 
from  entering  the  subject’s  ears.  The  recording 
microphone  was  set  at  12  inches  from  the  subject’s 
mouth.  The  reading  material  consisted  of  forms  A 
and  B of  the  fourth  grade  level  standardized  by 
Gilmore." 

Subjects:  Tbe  subjects  consisted  of  40  female 
and  31  male  schizophrenic  patients  from  chronic 
wards  at  the  Rhode  Island  Aledical  Center.  Their 
ages  ranged  from  31  to  80,  with  a mean  of  54.4,  for 
females,  and  from  22  to  75,  with  a mean  age  51.4, 
for  the  males.  The  mean  years  of  hospitalization 
was  18.4. 

Procedure : Each  subject  was  tested  individually 
in  a room  near  bis  ward,  and  were  brought  to 
tbe  experimental  room  by  the  attendant.  The 
subject  sat  opposite  the  tester  with  the  recording- 
material  on  the  table  between  subject  and  the  ex- 
perimenter. The  subjects  were  first  asked  their 
names  and  were  then  informed  that  they  were  to  be 
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tested  on  their  reading  ability.  All  subjects  were 
asked  to  read  form  A of  the  Gilmore  Reading  test, 
standardized  for  the  fourth  grade  level,  with  ear- 
phones on  and  the  microphone  in  place,  hut  with 
the  eari)hones  turned  oit  (no  feedback  condition). 
.After  completion  of  this  paragraph,  the  subject  was 
told  to  read  form  B (an  equivalent  form).  He  was 
told  that  this  time  a voice  would  he  heard  through 
the  earphones,  that  it  was  his  own  voice,  and  that, 
if  it  caused  difficulty,  he  was  to  continue  reading 
the  paragraph  to  the  best  of  his  ability.  If  a subject 
took  his  eyes  off  the  text  during  this  period,  he  was 
urged  l)v  the  experimenter  to  continue.  This  was 
done  by  either  pointing  to  the  paragraph  or  telling 
the  subject  to  continue. 

Dependent  variables:  Three  dependent  variables 
were  measured  in  this  experiment : Time  in  seconds 
was  that  taken  to  read  each  paragraph  from  the  first 
to  the  last  word.  Errors  were  judged  as  follows: 
(a)  stuttering  on  a word  (one  error  per  word)  ; 
(h)  repetition  of  phrases  or  words  (one  error  per 
phrase  or  word)  ; (c)  omitted  words  (one  error 
per  word  omitted);  (d)  addition  of  words  (one 
error  per  word  ) : and  (e)  slurring  of  a word  (one 
error  per  word).  Slurring  was  judged  as  any  ex- 
tension of  a word  that  changed  its  pronunciation. 
W ords  extended.  l)ut  not  mispronounced  were  not 
scored.  I 'olunie  was  measured  by  a Triplett  volt 
unit  meter.  A maximum  reading  in  “decibels”  from 
an  arhitrarv  reference  point  was  taken  and  aver- 
aged for  each  of  the  seven  lines  in  the  paragraph. 
The  scores  for  time,  errors,  and  volume  were  scored 
by  replaying  the  recorded  tapes. 

Design : .After  the  scores  on  the  dependent  vari- 
ables were  recorded  and  scored  for  each  subject,  the 
subjects  were  then  divided  into  four  categories  as 
follows;  Group  A.  male  process  (10  subjects); 
Group  B.  male  reactive  (21  subjects)  ; Group  C, 
female  process  ( 20  subjects  ) ; and  Group  D,  female 
reactive  ( 20  subjects ) . This  design  with  four  groups 
receiving  a pre  score  ( no  feedback  condition  ) and 
a ])ost  score  (feedback  condition),  constitutes  a 
two  by  two  analysis  of  covariance  (see  table  lA’). 

.Analysis  of  covariance  was  used  in  this  experi- 
ment in  order  to  adjust  for  the  differences  in  the 
subjects'  reading  ability  (pre  scores  ).  This  means 
that  the  criterion  variable  (post  scores)  is  adjusted 
with  resi)ect  to  the  covariate  (pre  scores)  as  was 
obviously  required  by  the  mean  differences  in  read- 
ing ability  in  the  four  groups. 

Results 

Errors:  ( .See  Table  I ) An  analysis  of  covariance 
on  the  error  scores  for  each  of  the  four  groups 
showed  that  sex  does  not  differ  significantlv ; that 
the  jtrocess-reactive  classification  differs  at  the  .05 
level  (F  = 6.69  with  1 and  66  df  ) ; and  the  inter- 
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Table  I 

Mean  Number  of  Errors 


Male 

E'emale 

Pre  Post 

Pre  Post 

Test  Test 

Test  Test 

Process  

8.90  16.00 

4.35  9.20 

Reactive 

2.90  7.47 

2.85  5.50 

action  of  sex  by  classification  was  not  significant. 
These  results  indicate  that  when  the  post  scores  are 
adjusted  with  resjtect  to  the  pre-scores  on  reading 
alulity  the  process  group  (with  a X of  11.5  errors) 
was  significantly  more  affected  by  the  DAF  than 
the  reactive  group  (with  a X of  6.5  errors).  Tables 
I.  II.  and  III  show  the  unadjusted  means  for  the 
4 grouj)s. 

Time:  (.See  Talde  II ) The  results  for  time  taken 
to  read  each  ])assage  show  that  the  process-reactive 
classifications  differ  significantly  (F  = 20.55  with 
1 and  66  df ; P < .01  i.  The  interaction  of  sex  by 
classification  was  also  significant  (F  = 12.73  with 
1 and  66  df ; P < .01).  As  Table  II  shows,  the 
means  for  time  for  the  reactive  group  are  signifi- 
cantlv lower  than  the  means  for  the  process  group 
indicating  that  the  jirocess  group  took  more  time  to 
read  the  passage  than  the  reactive  group  under  the 
DAF  condition  (X  of  56.3  and  43.8  seconds  respec- 
tively ) . The  interaction  of  sex  liy  classification 
indicates  that  the  male  reactive  group  took  a 
significantly  shorter  time  for  reading  the  passage 
than  the  other  three  groups  under  DAF.  There- 
fore, the  male  reactive  group  was  significantly  less 
affected  by  the  DAF. 


Table  II 

Time  — Mean  Number  of  Seconds 


Male 

Female 

Pre 

Post 

Pre 

Post 

Test 

Test 

Test 

Test 

Process  

46.2 

54.4 

38.7 

57.2 

Reactive  

26.3  37.8 

33.3 

50.0 

Eolitme:  (See  Table  III  ) Analysis  of  covari- 
ance indicates  that  only  the  sex  by  diagnosis  inter- 
action is  significant  (F  = 4.23  with  1 and  66  df; 
P < .05 ) . This  significance  of  interaction  occurs  in 
that  the  volume  for  the  male  process  group  was  less 
than  that  for  the  other  three  groups,  and  therefore 
appears  to  be  less  affected  by  DAF  on  this  measure. 


Table  III 

Volume  — Volt  Meter  Readings 


Male 

Female 

Pre  Post 

Pre  Post 

Test  Test 

Test  Test 

Process  

68.0  77.8 

74.2  87.2 

Reactive  

77.2  87.4 

74.0  86.5 

EFFECTS  OF  DELAYED  AUDITORY  FEEDBACK  ON  PROCESS-REACTIVE  SCHIZOPHRENICS 
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Table  IV 

2x2  Experimental  Design 


Male 

Female 

Group  .A 

Group  C 

Process 

N = 10 

N = 20 

Group  B 

Group  D 

Reactive 

N=^21 

N=20 

Discussion 

The  results  indicate  that  jirocess  schizophrenics 
are  affected  differently  than  reactive  schizophrenics 
with  resjiect  to  time  and  errors  under  DAF.  These 
results  suggest  that  Ludwig’s  study®  showing  a 
himodal  distribution  of  schizophrenics’  scores  on 
time  with  DAF  might  possibly  he  attributed  to  this 
tvjie  of  classification.  Other  studies’®’^^’’®  that  have 
shown  that  schizophrenics  differ  from  normal  sub- 
jects may  have  failed  to  specify  which  type  of 
schizophrenics  (process-reactive  ) differ  from  nor- 
mal subjects  or  whether  both  types  differ.  This 
study  presents  evidence  to  indicate  that  if  the  reac- 
tive group  is  compared  with  the  normal,  there  may 
not  he  a difference  between  schizophrenics  and 
normal  subjects.  Further  studies  comparing  schizo- 
phrenics with  normal  subjects  should  specify  which 
group  of  schizophrenics  (process  or  reactive)  is 
comjiared  with  normal  subjects. 

All  of  the  studies  mentioned  above,  that  have 
shown  schizophrenics  to  differ  from  other  groups 
or  subgroups  have  failed  to  account  satisfactorily 
for  the  differences  in  reading  ability  lietween  the 
groups.  This  study  indicates  an  analysis  of  covari- 
ance is  a more  jiowerful  test  in  that  it  adjusts  DAF 
scores  with  respect  to  a basic  reading  ability. 

Theoretical  luiportancc : Most  recent  discussions 
of  schizophrenic  behavior  emphasize  the  environ- 
mental role  of  stressful  and  anxiety-producing 
situations  in  the  production  of  schizophrenic  symp- 
toms. Most  writers  would  agree  that  the  schizo- 
phrenic has  a greater  deficiency  in  ability  to  deal 
with  stressful  or  an.xiety-provoking  situations  than 
groups  of  normal  subjects.  Results  of  this  experi- 
ment indicate  that  the  process  group  of  schizo- 
phrenics fits  this  description,  and  that  the  reactive 
group  demonstrates  more  ability  to  cope  with  or 
overcome  the  stressful  and  anxiety-provoking  situ- 
ation of  DAF.  It  should  further  be  noted  that 
this  study  accounted  for  good  and  ])oor  reading 
ability  by  the  covariance  analysis,  thus  irrespective 
of  reading  ability  the  process-reactive  classification 
proved  significant. 

Summary 

This  study  indicates  that  process  schizophrenics 


differ  from  reactive  .schizophrenics  with  respect  to 
time  and  error  under  DAh'.  Further  studies  com- 
paring reactive-process  schizophrenic  differences 
'with  normal  subjects  mav  explain  conflicting 
results  with  respect  to  schizo|)hrenics  and  normal 
subjects.  Further  study  is  needed  to  determine 
whether  poor  readers  are  more  or  less  affected  by 
DAF  than  good  readers.  In  our  study,  process 
groups  had  more  poor  readers  than  reactive  groups. 

References 

^Atkinson,  C.  J. : Adaptation  to  Delayed  Side-Tone.  Ohio 
State  Univ.  Research  Foundation  and  U.S.N.  School 
Aviation  Med.,  1952.  Proj.  NM  001  064  01.12 

^Beaumont,  J.  T.,  and  Foss,  B.  M. : Individual  Differences 
in  Reacting  to  Delaved  .Auditory  Feedback.  Brit.  T. 
Psychol.  48  :85,  1957 

^Becker,  W.  C. : A Genetic  Approach  to  the  Interpreta- 
tion and  Evaluation  of  the  Process-Reactive  Distinction 
in  Schizophrenia.  J.  Abnorni.  & Social  Psychol.  53  :229, 
1956 

■*Becker,  W.  C. : The  Process-Reactive  Distinction  : a Key 
to  the  Problem  of  Schizophrenia?  J. Xerv.& Ment.  Dis. 
129  :442, 1959 

■'‘Black,  J.  W. : The  Effect  of  Delayed  Side-Tone  upon 
\’ocal  Rate  and  Intensity.  J.  Speech  & Hearing  Disorders 
16:56, 1951 

•■De  Wolfe,  A.  S. : The  Effect  of  Affective  Tone  on  the 
Verbal  Behavior  of  Process  and  Reactive  Schizophre- 
nics. J.Abnorm.& Social  Psychol.  64:450,  1962 

'Gilmore,  J.  \h : Gilmore  Oral  Reading  Test.  Harcourt, 
Brace  & Co.,  Inc.  and  World,  New  York,  1951 

^Kanton,  R. ; Walker,  J.,  and  Winder,  C. : Process  and 
Reactive  Schizophrenia.  J.  Consult.  Psychol.  17:156,  1953 

'•'Ludwig,  A.  M. ; Wood,  B.  S.,  Jr.,  and  Downs,  M.  P. : 
Auditory  Studies  in  Schizophrenia.  Amer.  I.  Psychiat. 
119:122,  1962 

i"Ludwig,  A.  M. ; Stilson,  D.  W. ; Wood,  B.  S.,  Jr.,  and 
Downs,  M.  P. : Further  Studies  in  Audition  in  Schizo- 
phrenia. Amer,  J.  Psychiat.  120:70,  1962 
iiRaskin,  A.:  Unresolved  Issues  in  the  Process-Reactive 
Classification  of  Schizophrenia.  Department  of  Psychi- 
atry, Georgetown  University  Medical  School,  Washing- 
ton, D.C.  Personal  Communication 
i^Rawnsley,  A.  I.,  and  Harris,  J.  D. : Comparative  Anal- 
ysis of  Normal  Speech  and  Speech  with  Delayed  Side- 
Tone  by  Means  of  Sound  Spectrograms.  Med.  Res.  Lab. 
Rep.  No.  248,  Bureau  of  Med.  & Surg.,  Navy  Department. 
Proj.  1-7,  April,  1954 

LiSpear,  F.  G. : Delayed  Auditory  Feedback  ; Some  Effects 
on  the  Speech  of  Psychiatric  Patients.  Brit.  J.  Psychiat. 
109  :235,  1963 

'■'Spear,  F.  G.,  and  Bird,  R.  L. : Delayed  Auditory  Feed- 
back; Vocal  Intensity  Changes  in  Schizophrenia.  Brit. 
J.  Psychiat.  109:240,  1963 

'■'’Spilka,  B.:  Some  \'ocal  Effects  of  Different  Reading 
Passages  and  Time  Delays  in  Speech  Feedback.  J.  Speech 
& Hearing  Disorders  19:37,  1954 
"'Spilka,  B. : Relationships  Between  Certain  .Aspects  of 
Personality  and  Some  Vocal  Effects  of  Delayed  Speech 
Feedback.  J.  Speech  & Hearing  Disorders  19:491,  1954 
'"Walker,  R.  G. : Some  Observations  on  the  Concept  of 
“Reactive”  and  "Process”  Type  Schizophrenia.  J.Clin.  & 
E.xper.  Psychopath.  23:7,  1962 


24 


RHODE  ISLAND  MEDICAL  JOURNAL 


TTTTTTTTTT  T TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT'TTTTTTTTTTTTTTTI 


THE  BLUE  CROSS  PUBLIC  IMAGE* 

Selig  Greenberg 


The  Author.  Sclic/  Greenberg  of  Providence,  Rhode 
Island.  Staff  JJGitcr,  Providence  Journal-Bulletin. 


YOU  ARE  TO  BE  COMMENDED  for  Soliciting  the 
views  of  outsiders  regarding  the  public  image 
of  Blue  Cross  and  Blue  Shield,  and  you’re  entitled 
to  a thoughtful  discussion  of  the  subject.  As  a 
newspajterman,  I obviously  know  much  less  about 
the  actuarial  complexities  and  the  practical  day-to- 
dav  problems  of  the  health  insurance  business  than 
vou  do.  But  as  one  who  has  written  about  medical 
care  problems  for  quite  a few  years,  I may  perhaps 
be  somewhat  less  subject  to  the  professional  hazard 
of  failing  to  see  the  forest  for  the  trees. 

When  I received  your  invitation  to  participate 
in  this  ])rogram,  I got  to  thinking  once  again  about 
some  of  the  reasons  for  the  climate  of  public  discon- 
tent with  voluntary  health  insurance  and  it  occurred 
to  me  that  in  some  respects  there  was  an  analogy 
here  with  the  growing  disarray  in  the  ^^'estern 
alliance. 

I ’resident  Kennedy  said  not  long  ago  that  the 
strains  within  NATO  were  in  themselves  a sign  of 
its  success.  As  long  as  there  was  a real  threat  of 
Soviet  aggression  in  Europe  the  democratic  alli- 
ance had  little  trouble  maintaining  its  cohesivenesS. 
he  said,  but  as  the  Communist  menace  has  receded 
it  was  inevitable  that  the  allies  should  start  quarrel- 
ing among  themselves. 

Much  the  same  thing  may  l)e  true  of  Blue  Cross 
and  Blue  Shield,  which  within  the  relatively  short 
s])an  of  little  more  than  20  years  have  become  an 
integral  jiart  of  the  American  way  of  life.  It  is  cer- 
tainly difficult  to  see  how  we  could  possibly  finance 
hospital  care  without  the  instrumentality  of  Blue 
Cross.  As  Americans  become  increasingly  health 
conscious  and  as  the  costs  of  hospital  and  medical 
care  keej)  on  rising,  it  is  to  be  fully  expected  that 
l)eople  should  be  more  and  more  dissatisfied  with 
the  protection  they  are  getting  and  demand  still 
broader  coverage. 

There  is  no  question  that  in  large  measure  today's 
l)roblems  — not  only  in  the  field  of  health  insurance 
l)ut  in  all  other  areas  of  medical  care  — are  the 

*.\n  address  delivered  at  the  Blue  Cross-Blue  Shield 
Middle  Atlantic  and  New  England  Regional  Public  Rela- 
tions Meeting,  at  Xew  York  City,  September  12,  1963. 


direct  result  of  yesterday’s  successes.  Medical  sci- 
ence has  scored  prodigious  advances  in  warding  oflf 
death  and  opening  up  new  vistas  of  healthier  and 
longer  life.  But  the  scientific  revolution  has  led  to 
sweeping  changes  in  the  whole  structure  of  medical 
care.  It  has  profoundly  affected  the  traditional 
arrangements  under  which  medical  services  are  ren- 
dered. organized  and  paid  for.  It  is  responsible  for 
a price  and  demand  spiral  which  shows  no  sign  of 
leveling  off.  It  has  raised  a host  of  bewildering 
proltlems  with  which  we  are  likelv  to  struggle  for 
many  years  to  come. 

^lany  of  the  complaints  one  hears  about  the 
inadequacies  of  Blue  Cross  and  Blue  Shield  are 
undou1)tedly  irrational  and  stem  from  an  ignorance 
of  what  the  non-j^rofit  plans  can  do  without  pricing 
themselves  entirely  out  of  the  market.  Inevitably, 
the  public's  attitude  toward  health  insurance  is 
colored  l)y  its  frustrations  with  medical  care  in 
general.  People  are  deeply  concerned  over  the 
steadily  climbing  costs  of  medical  care  and  they 
frecjuently  resent  the  impersonality  of  the  treat- 
ment they  are  getting  from  their  busy  doctors.  In 
an  area  as  surrounded  with  emotion  and  as  contro- 
versial as  medicine  generally  is,  the  temptation  is 
great  to  seek  scapegoats  and  to  offer  panaceas. 

It  would  nevertheless  he  a grave  mistake  to  dis- 
miss much  of  the  criticism  of  voluntary  health 
insurance  as  unfounded.  Just  as  in  the  case  of  the 
Atlantic  alliance,  where  President  Kennedy’s  diag- 
nosis is  only  partially  correct  and  there  are  a num- 
ber of  solid  reasons  for  the  discord  between  the 
United  .States  and  some  of  its  European  allies,  so 
health  insurance  is  unquestionably  confronted  with 
some  very  difficult  problems.  The  whole  future  of 
the  organization  of  medical  care  in  this  country 
may  well  depend  upon  the  ability  of  Blue  Cross  and 
Blue  Shield  to  devise  some  bold  approaches  to  the 
problems  crowding  upon  them. 

On  the  face  of  it,  there  are  few  more  impressive 
success  stories  than  the  spectacular  growth  of  health 
insurance  in  the  United  States. 

There  is  j)robably  no  parallel  in  our  history  to  the 
surge  which  has  lirought  at  least  some  form  of 
health  insurance  protection  to  three  out  of  every 
four  .Americans.  Erom  modest  beginnings  in  the 
years  after  the  depression,  the  health  insurance 
movement  has  grown  into  a mammoth  force  which 
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has  had  a far-reaching  impact  on  tlie  economies  of 
medical  care. 

S\veei)ing  changes  in  onr  economy  have  made 
])ossilde  this  accomplishment,  which  is  all  the  more 
remarkahle  in  that  no  element  of  compnlsion  is 
attached  to  it.  (hf  their  own  free  will,  the  great 
majority  of  .'\mericans  have  decided  to  relimjnish 
I)art  of  their  take-home  ])ay  to  make  certain  that 
they  will  have  some  help  in  meeting  their  hills 
when  illness  strikes.  More  and  more,  they  have 
become  conscious  of  the  benefits  of  medical  care 
and  stand  ready  to  allocate  an  even  larger  share  of 
their  resources  to  pay  for  it. 

But  it  is  precisely  in  this  greater  health  conscious- 
ness of  Americans  and  their  growing  awareness  of 
the  contrast  between  what  modern  medicine  can  do 
and  what  it  is  actually  doing  that  we  have  to  look 
for  some  of  the  causes  of  the  predicament  in  which 
voluntary  health  insurance  now  finds  itself.  The 
l)repayment  plans  are  increasingly  caught  in  the 
squeeze  of  rising  prices  for  medical  services  and 
their  uncontrolled  use  on  the  one  hand  and  of  a 
mounting  demand  for  more  comprehensive  benefits 
on  the  other.  Reluctant  though  they  may  he  to  rise 
to  new  challenges.  Blue  Cross  and  Blue  Shield 
cannot  escape  the  far-ranging  crisis  of  cost  and 
function  brought  about  by  the  continuing  scientific 
revolution  in  medicine  and  the  changing  pulrlic 
attitudes  toward  medical  care. 

Even  in  the  area  of  enrollment,  where  its  show- 
ing has  been  strongest,  health  insurance  faces 
serious  problems. 

About  50,000,000  Americans  still  have  no  hos- 
pitalization insurance,  the  most  predominant  form 
of  coverage.  About  65,000,000  have  no  surgical 
expense  insurance.  Nearly  100,000,000  lack  insur- 
ance protection  against  general  medical  expenses. 
Fewer  than  35,000,000  have  relatively  broad  insur- 
ance coverage  against  the  costs  of  illness. 

Those  without  coverage  of  any  kind  are  mostly 
the  aged,  the  disabled,  marginal  farmers,  migratory 
workers  and  other  low-income  groups,  all  of  whom 
have  medical  needs  that  are  well  above  the  average 
and  are  least  able  to  pay  for  the  services  they  re- 
quire. The  ratio  of  prepayment  coverage  among 
those  with  annual  incomes  of  $7,000  or  more  is 
three  and  one-half  times  what  it  is  for  those  earning 
less  than  $4,000  a year.  In  New  York  it  is  about 
double  what  it  is  in  Mississippi. 

The  days  of  easy  expansion  of  voluntary  health 
insurance  are  over.  But  in  order  to  head  off  large- 
scale  government  intervention,  it  must  continue  to 
expand,  both  in  enrollment  and  in  its  benefit  struc- 
ture. At  the  moment  it  is  difficult  to  see  how  most 
of  the  existing  enrollment  gaps  can  be  filled  without 
the  use  of  tax  funds  to  help  provide  coverage  for  the 
aged  and  other  categories  of  the  po])ulation  that 
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are  jxirticularly  poor  insurance  risks  and  least  able 
to  afford  the  premium  ])ayments. 

Fully  as  grave  as  the  ])rohlem  of  extending  i)re- 
pavment  coverage  to  those  who  still  lack  it  is  the 
need  for  substantial  improvements  in  the  level  of 
])rotection  of  those  who  already  are  insured.  Here 
the  issues  are  extremely  abrasive  because  they  go 
to  the  very  heart  of  the  present  organization  of 
medical  care.  Benefit  levels  cannot  he  materially 
revised  without  an  unremitting  concern  for  the 
costs  of  care  which  determine  the  price  of  insur- 
ance. This,  in  turn,  requires  sustained  ])ressures  for 
greater  medical  and  hosi)ital  efficiency  which  can- 
not he  achieved  without  some  far-reaching  organi- 
zational reforms.  The  health  insurance  plans,  which 
are  closely  tied  up  with  the  medical  ]>rofession  and 
the  hospitals,  have  nnderstandahly  .shied  away  from 
facing  uj)  to  these  issues.  But  they  cannot  duck  them 
much  longer. 

The  inadequacies  of  voluntary  health  insurance 
are  most  graphically  demonstrated  by  two  highly 
disconcerting  facts. 

The  first  is  that  while  benefit  provisions  have 
])rogressively  liecome  more  liberal,  they  still  meet 
little  more  than  one-fourth  of  the  over-all  medical 
hills  of  those  who  are  insured.  According  to  the 
latest  figures  I have  lieen  able  to  obtain,  prejiayment 
now  meets  about  60  per  cent  of  the  costs  of  hospital 
care,  40  per  cent  of  the  costs  of  surgery,  30  per  cent 
of  expenditures  for  obstetrical  services,  less  than 
10  per  cent  of  physicians’  out-of-hosi)ital  fees  and 
little  or  nothing  for  other  services  and  goods. 

The  second  perturbing  fact  is  that  the  costs  of 
both  medical  care  and  insurance  have  been  rising 
much  faster  than  the  ])roportion  defrayed  by  pre- 
payment. \\  bile  medical  costs  have  been  going  up 
at  the  rate  of  5 to  10  per  cent  a year,  the  ratio  of 
such  costs  met  hv  insurance  has  shown  an  average 
annual  increase  of  less  than  2 per  cent.  At  the  same 
time  insurance  premium  charges  have  been  climb- 
ing during  the  past  decade  at  an  average  rate  of 
10  per  cent  a year  under  the  impact  of  rising  medi- 
cal costs  as  well  as  increased  utilization. 

There  is  no  indication  of  any  reversal  of  this 
disheartening  trend,  which  keeps  on  depreciating 
the  insured  consumer’s  protection.  The  insurance 
plans  will  be  unable  to  meet  the  demands  for  more 
comprehensive  coverage  so  long  as  they  exercise 
little  control  over  the  prices  charged  by  doctors  and 
hospitals  and  over  improper  utilization  and  none  at 
all  over  the  quality  of  care. 

Virtually  no  attention  has  been  paid  by  the  insur- 
ance plans  to  the  issue  of  quality  controls,  which  is 
closely  tied  up  with  the  question  of  costs.  Blue 
Shield  and  the  commercial  carriers  assume  no 
responsibility  for  the  caliber  of  the  doctors  treating 
their  subscribers.  The  same  fees  are  set  for  the 

continued  on  next  page 
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partially  trained,  inexperienced  surgeon  as  for  the 
most  distinguished  specialist.  Xot  only  do  most 
insurance  plans  pay  as  cheerfully  for  had  medical 
care  as  they  do  for  good  hut  they  actually  encourage 
])oor  care  by  making  needless  surgery  and  other 
])rocedures  lucrative  through  the  guarantee  of  fees. 
The  same  rates  are  sometimes  paid  by  Blue  Cross 
to  the  unaccredited  hospital  as  to  the  best  teaching 
hospital. 

At  the  root  of  many  of  the  troubles  of  the  pre- 
dominant insurance  pattern  are  two  fundamental 
defects  — the  concentration  on  coverage  for  the 
costs  of  surgery  and  other  illnesses  requiring  hos- 
l)italization  and  the  neglect  of  preventive  and  diag- 
nostic services.  Both  approaches  are  unsound,  from 
the  medical  no  less  than  from  the  economic  point 
of  view. 

The  net  effect  of  these  basic  errors  is  that  the 
prepayment  system  fails  to  provide  any  incentives 
for  timely  measures  aimed  at  preventing  disease  or 
catching  it  in  its  incipient  stages  and  that  it  pro- 
motes excessive  use  of  costly  hospital  facilities  and 
other  abuses  which  needlessly  inflate  the  bill.  ]\Iost 
of  the  insurance  organizations  have  yet  to  learn  the 
irrefutable  lesson  that  prevention,  diagnosis,  treat- 
ment and  after-care  are  one  continuous  process  and 
that  it  is  more  economical  to  try  to  prevent  illness 
than  it  is  to  ])ay  through  insurance  claims  for  the 
end  results  of  neglect. 

It  is  difficult  to  escape  the  conclusion  that  present 
insurance  coverage  is  badly  lopsided.  It  provides 
little  protection  or  none  at  all  for  expenses  incurred 
outside  of  the  hospital  which  still  make  up  the  bulk 
of  medical  services.  W ith  the  sole  exception  of 
surgery,  its  contribution  toward  physicians’  fees  is 
negligible.  The  costs  of  long-term  physical  or  men- 
tal disease  often  remain  largely  uncovered.  Hoiiie 
and  office  calls,  drugs  and  appliances,  dental  serv- 
ices, nursing  home  care,  home  nursing  services  and 
a number  of  other  medical  care  items  have  to  he 
])aid  for  directly  by  the  great  majority  of  insurance 
subscribers.  Wdiat  it  amounts  to  is  that  most  of  the 
things  deemed  worthy  of  coverage  when  the  patient 
is  in  a hospital  bed  are  considered  outside  of  the 
insurance  framework  when  he  is  confined  to  bed 
at  home  or  is  still  on  his  feet.  It  is  small  wonder, 
then,  that  this  setup  provides  a ready  inducement 
for  getting  between  hospital  sheets. 

It  is  true  that  physicians’  home  and  office  calls 
are  relatively  inexpensive.  But  a number  of  such 
visits  is  likely  to  add  up  to  a substantial  amount  and 
to  additional  costs  for  laboratory  tests  and  drugs 
which  many  people  are  unable  to  afford.  The  inevi- 
table outcome  is  that  early  symptoms  are  frequently 
neglected  and  relatively  minor  complaints  are 
allowed  to  develop  into  major  ones. 

The  experience  of  HIP,  the  Kaiser  Foundation 
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Health  Plan  and  other  large  prepayment  organiza- 
tions employing  salaried  physicians  on  a group 
practice  basis  has  shown  that  it  is  feasible  to  pro- 
vide coverage  at  a reasonable  premium  for  a wide 
range  of  services  now  excluded  by  most  insurance 
contracts.  The  main  reason  why  the  independent 
programs  have  been  able  to  keep  their  costs  within 
moderate  hounds  is  that  they  pay  their  doctors 
according  to  the  number  of  patients  handled  rather 
than  for  specific  services.  So  long  as  the  inedical 
profession  continues  to  cling  to  the  system  of  solo 
practice  and  to  resist  effective  checks  on  its  fees 
and  on  the  amount  and  quality  of  its  services,  the 
cost  of  truly  comprehensive  benefits  will  remain 
prohibitive. 

The  basic  trouble  appears  to  lie  in  trying  to 
superimjiose  a modern  concept  of  comprehensive 
health  prepayment  on  the  ramshackle  structure  of 
solo  practice.  Insurance  is  merely  a mechanism  for 
spreading  risks  and  cannot  in  itself  solve  the  prob- 
lem of  ballooning  medical  costs.  On  the  contrary, 
by  remo\  ing  some  of  the  economic  barriers  to  uti- 
lization of  services  it  tends  to  generate  demand  and 
thus  becomes  an  inflationary  factor.  The  over-all 
hill  can  best  he  cut  through  intensive  development 
of  preventive  medicine  to  reduce  the  incidence  of 
illness  and  a more  efficient  organization  of  medical 
and  hospital  services.  The  preservation  of  the  tra- 
ditional fee-for-service  method  under  an  expanded 
voluntary  insurance  system  is  possible  only  with 
a much  greater  degree  of  responsibility  than  the 
medical  profession  has  yet  displayed. 

All  too  often  these  days,  insured  patients  are 
shocked  to  discover  that  they  lack  coverage  for 
many  services,  that  prepayment  meets  only  a frac- 
tion of  the  costs  of  covered  procedures,  that  their 
doctors  can  charge  them  extra  if  their  incomes  are 
above  a certain  level,  and  that  under  the  archaic 
Robin  Hood  system  of  medical  fees  some  physicians 
actually  hike  their  bills  by  counting  insurance  as  an 
additional  asset  and  thereby  defeat  its  main  pur- 
pose. Oddly  enough,  the  resentment  of  the  insured 
is  mostly  aimed  at  Blue  Cross  and  Blue  Shield 
rather  than  at  the  commercial  carriers,  which  do  a 
much  less  creditable  job.  It  is  taken  for  granted 
that  the  latter  are  in  business  to  make  a profit  and 
nothing  else. 

Host  disturbing  is  the  growing  trend  of  many 
Blue  plans  in  recent  years  to  turn  to  experience 
rating.  This  development  violates  the  whole  intent 
of  community-wide  coverage  designed  to  spread 
the  financial  hazards  of  illness  by  having  the  good 
risks  help  pay  for  the  poor  ones.  Under  experience 
rating,  those  who  need  care  most  are  charged  the 
most,  even  though  they  are  often  least  able  to  afford 
it.  By  pricing  prepayment  protection  beyond  their 
reach,  this  approach  has  implications  of  the  utmost 
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gravity  for  the  whole  future  of  voluntary  health 
insurance.  I'he  non-profit  plans  cannot  ho])e  to 
extend  their  coverage  to  those  who  are  still  entirely 
without  it  and  to  carry  out  the  urgently  needed 
ex])ansion  of  benefits  hy  adopting  the  practices  of 
commercial  insurance.  If  this  trend  continues,  some 
form  of  government  action  to  help  insure  the  poorer 
risks  will  become  the  only  feasible  alternative. 

Many  competent  authorities  feel  that  Bine  Cross 
and  Bine  Shield  will  be  unable  to  carry  out  fully 
their  ])nl)lic  responsibilities  until  they  come  to  grips 
with  the  innate  conservatism  of  the  medical  pro- 
fessions and  hosj)ital  managements  and  start  using 
their  great  leverage  in  order  to  improve  the  organ- 
izational efficiency  of  medical  and  hospital  care. 

There  is  no  getting  away  from  the  fact  that  there 
have  been  radical  changes  in  the  whole  character  of 
medical  services,  in  the  age  makeup  of  our  popula- 
tion and  in  the  pattern  of  illness  itself.  Nor  is  there 
any  denying  of  the  distressing  fact  that  the  health 
care  job  now  being  done  in  the  United  States  falls 
far  short  of  what  it  could  he  with  the  knowledge, 
skills  and  tools  currently  at  our  command.  Sober 
examination  of  the  realities  of  the  American  medi- 
cal scene  shows  that  while  at  its  best  the  quality  of 
medical  care  in  this  country  is  unsurpassed,  much 
of  it  is  uneven  and  some  of  it  quite  poor ; that 
adequate  medical  care  is  not  now  availalde  in  full 
measure  to  people  of  low  and  even  medium  in- 
comes ; that  the  poor,  the  aged,  the  mentally  ill  and 
others  who  need  medical  care  most  generally 
receive  the  meagerest  amount  and  poorest  quality 
of  services ; and  that  we  still  carry  a heavy  burden 
of  needless  illness,  suffering,  disability  and  pre- 
mature death. 

Blue  Cross  finds  itself  right  in  the  middle  of  the 
explosive  issue  of  hospital  costs,  which  are  now 
more  than  five  times  what  they  were  in  1935. 

There  is  little  doubt  that  the  remarkable  growth 
of  hospitalization  insurance  has  had  both  favorable 
and  adverse  effects  on  hospital  operations.  Insur- 
ance has  brought  hospital  care  within  the  reach  of 
millions  in  the  middle  and  low'-income  groups  and 
has  been  a potent  force  in  expanding  the  scope  of 
services  and  improving  the  quality  of  personnel. 
But  insurance  also  has  led  to  overuse  of  hospital- 
ization, some  overbuilding  of  hospital  plants  and  a 
general  relaxation  of  pressures  for  economy  of 
operation. 

The  general  policy  of  insurance  programs  to 
reimburse  hospitals  for  their  costs  has  reduced,  if 
not  wholly  removed,  incentives  to  keep  expendi- 
tures at  their  lowest  possible  level.  Insurance  has 
not  only  stimnlated  demand  hut  has  had  a substan- 
tial impact  on  the  distribution  of  medical  care  facili- 
ties. The  exclusion  of  benefits  for  ambulatory  and 
nursing  home  care  from  prepayment  coverage  has 
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led  to  pressure  for  use  of  general  hospital  beds  hy 
l)atients  who  conld  get  along  with  less  costly  care. 
Some  authorities  estimate  that  at  least  20  ])er  cent 
of  ])atients  in  general  hospitals  do  not  belong  there 
and  conld  he  cared  for  just  as  well  in  less  expensive 
facilities.  At  the  .same  time,  the  lack  of  assurance  of 
sufficient  oi)erating  funds  has  deterred  the  develop- 
ment of  ade()uate  nursing  homes,  rehabilitation 
facilities  and  home  care  services. 

Another  impediment  to  economy  are  two  of  the 
voluntary  hos])itars  outstanding  characteristics. 
One  of  them  is  the  key  role  played  hy  doctors  in  the 
functioning  of  hospitals  and  the  jwramiding  of  their 
costs.  The  other  is  the  traditional  and  grossly  out- 
dated autonomy  of  the  voluntary  hospitals.  Having 
grown  at  random  rather  than  hy  design,  the  hospi- 
tals operate  without  any  centralized  planning  or 
effective  inihlic  controls  and  continue  to  expand  in 
a hit-or-miss  fashion  which  often  makes  for  waste- 
ful du])lication  of  facilities  and  services.  There  is 
no  other  community  enterprise  as  big  as  hosifital 
care  and  so  closely  partaking  of  the  nature  of  a 
vital  public  utility  in  which  there  is  such  a lack  of 
coordination  and  such  a diffusion  of  administrative 
controls. 

Hospitals  have  yet  to  readjust  themselves  to  the 
radical  alteration  in  their 'financial  ba.se.  \\  hat  were 
once  institutions  largely  dependent  on  philanthropy 
now  draw  the  lion's  share  of  their  support  from 
paying  patients,  mostly  through  insurance  benefits. 
But  there  has  been  no  corresponding  change  in  the 
composition  of  hospital  governing  hoards.  Bv  and 
large,  hospital  trustees  continue  to  be  drawn  from 
the  upper  social  strata.  They  now  generally  repre- 
sent former  sources  of  income  rather  than  the  broad 
ranks  of  the  consumers.  Nor  are  lay  controls  on 
members  of  the  medical  staffs  anywhere  near  com- 
mensurate with  their  privileges.  Although  physi- 
cians use  hospital  facilities  for  their  own  ])rofit 
without  payment  of  rentals  or  overhead  costs,  they 
don't  take  kindly  to  the  policing  of  the  quality  of 
their  services  and  regard  any  efforts  to  control  their 
fees  as  the  rankest  kind  of  heresy. 

There  has  also  been  a lag  in  realizing  the  full 
significance  of  the  drastically  altered  relationship 
between  the  ])roducers  and  the  consumers  in 
medicine. 

The  fact  that  more  than  130,000,000  Americans 
now  have  some  form  of  health  insurance  is  bringing 
about  a fundamental  change  in  attitudes  toward 
the  economics  of  medical  care.  More  and  more, 
arrangements  for  paying  for  at  least  some  medical 
services  are  no  longer  made  between  individual 
physicians  and  patients  who  are  sick  and  anxious. 
They  are  being  made  instead  by  groups  of  people 
who  are  well  and  capable  of  making  up  their  minds 
as  to  how  they  want  to  spend  their  money.  No 

continued  on  next  page 


28 

longer  forced  to  l)argain  when  they  are  flat  on  their 
l)acks.  they  are  mncli  less  likely  to  accept  the  medi- 
cal profession’s  claim  to  exclusive  authority  in  an 
area  in  which  it  has  no  sjiecial  competence.  Health 
insurance  has  proven  to  he  a good  deal  more  than 
merelv  a mechanism  for  spreading  the  risk  of  the 
cost  of  illness.  It  has  not  only  generated  new 
demand  hut  has  become  a rallying  point  for  the 
organization  of  consumers  determined  to  get  their 
money's  worth. 

Blue  Cross  has  yet  to  readjust  itself  fully  to  the 
changing  dimensions  of  the  medical  economy  and 
of  its  own  constituency.  It  is  still  all  too  often  in- 
clined to  confine  its  role  to  that  of  a collection 
agencv  for  the  hospitals  rather  than  an  intermediary 
between  the  purchasers  and  siqipliers  of  hospital 
care.  At  the  root  of  its  quandary  is  its  schizophrenic 
])osture  — the  fact  that  it  is  a iiublic  service  and 
yet  must  also  he  a business  to  survive  in  a competi- 
tive setting.  It  is  under  pressure  for  more  compre- 
hensive coverage  hut  is  unwilling  or  unable  to  exer- 
cise any  significant  controls  on  hospital  utilization 
and  costs  without  which  broader  benefits  would  be 
whollv  impracticable. 

By  the  very  character  of  their  sponsorship,  both 
Blue  Cross  and  Blue  Shield  have  thus  far  been 
largely  inhibited  from  taking  advantage  of  the  most 
promising  potentialities  of  modern  health  care  — 
those  of  preventive  and  rehabilitative  medicine. 
Instead  of  a more  subtle  organization  of  health 
services  on  a continuing  rather  than  episodic  basis, 
instead  of  a more  precise  fitting  of  services  and 
facilities  to  each  patient’s  condition,  their  approach 
has  been  to  lumj)  all  of  the  sick  into  the  costly 
general  hospital.  Xeglected  have  been  the  oppor- 
tunities for  more  economical  preventive  practices, 
for  facilities  designed  to  meet  the  simpler  needs  of 
the  ambulatory  ill  and  convalescent  and  for  nursing 
home  and  home  care  for  the  chronically  ill. 

The  defects  and  problems  of  Blue  Shield  are 
])retty  much  the  same  as  those  of  Blue  Cross  and 
are  further  complicated  by  the  fact  that  it  is  the 
creature  of  the  medical  profession  and  firmly  tied  to 
the  solo,  fee-for-service  practice  of  medicine.  This 
makes  any  meaningful  controls  on  the  quantity 
and  (]uality  of  services  extremely  difficult,  if  not 
im])ossible. 

The  Blue  Shield  fee  schedule,  which  largely 
determines  the  level  of  its  premium  rates,  is  wholly 
under  the  control  of  the  people  who  collect  the  fees. 
But  although  the  insurance  plan  guarantees  the 
doctors  full  ])ayment  of  their  fees  even  in  the  case 
of  low-income  patients  who  formerly  paid  little  or 
nothing,  few  of  them  seem  to  he  in  a mood  for 
sacrifices.  Many  ])hysicians  appear  to  regard  Blue 
Shield  mainly  as  a mechanism  for  improving  their 
collections  rather  than  as  a means  of  more  effec- 
tively serving  their  patients. 
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One  of  the  most  significant  developments  in 
recent  years  has  been  the  increasing  exercise  of 
state  regulatory  authority  in  the  health  insurance 
field.  Commissioner  Smith  of  Pennsylvania  may  no 
longer  be  in  office  but  his  policy  of  using  the  power 
of  the  state  to  try  to  check  the  continued  upsurge  of 
hosjiital  and  ])repayment  costs  is  certain  to  live  on. 
It  paves  the  way  for  public  intervention  in  the 
manner  which  hosi)itals  are  built,  operated  and  used 
and  in  many  of  the  ])ractices  of  the  medical  profes- 
sion which  contribute  to  sjfiraling  costs.  Logic  dic- 
tates that  since  the  premium  rates  of  Blue  Cross 
and  Blue  Shield  are  subject  to  state  control,  the 
state  must  gradually  extend  its  concern  to  hospital 
management  and  other  elements  which  enter  into 
health  insurance  costs. 

The  mechanisms  of  health  insurance  are  clearlv 
far  too  crucial  to  be  left  wholly  in  the  hands  of  the 
purveyors  of  medical  services.  The  inqilementation 
of  the  goals  of  wider  insurance  coverage  will  re- 
quire greater  exercise  of  public  initiative  and  regu- 
lation. It  also  will  call  for  the  highest  restraint  and 
sagacity  on  the  part  of  the  medical  profession  and 
its  coo])eration  in  urgently  needed  controls  on  costs, 
utilization  and  quality  of  services.  The  extension 
of  })repayment  into  new  segments  of  health  care 
which  are  inherently  more  difficult  to  insure  will 
require  far  more  effective  controls  than  now  exist 
if  we  are  to  avert  the  danger  of  runaway  costs.  Only 
through  the  wholehearted  collaboration  of  all  con- 
cerned can  the  objectives  of  broader  and  more 
effective  insurance  protection  at  a practical  price 
be  achieved  i)rincipally  on  a voluntary  basis. 

\\  hatever  the  final  outcome  is,  insurance  already 
has  wrought  drastic  changes  in  the  economics  of 
medical  care  and  brought  new  intermediaries  into 
the  relationship  between  doctors  and  patients. 
Insurance  programs  have  great  potentialities  for 
becoming  the  defenders  of  the  patients’  interests. 
To  castigate  the  introduction  of  so-called  "third 
parties’’  is  as  fatuous  as  it  is  futile. 

During  the  health  care  debate  in  the  1940s  the 
issues  seemed  cpiite  simple  — compulsory  govern- 
ment-operated insurance  versus  voluntary  insur- 
ance. By  now,  as  we  continue  to  grope  for  answers, 
we  have  come  to  understand  that  the  problems  are 
infinitely  more  complex  and  cannot  be  that  easily 
com])artmentalized.  The  voluntary  approach  is 
deei)ly  rooted  in  the  American  tradition.  It  has 
many  desirable  qualities  and  guards  against  the 
freezing  of  jiatterns  in  an  area  of  constant  flux. 
But  it  calls  for  a sense  of  responsibility,  for  a readi- 
ness to  sul)ordinate  narrow  guild  interests  to  the 
])ublic  welfare,  for  a willingness  to  e.xperiment,  for 
imagination  and  boldness.  Let  us  hope  that  the 
medical  ])rofession  — and  the  non-profit  prepay- 
ment plans  along  with  it  — will  learn  to  display 
these  attributes  in  a measure  tantamount  to  the 
challenge. 
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TRAUMATIC  RUPTURE  OF  THE  GALLBLADDER* 

Edward  Hartley  Smith,  m.d.,  and  Clarence  H.  Soderberg,  Jr.,  m.d. 


The  .\uthors  : Edz^'ard  Hartley  Smith,  M.D..  Chief 
Resident,  Sur(/ery.  Rhode  Island  Hosfital.  Clarenee  H. 
Soderberg,  Jr.,  .M.D.,  Assistant  Surgeon,  Rhode  Island 
Hosfiital. 


Rupture  of  the  gallbladder  due  to  nonpene- 
trating injury  is  unusual.  The  following  case  is 
the  only  one  in  the  files  of  the  Rhode  Island  Hos- 
I)ital.  Until  1946  there  were  only  32  authenticated 
cases  reported  in  the  literature;'  until  1961,  only 
50.“  Prior  to  1898  no  patient  survived;  suhse- 
cpiently,  and  especially  in  the  last  few  decades, 
almost  all  have  done  well. 

Case  Presentation 

A 58-year  old  white  male  was  admitted  to  the 
Rhode  Island  Hospital  on  Fehruarv  19,  1963.  After 
completing  his  day’s  work  as  a carpenter,  he 
stopped  off  for  a “few”  glasses  of  beer  and  some 
wine.  On  his  way  home  he  lost  control  of  his  car 
and  it  struck  the  front  of  a house.  The  Rescue 
Squad  immediately  brought  him  to  the  Rhode 
Island  Hospital  Accident  Room. 

Past  history  revealed  a previous  hospitalization 
for  asthma,  as  well  as  a long  history  of  excessive 
intake  of  alcohol. 

Physical  examination  disclosed  a well  developed, 
well  nourished,  e.xtremely  restless  and  uncodpera- 
tive,  inebriated,  middle-aged  white  male  with  nor- 
mal vital  signs.  There  was  no  evidence  of  external 
trauma.  Auscultation  of  the  chest  revealed  a pro- 
longed expiratory  phase  of  respiration  and  bilateral 
pulmonary  rhonchi.  The  abdomen  was  hoardlike 
with  hypoactive  peristalsis.  There  was  dift'use  pain 
which  was  difficult  to  localize  or  evaluate  because 
of  the  patient’s  constant  movement  and  comhative- 
ness ; nevertheless,  the  area  of  maximal  tenderness 
was  felt  to  he  in  the  epigastrium.  Rebound  tender- 
ness could  not  be  evaluated,  and  the  remaining 
examination  was  non-contributory. 

The  four  abdominal  quadrants  were  tapped  with 
a number  eighteen  spinal  needle  with  negative  re- 
sults. The  white  blood  count  was  7,300  with  47 
polymorphonuclear  leukocytes,  43  lymphocytes,  6 
monocytes,  and  4 eosinophils.  The  urinalysis  was 

*From  the  Surgical  Department,  Rhode  Island  Hospital, 
Providence,  R.  I. 


normal. 

The  patient  was  admitted  to  the  Special  Care 
unit  having  received  a unit  of  plasma  and  a unit  of 
blood.  A Levin  tube  was  inserted  for  gastric  decom- 
pression. Over  the  next  four  hours  the  patient’s 
Ithysical  condition  remained  essentially  unchanged 
except  for  an  increase  in  the  jtulse  rate.  A Foley 
catheter  drained  clear  urine.  The  white  blood  count 
rose  to  10,850  with  90  polymorphonuclear  leuko- 
cytes, 7 lymphocytes,  and  3 monocytes.  Abdominal 
exploration  was  felt  to  lie  imperative. 

Upon  opening  the  peritoneal  cavity,  bile  immedi- 
ately escaped  into  the  wound.  Inspection  of  the 
gallbladder  revealed  a five  centimeter  longitudinal 
rent  through  the  postero-iuferior  wall  of  the  body 
of  the  gallbladder.  Thorough  abdominal  explora- 
tion revealed  no  other  abnormalities.  A cholecys- 
tectomy was  performed  and  the  abdomen  was 
closed  with  a single  drain  placed  to  the  pouch  of 
IMorrison. 

The  post-operative  course  was  complicated  by  a 
monilial  oropharyngitis  and  wound  dehiscence. 
Convalescence  was  otherwise  satisfactory,  and  find- 
ings on  follow-up  visits  over  a si.x-month  period 
were  unremarkable. 

Comments 

Several  factors  must  he  considered  in  traumatic 
rui)ture  of  the  gallbladder.  First,  a normal  gall- 
liladder  is  thin-walled  and  less  likely  to  withstand  a 
traumatic  insult  than  a diseased  one  with  a thicker, 
fihrotic  wall.  .Second,  the  jdiysiologic  state  of  the 
gallbladder  is  important.  This  patient  was  in  the 
interdigestive  phase  of  the  digestive  cycle.  Thus  the 
gallbladder  was  distended  with  concentrated  bile. 
Excessive  alcoholic  intake  can  cause  sjjasm  of  the 
sphincter  of  Oddi.^  Indeed,  after  the  ingestion  of 
large  quantities  of  alcohol,  edema  of  the  duodenal 
mucosa  and  the  papilla  of  Cater  may  result.'  The 
gallbladder  is  then  unable  to  empty.  A direct  force 
over  the  gallbladder,  as  by  a steering  wheel,  can 
rupture  the  organ,  as  in  the  case  of  this  jiatient, 
with  resulting  choleperitoneum. 

Horrall'"-®  caused  death  in  dogs  within  24  hours 
by  injecting  intraperitoneally  5 milliliters  of  bile  per 
kilogram  weight.  Bacteria  were  cultured  from  the 
peritoneal  fluid  in  some  of  these  dogs.  Chen  steri- 
lized bile  was  injected  intraperitoneally  in  the 
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amount  of  5 milliliters  per  kilogram  weight,  death 
also  occurred  within  24  hours,  although  the  cul- 
tures were  negative.  Other  research  disclosed  that 
the  j)rimary  toxic  substance  was  taurocholic  acid. 
In  man  glycocholic  acid,  a less  toxic  substance,  is 
more  abundant,  hut  there  are  small  amounts  of 
taurocholic  acid.  However,  the  total  amount  of  bile 
salts  must  he  considered. 

The  chemical  peritonitis  caused  by  a sudden 
escape  of  gallbladder  bile  can  be  extensive  and  can 
cause  significant  shifts  in  the  body  fluids.  This  con- 
tributes to  early  shock.  It  must  be  remembered  that 
the  gallbladder  concentrates  hepatic  bile  up  to  ten 
to  twelve  times.  Therefore,  a sudden  rupture  of  a 
distended  gallbladder  floods  the  peritoneal  surfaces 
with  75  milliliters  of  concentrated  bile  (or  the 
equivalent  of  750  milliliters  of  hepatic  bile  I.  There 
is  an  immediate  serosal  transudation  to  dilute  the 
spilled  bile  which  accounts  for  the  significant  fluid 
shifts.  If  the  peritoneal  cavity  becomes  infected  (as 
with  Chlostridium  W'elchii.  the  most  common  path- 
ogen in  gallbladder  bile)  the  insult  to  the  patient 
may  be  devastating. 

The  dangers  inherent  in  choleperitoneum  were 
avoided  in  this  patient  by  early  operative  interven- 
tion. W’e  feel  that  early  exploration  is  important  in 
such  patients  even  though  the  exact  diagnosis  is  in 
doubt.  The  surgical  treatment  of  a ruptured  gall- 
bladder can  be  rej)air  of  the  laceration,  with  or 
without  a complementary  cholecystostomy.  or 
probably  better,  surgical  e.xcision  as  in  this  case. 

Sumtuary 

Traumatic  rupture  of  the  gallbladder  by  non- 
penetrating injury  is  uncommon.  This  occurred  in 
an  inebriated  58-year  old  man.  The  alcohol  prob- 
ably contributed  to  the  rupture  by  causing  spasm  of 
the  sphincter  of  Oddi  and  edema  of  the  papilla  of 
X'ater,  thus  inhibiting  the  emptying  of  the  gall- 
bladder. When  dealing  with  a choleperitoneum,  one 
must  consider  (a)  the  source  of  the  bile,  including 
its  concentration  of  bile  salts,  (b)  tbe  amount  of 
bile  escaped  and  escaping,  (c)  tbe  severitv  of  tbe 
fluid  shifts,  and  (d  ) the  possibility  of  imminent  or 
probable  bile  peritonitis.  The  dangers  inherent  in 
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choleperitoneum  were  avoided  in  this  patient  bv 

early  operative  intervention. 
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THE  MYSTERY  OF  THE  MISSING  LIBRARY* 

Irving  A.  Beck,  m.d. 


The  Author.  Irviny  A.  Beck,  M.D.,  Physician,  Depaff- 
iiicnt  of  Medicine.  Rhode  Island  Hospital,  Providence, 
R.  I. 


Tx  January  1961  in  an  address  to  the  Annual 
-*■  Meeting  of  the  Providence  Medical  Association, 
I alluded  to  a mystery  which  concerned  the  fate 
of  the  joint  library  of  the  Rhode  Island  Medical 
Society  and  the  Providence  Medical  Association. 
A librarian  was  apjtointed  at  the  very  first  meeting 
of  the  Rhode  Island  Medical  Society  in  1812,  and 
the  Providence  Medical  Association  began  its 
library  in  1850.  For  some  years  these  organizations 
shared  the  rooms  of  the  Franklin  Society  on  North 
Main  Street  (near  the  First  Baptist  Church  ). 

Five  years  after  the  Rhode  Island  Hospital 
o])ened  its  doors  in  1868,  the  “pathologic  specimens, 
Rooks,  and  Pamphlets’’  belonging  to  the  Provi- 
dence Medical  Association  were  presented  to  the 
Hospital,  as  was  also  the  collection  of  the  Rhode 
Island  Medical  Society.  This  was  obviously  a rea- 
sonable action.  It  provided  a safe  jilace  for  hooks  of 
reference  and  an  excellent  periodical  collection  in  a 
central  location  frequented  by  physicians  of  the 
community.  It  also  set  a desirable  precedent  that  a 
hospital  should  have  a good  library  on  the  premises. 

For  some  reason,  this  donation  turned  out  to  he 
an  Indian  gift  — for  in  1880  the  secretary  of  the 
Association  requested  the  Trustees  of  the  Rhode 
Island  Hospital  to  return  the  journals,  hut  no 
record  exists  either  in  the  archives  of  the  Medical 
Society  or  of  the  Hospital  as  to  whether  this  was 
done.  It  is  the  belief  of  the  present  librarian  of  the 
Society  that  they  were  not. 

It  is  known  that  about  1930  there  was  a general 
house-cleaning  in  this  hospital  in  the  course  of 
which  many  of  the  older  hooks  and  journals  were 
thrown  into  barrels  to  he  disposed  of  as  wastepaper. 
A few  discerning  physicians  recognized  the  value 
and  rarity  of  many  of  these  items.  Literally,  pluck- 
ing of  these  brands  from  the  burning,  they  salvaged 
some  for  their  own  collections.  At  the  time  that  I 
delivered  my  talk  in  1961,  I concluded  that  the 
missing  Rhode  Island  Medical  Society  Library  may 
well  have  been  included  in  those  barrels. 

*Pre,sented  at  the  Centennial  of  the  Rhode  Island  Hos- 
pital, September  26,  1963. 


In  1962,  however,  an  odd  coincidence  led  me  to 
another  consideration.  I visited  the  Library  of  the 
College  of  Physicians  of  Philadelphia,  and  intro- 
duced myself  to  the  curator  of  the  historical  collec- 
tions, Doctor  W'.  B.  McDaniel  1 1,  as  coming  from 
Rhode  Island.  Thereupon,  he  took  from  his  desk  a 
volume,  the  title  page  of  which  is  shown  in  Plate  I, 
which  he  had  just  purchased  for  his  Library. 

For  those  whose  Latin  is  as  rusty  as  mine,  a 
partial  translation  is  ‘Aliscellaneous  Medical  Curi- 
osities by  John  Baptist  Sitonus  of  Milan  — An 
Expurgated  Version — Published  in  Cologne  in 
1677.”  The  catalogue  code  and  the  “ex  lihris”  indi- 
cate that  it  probably  was  once  in  the  Library  of  the 
Lniversity  of  Edinburgh.  The  flyleaf  inscription  is 
what  led  him  to  show  me  the  hook,  and  for  me  even- 
tually to  prepare  this  essay  (Plate  H)  : “Obtained 
from  a pile  of  old  hooks  and  pamphlets  in  the  attic 
of  the  Rhode  Island  Hospital  July  1877  — Frank 
B.  Flanders.” 

continued  on  next  page 
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Tliis  unex])ccte(l  find  led  me  to  investigate  fur- 
ther. d'lirongh  what  obscure  cliannels  had  a 17th 
Century  collection  of  medical  curiosities  been  trans- 
])orted  from  Edinburgh  to  the  Rhode  Island  Hos- 
])ital  and.  finally,  to  the  Library  of  the  College  of 
Physicians  of  I’hiladelidna  ? A hit  of  research  re- 
vealed that  a Frank  Byron  Flanders  had  been  a 
surgical  intern  in  this  hospital  from  1876  to  1877. 
The  last  sto])])ing  place  of  the  hook  prior  to  Phila- 
deli)hia  was  in  Rutland,  Vermont,  hut  I could  not 
learn  how  it  arrived  there,  other  than  it  had  been 
obtained  in  the  Boston  area. 

Some  thoughts  suggested  by  this  data  were  that 
this  hook,  already  200  years  old  at  the  time,  could 
hardly  have  been  part  of  the  actively  used  library 
of  the  hospital.  Could  it  have  been  part  of  the  collec- 
tion of  the  Rhode  Island  Medical  Society  which  had 
been  dei)osited  for  ‘‘safe-keeping”  in  the  Rhode 
Island  Hospital,  and  because  of  its  antiquity 
relegated  to  the  attic  by  some  bihliophohe?  Could 
whittling  away  of  the  Society  Library  by  similar 
removals  over  the  years  have  led  to  its  dwindling 
down  to  the  point  of  no  return  ? To  this  we  do  not 
have  a definitive  answer,  and  to  do  the  hospital  cus- 
todians justice,  there  are  records  of  gifts  of  honks 
even  earlier  from  physicians  in  the  community,  and 
this  possibly  may  have  included  such  an  inapproi)ri- 
ate  hook  for  a hospital  lil)rary  as  the  old  Sitonus. 
Perhaps  other  clues  like  this  lie  in  the  dusty  hack- 
stacks  of  assorted  libraries. 

What  of  Doctor  Flanders?  He  was  a Harvard 
Medical  School  graduate  in  1878  (apparently  the 
internship  was  completed  prior  to  his  graduation), 
who  practiced  in  Lawrence,  Massachusetts  until 
1910.  He  had  a distinguished  career  and  was  sur- 
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geon  of  the  Lawrence  General  Hospital  from  its 
organization  until  the  end  of  his  active  life. 

M'hat  led  him  to  take  the  Sitonus  and  also  meticu- 
lously to  record  when  and  where  “obtained”? 
Surely  he  could  not  have  been  following  what  for- 
merly was  alleged  to  he  the  practice  of  the  house 
staff  of  equipping  their  future  offices  during  their 
internships.  1 his  was  not  a handy  reference  manual 
to  peek  into  while  the  patient  was  dressing.  His 
obituary  mentions  his  constant  study  both  of  medi- 
cal literature  and  clinical  research,  and  his  honesty 
of  character  and  of  life.  “He  enriched  his  mind  and 
heart  with  the  best  which  he  could  obtain,  and  he 
gave  freely  of  this  enrichment  to  his  medical  asso- 
ciates and  to  his  patients,  rich  and  poor  alike.  Xo 
one  was  so  poor  that  he  could  not  obtain  Dr.  Flan- 
ders’ best  service,  and  no  rich  patient  could  get  any 
hetter  service.” 

For  these  reasons  I prefer  to  believe  that  he  was 
a true  iatrobihliophile.  that  he  saw  a fine  old  hook 
being  treated  like  trash,  and  that  like  some  of  his 
successors,  already  mentioned,  he  salvaged  it  for 
appreciative  custodianship.  So,  we  have  a clue  to 
but  not  the  entire  solution  of  the  Mystery  of  the 
Missing  Library. 
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Medicine  Around  the  World  — 

VISITING  HOSPITALS  IN  THE  SOUTH  PACIFIC 

Laurence  A.  Senseman,  m.d. 


The  Author.  Laurence  A.  Senseman,  M.D.  of  Lincoln. 
Rhode  Island.  Chief.  Department  of  Xcuropsychiatry. 
Pazi'tuckct  Memorial  Hospital;  Medical  Director. 
Fuller  Memorial  Sanitarium,  South  Attleboro,  Mas- 
sachusetts. 


The  purpose  of  my  trip  to  Australia  in  August 
of  1963  was  to  participate  iu  the  3rd  Annual 
Institute  of  Scientific  Studies  for  the  Prevention  of 
Alcoholism.  This  week-long  Institute  was  held  at 
Adelaide  University  under  the  auspices  of  the 
.\ustralia  Xational  Committee  for  the  Prevention 
of  Alcoholism.  My  invitation  to  he  the  overseas 
guest  sjieaker  came  as  a result  of  my  previous  ])ar- 
ticipation  in  similar  Institutes  held  at  Vitwater- 
srand,  Tohanneshurg,  South  Africa,  in  1962  and  at 
the  University  of  the  Philippines  in  Alanila  in  1961. 
As  on  these  jirevious  trips,  I visited  hospitals  en- 
route  to  Australia  and  was  jiarticularly  interested 
in  mental  facilities  in  the  various  places. 

My  flight  hy  TAI*  jet  plane  to  Tahiti  took  about 
eight  and  one-half  hours  from  Los  Angeles.  This 
heautiful  tropical  isle,  with  its  hapj))-  Polynesian 
people,  is  a French  possession.  The  General  Hos- 
pital in  Papeete,  the  capital  city  of  the  island,  leaves 
much  to  he  desired,  however.  It  has  over  200  beds, 
and  psychiatric  as  well  as  tubercular  jiatients  are 
treated.  If  the  psychiatric  patients  are  not  coopera- 
tive, they  are  put  in  a special  closed  area.  Doctor 
Regeau,  a French  physician  who  told  me  he  had 
been  in  Papeete  only  10  days,  was  courteous  but  a 
bit  reluctant  to  show  me  about.  After  locating  an 
English  speaking  nurse  and  finally  locating  the 
keys  to  the  psychiatric  building,  we  were  ofif  on  a 
brief  tour. 

The  two  most  prevalent  illnesses  on  this  island 
are  tuberculosis  and  alcoholism,  I was  told,  ^\’e 
walked  through  a number  of  wards  and  along  nar- 
row streets  between  one-story  open  buildings  to  the 
rear  of  the  hospital.  W e came  to  a high-walled 
building  and  rang  a small  hand  bell  to  summon  an 
attendant.  As  it  was  just  getting  dark,  there  was 
one  lighted  bulb  in  the  attendant's  tiny  office.  After 
a few  minutes,  an  elderly  attendant  came  hobbling 
up,  using  a cane.  W e were  ushered  into  an  enclosed 

*Compag^nie  de  Transports  Aeriens  Intercontinentanx. 


area  with  rooms  off  a central  patio.  As  it  was  dark 
and  there  was  no  electricity,  we  could  see  little ; 
hut  the  attendant  struck  matches  and  held  them  up 
to  the  louvered  doors  of  the  rooms  and  we  could  just 
make  out  the  nude  Iiodies  of  the  jtatients  on  elevated 
hoard  beds  with  mats.  The  odor  was  long  to  he 
remembered,  as  was  the  unfortunate  plight  of  these 
mentally  ill  patients.  There  was  no  program  for  the 
inmates  of  this  building  except  for  custodial  care, 
such  as  it  was.  I mentioned  to  Doctor  Regeau  that 
this  area  seemed  like  pre-Peuel  era,  and  he  smil- 
ingly agreed.  This  hospital  is  not  a tourist  attraction 
to  he  sure. 


Fiji 

Suva,  Fiji,  is  five  hours  hy  jet  from  Tahiti ; this 
large  Pacific  island  is  a British  Crown  Colony.  I 
was  impressed  hy  the  contrast  with  Tahiti.  The 
General  Hospital  of  200  beds  is  clean,  well-ecpiijiped, 
and  efficiently  operated,  although  overly-crowded. 
It  is  much  too  small,  and  free  medical  care  has  kept 
it  \ ery  busy.  Doctor  Cassidy,  a physician  from  Dub- 
lin, gave  me  a cordial  reception.  I came  away  feeling 
that  good  medical  care  could  he  had  here. 

St.  Giles  Hospital  in  Suva  (Fig.  1 ) is  the  mental 
hosiiital.  This  hospital  of  150  beds  consists  of  a 
grou])  of  individual,  one-story,  wooden  buildings. 


Thev  were  exceptionally  clean  and  well-kept.  The 
grounds  were  heautiful  and  the  whole  atmosphere 
pleasant  and  friendly.  This  is  the  only  mental  hos- 
pital facility  on  Fiji.  There  are  no  psychiatrists  on 
Fiji : junior  Aledical  Assistants  are  native-trained, 
with  Doctor  Cassidy  of  the  General  Hospital  cover- 

continued  on  next  page 
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ing  as  the  resjionsible  medical  officer. 

There  were  1 10  i)atients  the  day  I was  there. 
Mr.  Sacks,  the  head  attendant,  took  ns  through  this 
fine  facility.  He  told  me  that  there  were  36  workers 
and  that  80  per  cent  of  the  work  was  done  by  the 
patients.  The  wards  were  very  clean,  the  paint  spot- 
less. the  strong  rooms  with  heavy  thick  doors  and 
iron  latches  were  all  painted  with  soft  pastel  colors. 
These  rooms  were  not  locked,  and  the  bright  cur- 
tains gave  a cheerfnl  appearance.  Xo  barred  win- 
dows were  seen.  The  patients  seemed  contented  and 
busy.  One  olwionsly  catatonic  schizophrenic  young 
man  suddeidy  came  over  and  put  his  arm  about  the 
native  medical  attendant.  This,  to  me,  typified  the 
atmosphere  of  this  institution. 

The  Inidget  is  $27,000  per  year,  I was  told.  There 
are  two  Junior  Medical  Officers.  Wood-work  and 
crafts  are  encouraged.  Each  patient  puts  in  three 
hours  of  work  a day  on  building  or  grounds.  The 
average  stay  is  three  months.  They  use  drugs  and 
electro-convulsive  treatment.  There  is  no  psycho- 
therapy. I was  told  that  the  suicide  rate  was  very 
low  on  Fiji  and  they  have  no  alcoholism,  as  such. 
The  saloons  and  package  stores  are  closed  by 
6:00  P.M.  M'omen  are  not  permitted  to  drink  in 
hotels  or  bars.  Signs  to  this  effect  appear  on  all 
hotels.  The  saloons*  are  open  from  11  :00  a.m.  to 
2:00  P.M.  and  from  4:00  p.m.  to  6:00  p.m.  The 
natives  who  wished  to  drink  until  recently  had  to 
have  a permit  card  to  drink.  This  card  showed  evi- 
dence that  they  could  afford  to  drink  ( not  a bad 
idea  for  onr  Social  Welfare  Department  to  note). 

Australia 

The  Australian  is  very  much  interested  in  pub- 
licity and  I was  quickly  made  aware  of  this  fact. 
During  my  stay  in  Australia.  I was  on  television 
three  times,  I made  six  recordings  for  radio,  and 
was  interviewed  twelve  times  by  reporters.  The 
interest  in  alcoholism  as  well  as  in  the  visitor  from 
America  made  this  publicity  possilile. 

Upon  my  arrival  in  Australia,  I learned  that 
there  was  a controversy  regarding  the  closing  hours 
for  the  saloons  and  package  stores.  The  closing 
time  in  all  of  Australia  is  6:00  p.m.  as  in  Fiji.  At 
this  time,  the  bars  are  usually  filled  with  men  on 
their  way  home  from  work.  They  will  order  a 
number  of  beers  just  before  six  o’clock,  and  they 
are  i)ermitted  to  drink  them  before  leaving  the  bar. 
Tiffs  is  called  the  “six  o’clock  swill.”  Usually  the 
bar  is  surrounded  by  many  men.  and  promptly  at 
six  o’clock  the  customers  are  asked  to  leave.  A 
(question  asked  of  me  was  whether  or  not  this  form 
of  “prohibition”  was  good  or  bad  for  tbe  average 
drinker  ? 

The  Wahroonga  Sanitarium  and  IIos])ital  (Fig. 
2)  is  located  about  10  miles  from  Sy(lney.  This 

♦“Saloons”  is  the  term  widely  used  for  such  establish- 
ments in  I-'iji,  as  well  as  in  Australia  and  New  Zealand. 


large  citv  has  many  fine  hospitals,  hut  the  one  I 
was  particularly  interested  in  was  the  180  bed 
Seventh-Day  Adventist  Hospital.  There  were  177 
patients  the  day  I was  there,  and,  while  the  build- 
ings were  old,  they  were  well-preserved.  Physical 
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medicine,  as  well  as  medicine  and  surgery,  are 
emphasized.  A large  nurses’  training  course  is  an 
important  feature  with  140  students  in  training. 
The  fine  new  nurses’  dormitory  is  a real  asset,  and 
plenty  of  nurses  are  available.  This  well-run  hospital 
is  a general  hospital  as  well  as  sanitarium  and 
serves  this  particular  suburb  of  Sydney.  There  are 
plans  to  build  a new  hospital  in  the  near  future,  and 
funds  are  being  raised  for  this  purpose.  This  hos- 
pital has  a large  attending  and  consulting  staff".  It 
appeared  to  me  that  they  provide  good  nursing  care, 
comparable  to  that  in  the  United  States. 

The  third  annual  session  of  the  Australian  Insti- 
tute of  Scientific  Studies  for  the  Prevention  of 
Alcoholism  was  conducted  on  the  campus  of  Ade- 
laide University  in  Adelaide,  South  Australia,  on 
August  19  to  23.  There  were  125  in  attendance, 
re])resenting  every  state  in  Australia  and  N^ew 
Zealand.  The  interest  was  outstanding. 

W ide  publicity  was  given  to  the  lectures  pre- 
sented by  such  men  as  Richard  Cleaver,  member  of 
the  House  of  Representatives  ; Doctor  John  Birrell, 
the  Victoria  police  surgeon ; D.  F.  Cunningham 
Dax,  director  of  the  Mental  Hygiene  Authority, 
and  Doctor  Alan  Stoller,  an  authority  on  alcohol- 
ism in  Australia  and  a member  of  the  W’orld  Health 
Organization  committee  on  Mental  Health. 

In  Adelaide,  I visited  the  Xorthfield  State 
Hospital  ( Fig.  3 ) where  Doctor  Salter  is  the 
superintendent.  Doctor  Robinson,  the  assistant 
superintendent,  had  been  attending  the  meetings 
at  Adelaide  University,  and  he  invited  a group  to 
spend  one  morning  going  through  this  hospital.  It 
is  a 900  bed  hospital,  and  there  was  a census  of  890 
in-patients.  There  were  239  nurses  and  6 full-time 
doctors  and  one  on  half-time.  There  seemed  to  be  a 
relaxed  atmosphere  in  this  hospital.  During  our 
rounds,  we  came  to  one  ward  where  an  Alcoholics 
Anonymous  (AA  ) meeting  for  the  patients  was  in 
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Fig.  3 


progress.  \\"e  stopped  long  enough  to  note  the  good 
sjjontaneity  tlmt  prevailed.  It  was  pointed  out  to  me 
that  this  hospital  had  more  men  than  women,  which 
is  rather  unusual  in  a mental  hospital.  There  is  a 
very  good  turnover,  and  the  average  length  of  stay 
is  from  two  to  three  months.  The  institution  was 
well  maintained,  clean,  and  neat.  I was  particularly 
interested  in  one  ward  in  which  all  the  beds  were 
])laced  in  the  middle  of  the  room,  rather  than  on 
the  four  sides  of  the  room.  Each  bed  had  a colorful 
bedspread.  The  patients  seemed  to  enjoy  this 
arrangement,  rather  than  the  standard  arrangement 
of  all  the  beds  in  a row  on  each  wall.  I was  told  that 
this  hospital  was  fairly  typical  of  other  mental  hos- 
pitals in  Australia.  It  was  my  impression  that  this 
was  a well-run  hosi)ital  doing  good  work.  It  seemed 
to  provide  all  the  activities  and  various  therapies 
consistent  with  a well-run  mental  hospital.  Doctor 
Salter  and  his  staff  were  most  gracious  to  us.  Again 
I was  made  to  feel  welcome  in  this  fine  hospital  and 
wonderful  country. 

I was  invited  to  give  a lecture  on  alcoholism  to 
the  staff  of  the  Alfred  Hospital  in  Melbourne  by 
Doctor  John  Moon,  President  of  the  Alcohol  Foun- 
dation of  Victoria.  In  my  talk,  I presented  much  of 
the  material  which  I had  i)repared  for  a lecture 
before  the  Rhode  Island  Medical  Society,  and  also 
described  the  work  of  the  Rhode  Island  Division 
of  Alcoholism.  Sir  Kingsley  Norris,  who  was  the 
presiding  officer,  was  greatly  interested  in  the 
Rhode  Island  Division  of  Alcoholism,  because  of 
an  attempt  to  start  a day  care  clinic  for  alcoholics 
in  Melbourne  with  private  funds.  This  had  proved 
to  he  a very  difficult  task,  and  our  experience  was 
of  interest  to  them.  I have  had  further  correspond- 
ence with  Sir  Kingsley  and  have  sent  him  addi- 
tional information  regarding  the  educational  pro- 
grams of  the  Rhode  Island  Division  of  Alcoholism. 

Princess  Margaret  Hospital  in  Christchurch, 
New  Zealand,  is  a large,  new  general  hospital  lo- 
cated in  the  outskirts  of  the  city.  It  is  situated  just 
below  the  Kashmir  Hills  overlooking  the  Canter- 
bury Plain  and  not  far  from  the  Pacific  Ocean.  I 
visited  this  facility  only  briefly,  but  it  appeared  to 
he  quite  as  modern  as  anything  in  America. 

On  my  return  trip  I visited  Oahu  in  the  Hawaiian 
Islands.  There  is  only  one  mental  hospital  on  this 


island.  This  institution,  which  has  1200  beds  and  is 
similar  in  oi)eration  to  mental  hospitals  on  the 
maiidand,  is  under-staffed.  The  Department  of 
Mental  Health  is  now  establishing  mental  health 
clinics  in  Honolulu  and  in  other  parts  of  the  Islands. 
As  the  senior  officer  was  being  relieved,  it  was 
possible  to  meet  only  briefly  with  a resident  psychi- 
atrist. I did  not  undertake  a complete  tour  of  the 
hospital,  hut  I concluded  that  it  is  representative  of 
practice  on  the  Island  and  apparently  uses  all  tyi)es 
of  therapy  in  the  treatment  of  the  mentally  ill. 


Fig.  4 


The  Castle  Memorial  Hospital  ( Fig.  4 ) is  a new 
hospital  on  the  windward  side  of  Oahu.  This  100  bed 
hospital  is  very  well  equipped  and  ultra-modern  in 
design.  There  is  no  existing  general  hospital  on  this 
side  of  the  Island  and  many  of  the  physicians  on  the 
staff  live  in  Honolulu.  This  hospital  serves  a large 
and  growing  area.  It  is  operated  by  the  Seventh- 
Day  Adventists  and  it  was  a pleasure  to  visit  this 
institution. 

Visiting  medical  institutions  in  the  South  Pacific 
was  an  interesting  experience.  These  hospitals  in 
general  reflected  the  state  of  the  economy  of  the 
countries  in  which  they  are  located.  Only  the 
hospital  in  Tahiti  fell  far  short  of  what  would  he 
considered  a first-class  institution.  I found  every- 
where a real  interest  in  what  we  are  doing  here  in 
America  and  an  eagerness  to  make  the  foreign 
visitor  feel  welcome. 


E.  P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
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REPORT  ON  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

Seventeenth  Clinical  Meeting, 

December  1-4,  1963,  Portland,  Oregon 

Arthur  E.  Hardy,  m.d..  Delegate,  and  Edmund  T.  Hackman,  m.d.. 

Alternate  Delegate,  from  Rhode  Island 


The  interim  meetinx.  of  the  American  Medical 
Association's  House  of  Delegates  held  at  Port- 
land. Oregon,  December  2-4.  inclusive,  had  as  its 
most  controversial  resolution  the  one  submitted  by 
the  Rhode  Island  Medical  Society  whicli  asked  that 
the  hoard  of  trustees  of  the  AIM  A he  directed  to 
implement  as  best  as  they  could  the  denial  of  AM  A 
membership  to  physicians  who  belong  to  state  or 
countv  associations  which  ban  membership  to  qual- 
ified doctors  of  medicine  because  of  race,  religion 
or  place  of  national  origin.  Forty-five  minutes  of 
discussion  ensued  in  the  reference  committee  which 
considered  the  resolution.  Even  delegates  from 
some  southern  states  were  in  favor  of  progressive 
integration,  hut  they  vigorously  objected  to  puni- 
tive measures  advocated  in  the  resolution.  The  net 
result  was  the  reaffirmation  of  the  stand  taken  in 
1950  by  the  House,  directing  that  all  state  and 
county  societies  be  informed  that  the  A!MA  was 
opposed  to  segregation  for  the  above  named  rea- 
sons. Several  delegates  spoke  in  favor  of  the  Rhode 
Island  resolution,  hut  suggested  amending  it  to 
conform  to  previous  stands,  and  no  one  was  in 
favor  of  punitive  action. 

* 

In  the  matter  of  social  security  coverage  for 
doctors  it  is  increasingly  apparent  that  more  and 
more  state  delegations  are  directed  to  vote  in  favor 
of  compulsory  coverage,  although  manv  of  the  dele- 
gates from  these  same  states  are  personally  opposed 
to  it.  On  a voice  vote  on  a resolution  that  the  A}^I  A 
he  recorded  as  opposed  to  comjnilsorv  social  secu- 
rity for  jihysicians  about  55%  present  loudly  voted 
“yes"  and  45%  (my  personal  estimate  ) softly  voted 
“no."  thus  carrying  out  their  mandate  from  back 
home. 

The  House  at  its  opening  session  expressed  deep 
shock  at  the  tragic  death  of  the  late  President  John 
F.  Kennedy  and  directed  that  a letter  of  heartfelt 
symjiathy  he  sent  to  Mrs.  Kennedy,  her  children 
and  the  late  President's  family.  The  House  also 
pledged  its  support  to  President  Lyndon  R.  Johnson 
in  forging  national  unity  in  the  weeks  and  months 


ahead  and  offered  the  Association's  resources, 
counsel  and  cooperation  on  matters  of  health. 

* 

Dr.  Edward  R.  Annis.  AIM  A president,  report- 
ing on  the  recent  House  \\'ays  and  Means  Com- 
mittee hearings  on  the  King- Anderson  Bill,  told  the 
House  : “The  combined  testimony  of  the  American 
Medical  Association,  the  state  societies  and  our 
allies  made  a far  greater  impact  on  the  members  of 
the  committee,  friend  and  foe  alike,  than  at  any 
other  time  in  the  history  of  this  long  and  bitter 
conflict.'’ 

Dr.  Annis  also  reported  that  under  questioning 
from  Committee  Chairman  Wilbur  IMills,  actuaries 
of  the  Department  of  Health.  Education  and  M'el- 
fare  admitted  that  the  program  of  tax-paid  hospital- 
ization and  related  benefits  for  the  aged  proposed  in 
the  King-Anderson  Bill  would  require  a tax  rate 
twice  as  high  as  they  have  previously  claimed. 

Final  registration  at  the  Portland  meeting 
reached  a total  of  7.103.  including  3.144  physicians. 

Tobacco  and  Health 

The  House  approved  a Board  of  Trustees  pro- 
posal that  the  American  Medical  Association  Edu- 
cation and  Research  Foundation  undertake  a “com- 
prehensive program  of  research  on  tobacco  and 
health." 

Agreeing  that  many  gaps  exist  in  knowledge 
about  the  relationship  between  smoking  and  health, 
the  House  declared  that  the  study  should  be 
“devoted  primarily  to  determining  which  significant 
human  ailments  may  be  caused  or  aggravated  by 
smoking,  how  they  may  be  caused,  the  particular 
element  or  elements  in  smoke  that  may  be  the  causal 
or  aggravating  agent,  and  methods  for  the  elimina- 
tion of  such  agent.'’ 

The  action  called  for  procuring  a project  director 
"whose  experience,  qualifications  and  integrity  will 
assure  that  such  a research  project  will  be  con- 
ducted effectively,  exhaustively  and  with  complete 
objectivity.” 

The  House  agreed  that  the  project  should  be 
financed  by  a substantial  contribution  from  the 
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American  Medical  Association  and  that  contriliu- 
tions  should  he  solicited  from  other  sources  ■ — 
industry,  foundations,  voluntary  health  agencies 
and  physicians.  It  was  emphasized  that  contribu- 
tions will  he  accepted  only  if  they  are  given  without 
restrictions. 

Suhsequent  to  the  House  action,  the  AMA  Board 
of  Trustees  voted  to  contribute  $300,000  to  help 
finance  the  research  program. 

Negro  Physicians 

The  House  considered  two  proposals  related  to 
Negro  physicians  — a Board  report  on  hospital 
staff  ])rivileges  and  the  resolution  from  Rhode 
Island  concerning  membership  eligibility  in  state 
and  county  medical  societies.  The  Board  report  was 
approved,  hut  the  resolution  was  not  adopted,  as 
was  noted  above. 

In  adopting  the  Board  report,  the  House  declared 
that  “members  of  the  medical  staff  of  every  hospital, 
where  the  admission  of  physicians  to  hospital 
staff  privileges  is  subject  to  restrictive  policies  and 
])ractices  based  on  race,  be  urged  to  study  this  ques- 
tion in  the  light  of  prevailing  conditions  with  a view 
to  taking  such  steps  as  they  may  elect  to  the  end 
that  all  men  and  women  professionally  and  ethically 
qualified  shall  he  eligible  for  admission  to  hospital 
staff"  privileges  on  an  equal  basis,  regardless  of 
race." 

AMA  Constitution  and  Bylaws 

The  House  approved  comprehensive  revisions 
and  rearrangements  of  the  Association’s  constitu- 
tion and  bylaws  as  submitted  by  the  Council  on 
Constitution  and  Bylaws.  Among  the  changes  are 
the  following : 

1.  The  Annual  and  Clinical  “Sessions"  have 
been  renamed  the  Annual  and  Clinical  “Conven- 
tions." 

2.  The  word  “constituent”  has  been  changed 
to  “state." 

3.  Two  types  of  membership  have  been  cre- 
ated, “Active”  and  “Special.”  Active  Members  are 
Regular  or  Service  Members.  Special  Members  are 
Associate,  Affiliate  and  Honorary  Members. 

4.  Affiliate  Membership  will  be  available  to 
American  physicians  engaged  in  medical  mission- 
ary and  similar  educational  and  philanthropic 
labors  located  in  possessions  of  the  United  States. 

5.  A quorum  will  be  100  of  the  voting  mem- 
bers of  the  House  rather  than  75. 

6.  A method  has  been  established  to  replace  a 
general  officer  who  misses  six  consecutive  meetings 
of  the  Board  of  Trustees. 

7.  A method  has  been  established  for  the  suc- 
cessor to  the  President  to  assume  the  Office  of 
President  if  the  President  dies,  resigns  or  is  re- 
moved from  office. 
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8.  The  Board  of  Trustees  has  been  given  ex- 
press authority  to  appoint  committees. 

The  House  retained  present  ])rovisions  concern- 
ing voting  on  amendments  to  the  constitution  but 
agreed  that  this  matter  might  he  considered  by  the 
Committee  to  Review  the  Organization  of  the 
AMA  House  of  Delegates. 

V oluntary  Health  Agencies 

lu  ap])roving  a Board  report  on  ])rofessional 
relationships  with  voluntary  health  agencies,  the 
House  declared  that  “the  AMA  maintains  its  policy 
of  neither  approving  nor  disapproving  national  vol- 
untary health  agencies.”  It  also  agreed  “that  the 
AMA,  through  its  Committee  on  Voluntary  Health 
Agencies,  maintain  its  position  of  off  ering  guidance 
on  medical  as])ects  of  national  voluntary  health 
agency  programs.” 

The  House  approved  the  “Principles  for  Medical 
Guidance  to  National  Voluntary  Health  Agencies” 
which  contain  a new  definition  of  a voluntarv  health 
agency,  olq’ectives  of  the  Committee  on  Voluntarv 
Health  Agencies  and  a list  of  suggested  mutual 
obligations  betweeen  the  AMA  and  the  national 
voluntary  health  agencies.  The  House  directed 
attention  to  the  following  two  obligations: 

“There  should  he  a mutual  exchange  of  informa- 
tion and  opinion  enabling  the  medical  profession 
and  the  agency  to  understand  each  other’s  policy 
and  practice." 

“A  national  voluntary  health  agency  shoidd  seek 
the  advice  of  the  medical  profession  when  embark- 
ing on  a national  medical  program." 

In  another  action,  the  House  also  agreed  with  a 
recommendation  that  the  Committee  on  Voluntary 
Health  Agencies  he  given  the  status  of  a council  in 
the  AMA  organizational  structure. 

Blood  Banks 

The  House  adopted  a policy  statement  pointing 
out  that  in  recent  years  there  has  been  a dramatic 
growth  of  blood  hanking  facilities  in  the  United 
States  and  declaring  that  “it  is  highly  essential  that 
the  organization  of  new  blood  banking  programs 
and  the  modification  of  existing  ones  should  have, 
in  the  interest  of  public  bealth  and  safety,  the 
approval  of  the  countv  or  district  medical  societv 
and,  therefore,  should  he  coordinated  with  existing 
approved  blood  hanking  facilities.”  The  House  also 
approved  a floor  amendment  stating  that  since  a 
blood  bank  can  well  be  considered  a medical  facility, 
the  top  authority  in  a blood  hank  should  he  a 
physician. 

Miscellaneous  Actions 

In  considering  a wide  variety  of  reports  and 
resolutions,  the  House  also : 

Changed  the  name  of  the  Council  on  Scien- 
tific Assemhlv  to  the  Council  on  Postgraduate 

contmued  on  next  page 
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Pro(/raiiis : 

Irlxtended  AMA  Affiliate  ^Membership  to 
scioitists  in  sciences  allied  to  medicine ; 

Changed  the  name  of  the  Council  on  Medical 
Education  and  Hospitals  to  the  Council  on  Medi- 
cal Education ; 

A])proved  an  amendment  to  the  Bylaws  which 
would  permit  the  opening  session  of  the  House  of 
Delegates  to  he  held  on  Sunday  afternoon  or 
evening ; 

Expressed  gratification  that  the  work  of  the 
Committee  on  Medicine  and  Religion  has  received 
wides])read  acceptance  and  support  from  state  and 
county  medical  societies,  religious  groups  and  other 
related  organizations ; 

Received  a report  on  the  AAL\  iMemhers 
Retirement  Plan  and  urged  physicians  to  act  quickly 
if  thev  are  to  exercise  their  rights  under  Public  Eaw 
87-792  during  1963 ; 

Requested  the  AMA  to  seek  improvements  in 
the  format  of  its  Ameriean  Medieal  Direetory  to 
make  it  easier  to  use  ; 

Asked  the  Association  staff  to  study  the  feasi- 
bility of  opening  the  Clinical  Meeting  two  Sundays 
prior  to  Thanksgiving  Day  ; 

A])proved  recommendations  for  criteria  on 
medical  examinations  for  driver  limitation  under 
certain  specified  conditions ; 

Suggested  that  an  appropriate  committee  of 
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the  AMA  work  with  the  L^nited  States  Public 
Health  Ser\  ice  and  the  industry  in  providing  a type 
of  detergent  that  will  assure  safety  to  the  health  of 
the  public ; 

Urged  that  the  term  “the  aging"  he  used  in- 
stead of  “the  aged’’  in  all  statements  by  the  medical 
profession  regarding  older  persons  ; 

Approved  the  “Guides  for  Medical  Societv 
Committees  on  Aging"  and  recommended  their 
wide  distribution  and  use ; 

Received  a progress  report  from  the  Commis- 
sion on  the  Cost  of  Medieal  Care,  which  will  present 
its  final  report  in  June,  1964 ; 

Agreed  that  the  Committee  on  Rehabilitation 
should  he  reconstituted  and  that  it  should  include 
])articipation  of  knowledgeable  representatives  of 
all  related  fields  of  the  practice  of  medicine ; 

Earnestly  recommended  that  the  state  medical 
societies  explore  the  advantages  of  implementing 
Kerr-Mills  programs  in  a manner  which  will  permit 
the  care  of  beneficiaries  under  voluntary  health  in- 
surance programs ; 

Resolved  that  the  .A.MA  attempt  to  have  re- 
moved from  the  Kefauver-Harris  Amendment  those 
provisions  which  authorize  the  U.S.  Food  and  Drug 
Administration  to  determine  the  effectiveness  of 
drugs ; 

Reaffirmed  the  Association’s  policy  of  oppos- 
ing the  inclusion  of  self-employed  jdiysicians  under 
Social  Security; 

.Agreed  that  a short  form  medical  record  may 
he  used  in  cases  of  a minor  nature  and,  in  general, 
should  apply  to  hospital  sta}’s  of  48  hours  or  less  ; 

Approved  a Board  of  Trustees  conclusion  that 
the  Honors  and  Scholarship  Program,  originally 
proposed  in  1960,  not  he  implemented  in  the  light 
of  present  circumstances,  and 

Larged  all  .AALA  members  to  continue  to 
su])port  the  Woman’s  Auxiliary  so  that  it  can  be 
successful  in  increasing  its  membership,  raising 
more  revenue  and  broadening  its  range  of  activities. 

Contributions  and  Tributes 
Merck  Sharp  and  Dohme  pharmaceutical  com- 
pany made  its  third  contribution  of  $100,000  to  the 
student  loan  fund  of  the  American  Medical  Asso- 
ciation Education  and  Research  Foundation.  The 
AALA-ERF  also  received  a total  of  almost  $400,000 
from  physicians  in  three  states  for  financial  aid  to 
medical  schools.  The  House  paid  tribute  to  Air. 
Thomas  A.  Hendricks,  who  is  retiring  on  Decem- 
ber 31,  for  his  20  years  of  AAIA  service.  Dr.  .Annis 
was  “commended  and  encouraged  in  his  great  work 
for  private  enterprise  and  free  American  medicine.’’ 
By  a rising  vote  of  acclamation,  the  House  also 
expressed  apiireciation  to  Dr.  Jesse  D.  Hamer  of 
Phoenix.  .Arizona,  who  is  retiring  after  30  years  as 
a delegate. 


Editorials 


IMMUNIZE  AGAINST  TETANUS 


MESSAGE  IS  SIMPLE.  Do  vour  part.  The 
A.M.A.  has  liegun  an  intensive  campaign  to 
obtain  pulilic  acceptance  of  and  professional 
cooperation  in  making  antitetanns  immunization 
complete  and  effective.  The  success  of  our  recent 
immunization  program  against  polio  has  again 
demonstrated  the  practicability  of  mass  immuniza- 
tion methods.  It  is  hardly  necessary  to  remind  the 
profession  of  the  importance  of  tetanus  as  a disease 
or  the  dangers  associated  with  the  use  of  horse 
serum  antitoxin.  Each  of  us  should  hear  his  indi- 
vidual responsibility  to  his  patients  to  see  that  their 
immunization  against  tetanus  with  toxoid  is  always 
up  to  date,  as  well  as  immunization  against  polio, 
diphtheria,  and  smallpox. 

Simjdification  of  techniques  has  made  routine 
office  immunizations  very  easy  to  carry  out.  A copy 
of  the  patient’s  immunization  record  is  best  filed  as 
a separate  part  of  the  clinical  history.  Supplies  of 
vaccine  and  toxoid  can  always  he  kejit  on  hand 


because  of  the  long  expiration  period  for  most  of 
them,  while  a small  office  icebox  is  all  that  is  needed 
for  good  preservation.  Disposable  syringe  and 
needle  combinations  add  to  the  ease  of  administra- 
tion. A small  notice  in  the  waiting  room  indicating 
time  intervals  for  booster  shots  frequently  will 
induce  a patient  to  request  his  toxoid  or  vaccine. 
A large  segment  of  the  public  is  already  well  aware 
of  the  value  of  routine  immunization  from  experi- 
ence in  military  service.  Many  other  persons  recall 
receiving  immunizations  as  children.  The  recent 
polio  campaign  and  lav  articles  have  further  stimu- 
lated interest  in  preventive  methods.  All  of  these 
influences  help  to  emphasize  the  importance  of  pre- 
ventive techniques. 

The  A.M.A.  is  providing  a valuable  service  in 
reminding  each  of  us  of  his  obligation  to  his  patients 
in  maintaining  good  immunization,  and  especially 
immunization  against  tetanus.  It  is  our  organization 
and  our  program,  and  it  can  he  our  success. 


THOUGHTS  ON  PUBLIC  MAJORITIES 


Tt  has  recently  been  announced  that  the  board 
of  directors  of  Blue  Cross  of  Rhode  Island  has 
voted  to  support  a change  in  its  composition  which 
will  result  in  a public  majority.  A change  in  the 
Blue  Cross  enabling  act  will  be  necessary  to  effect 
this  change.  It  is  contemplated  that  the  Rhode 
Island  General  Assembly  will  be  requested  early  in 
1964  to  pass  the  necessary  legislation.  Blue  Cross 
coverage  and  the  problem  of  hospital  costs  and  rates 
are  intimately  intertwined.  In  view  of  the  fact  that 
hospitals  are  dependent  upon  public  support  and  in 
turn  must  justify  their  costs  and  rates  to  the  public, 
it  is  not  inappropriate  that  the  public  have  suitable 
participation  in  and  access  to  information  regarding 
the  making  of  decisions  related  to  costs  and  rates 
of  the  various  Blue  Cross  plans. 

The  situation  in  Physicians  Service  and  the  mat- 
ter of  a public  majority  on  its  Board  is,  however, 
entirely  different,  and  this  must  be  made  abun- 
dantly clear.  The  costs  of  the  various  Physicians 
Service  plans  are  dependent  upon  two  factors 
only  — the  fee  paid  to  individual  doctors  for  serv- 
ices rendered  and  the  degree  of  utilization.  ETiliza- 


tion  is  very  largely  determined  by  public  demand, 
and  very  little  by  physicians’  attitudes  or  jiractices. 
The  remaining  factor  in  costs  — fees  — is  the  very 
essence  of  the  physician’s  livelihood  and  personal 
welfare.  The  determination  of  equitable  fees  is  a 
professional  matter,  involving  a contract  between 
an  individual  patient  and  an  individual  doctor. 
Under  current  Physicians  Service  contracts,  over 
99  per  cent  of  physicians  in  Rhode  Island  have 
agreed  to  accept  Physicians  Service  payments  as 
full  payment  for  certain  services  for  patients  in 
certain  income  groups.  It  is  hoped  that  these 
“service  benefits’’  can  be  expanded  in  the  near 
future. 

It  must  be  understood,  however,  that  the  medical 
profession  in  Rhode  Island  will  continue  to  provide 
this  voluntary  service,  only  if  the  fees  paid  are 
negotiated  by  a body  controlled  by  a group  of  its 
colleagues.  Equitalile  medical  fees  are  not  a matter 
that  can  be  properly  determined  by  non-physicians. 
The  imposition  of  a public  majority  upon  the  Board 
of  Physicians  Service  could  only  mean  the  destruc- 
tion of  the  plan  as  we  know  it. 
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FULL  AND  OPEN  DISCUSSION 


PUBLISHED  ELSEWHERE  ill  tliisissucof  the  Journal 
is  an  address  delivered  on  September  12.  1963, 
bv  Mr.  Selig  Clreenberg  of  the  Providence  (R.  I.) 
[ournal-Bulletin  before  the  iMiddle  Atlantic  and 
Xew  England  Regional  Public  Relations  Meeting 
of  Blue  Cross-Blue  Shield.  While  we  do  not  always 
see  eve-to-eye  with  Mr.  Greenberg  in  matters  of 
medical  economics,  we  are  giving  space  to  bis  views, 
feeling  that  free  and  open  discussion  is  desirable  in 
a democratic  society.  While  bis  comments  are  com- 
mendablv  restrained,  yet  they  may  arouse  emotions. 
\\'e  must  resist  any  inclination  to  react  in  this  way, 
and  endeavor  to  examine  bis  views  on  an  intellec- 
tual and  objective  basis. 

In  bis  opening  remarks  Mr.  Greenberg  has  stated 
certain  premises  which  we  believe  are  based  upon 
his  own  private  opinions  rather  than  documenta- 
tion. Items  are:  1.  “.  . . the  climate  of  public  dis- 
content with  voluntary  health  insurance  2.  “It  is 
to  be  fully  expected  that  people  should  lie  more  and 
more  dissatisfied  with  the  protection  they  are  get- 
ting and  demand  (sicj  still  broader  coverage;” 
3.  "the  public's  . . . frustrations  with  medical  care 
in  general and  4.  “People  . . . frequently  resent 
the  impersonality  of  the  treatment  they  are  getting 
from  their  busy  doctors.” 

In  approaching  the  issues  raised  by  the  address, 
we  note  several  areas  of  agreement.  We  acknowl- 
edge with  Mr.  Greenberg  that  the  present  coverage 
by  Physicians  Service  and  Blue  Cross  does  not 
include  some  aged,  the  disabled,  marginal  farmers, 
and  migratory  workers.  The  indigent  are  not  cov- 
ered. It  is  precisely  this  fact  that  has  led  the  Medical 
.Society  to  active  support  for  the  Kerr-iMills  bill, 
which  is  designed  to  provide  direct  care,  or  care 
through  insurance  programs.  Private  voluntary  in- 
surance implies  payment  of  premiums,  often  difficult 
or  impossible  for  the  indigent  and  the  unfortunate. 
To  provide  for  this  segment  of  society  we  believe 
that  action  should  be  direct,  and  applied  to  the 
problem  as  it  exists.  Because  a minor  segment  of 
the  ])opulation  has  not,  cannot,  or  will  not  provide 
for  itself  does  not  mean  that  a good  program  which 
is  i)biloso])bically  in  keeping  with  our  national  heri- 
tage. namely  voluntary  insurance,  should  be  sup- 
planted by  a government-sponsored  program  for 
all.  The  Kerr-Mills  program  is  one  solution  to  this 
si)ecial  problem  with  which  both  Mr.  Greenberg 
and  the  .Society  have  proper  and  just  concern. 

Mr.  Greenberg  expresses  the  view  that  the  “basic 
trouble  ajqtears  to  lie  in  trying  to  superimpose  a 
modern  concei)t  of  comprehensive  health  prepay- 
ment on  the  ramshackle  (sic)  structure  of  solo 
practice.” 

Medicine  at  this  time  has  no  commitments  either 


to  solo  practice  or  group  practice.  Both  are  respect- 
able and  have  their  place.  In  a free  society,  if  group 
practice  is  superior  in  its  total  aspect,  which  must 
include  the  willingness  of  the  physician  to  partici- 
pate. then  group  practice  will  eventually  he  the 
dominant  mode.  Xo  possible  compulsion  on  the 
part  of  any  agency,  including  government,  can 
overnight  by  legislation  change  our  present  pattern 
of  practice.  It  is  our  opinion,  judging  from  the 
present  situation  and  observing  the  role  of  the 
general  practitioner  under  socialized  medicine  in 
England,  that  solo  practice  for  some  is  here  to  stay. 
One  of  the  big  jtrohlems  in  the  British  experiment 
is  the  tremendous  costs  which  are  involved  when 
the  solo  general  practitioner  is  not  in  supply,  and 
when  the  services  which  are  properly  performed  by 
a general  practitioner  are  not  available. 

Much  of  medicine  is  simple  and  not  complex. 
There  are  many  patients  with  minor  illnesses. 
Alinor  ones  require  no  great  amount  of  sophistica- 
tion in  diagnosis.  Treatment  by  a knowledgeable 
general  practitioner  solves  many  problems  simply, 
directly,  and  inexpensively.  The  technology  of  com- 
munication has  made  the  general  practitioner  more 
than  ever  knowledgeable  and  familiar  with  general 
advances  in  medicine.  It  is  entirely  practical  and 
safe  for  him  to  decide  on  the  severity  of  involve- 
ment in  a given  case,  and  to  refer,  where  there  is 
sufficient  indication,  to  those  specialists  who  have 
the  narrow  interest  which  is  necessary  for  the  un- 
usual case. 

Better  medical  care,  like  education,  does  not  at 
all  levels  involve  costly  apparatus  and  marble  halls. 
At  the  proper  level,  the  most  refined  and  expensive 
equipment  is  absolutely  vital  in  medicine,  just  as  it 
is  in  a research  physics  laboratory  at  Mass.  Tech. 
But  we  must  not  lose  sight  of  the  fact  that  many  of 
the  problems  in  medicine,  to  any  physician,  are  as 
simple  as  two  and  two  equal  four.  Such  calculations 
do  not  require  a digital  computer. 

There  can  he  no  disagreement  regarding  the 
desirability  of  preventive  medicine.  The  Physicians 
Service  and  Blue  Cross  Boards  of  Directors  in 
Rhode  Island  have  recognized  this  goal  by  offering 
x-rays  and  in  some  instances  laboratory  studies  on 
an  out-patient  basis.  It  is  onl)*  reasonable  to  assume 
that  with  further  experience  the  degree  of  coverage 
will  he  expanded,  as  well  as  the  numbers  covered. 
Whereas  prepayment  for  the  professional  fee  in 
preventive  medicine  is  reasonable,  the  fee  for  serv- 
ice for  a preventive  diagnostic  checkup  is  a small 
fee.  and  one  which  could  hardly  be  an  issue. 

It  is  obvious,  however,  that  if  an  annual  fee  of 
say  ten  dollars  is  paid  for  one  preventive  diagnostic 
checkup  per  year  for  each  subscriber,  the  ten  dollars 
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must  be  added  to  the  premium  for  each  sul)scril)er. 
\\’hether  it  is  psychologically  wise  or  feasible  for 
the  Blue  plans  to  raise  a premium  fifty  dollars  a 
year  for  a family  of  five  to  cover  this  additional 
expense  is  a matter  for  serious  consideration. 

A recurring  idea  of  Air.  Greenberg's  involves  the 
control  of  prices  charged  by  doctors,  by  hospitals, 
or  by  Blue  Cross.  Xo  system  of  price  control  has 
ever  been  satisfactory,  except  that  which  is  ulti- 
mately determined  by  supply  and  demand.  To  some 
this  statement  may  sound  ultra-conservative,  hut 
it  is  still  valid. 

The  fee  paid  to  any  physician,  in  the  final  analysis, 
is  the  price  for  which  he  is  willing  to  give  his  serv- 
ices. As  in  all  things,  moderation  and  common  sense 
are  essential  and  social  pressures  have  their  effect. 
But  the  intricacies  and  subtleties  bv  which  fees  are 
adjusted  are  complex.  Alotivation,  training,  willing- 
ness to  sacrifice  present  earnings  for  future  earnings, 
choice  of  a specialty,  and  the  incentive  to  develoj) 
new  techniques  are  subtle  influences  affecting  fees 
that  could  never  he  solved  by  one  hold  stroke  of  a 
regulatory  agency.  Control  of  prices  by  any  agency, 
whether  it  he  Physicians  Service,  Blue  Cross,  hos- 
pital trustees,  or  the  governor  of  the  state,  could 
accomplish  only  one  thing.  It  could  establish  a fee 
for  a service.  It  will  never  be  able  to  guarantee  that 
there  will  he  physicians  willing  to  perform  for  that 
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fee,  nor  that,  except  in  a very  short  run,  the  fee  is 
good  for  all  concerned. 

Mr.  Greenberg  states  that  the  “Blue  Shield  fee 
schedule,  which  largely  determines  the  level  of  its 
premium  rates,  is  wholly  under  the  control  of  the 
people  who  collect  the  fees.”  He  then  adds:  “The 
mechanisms  of  health  insurance  are  clearly  far  too 
crucial  to  he  left  wholly  iu  the  hands  of  the  purvey- 
ors of  medical  services.”  As  a generality,  the  latter 
conclusion  seems  logical.  As  applied  to  the  govern- 
ment of  Blue  Shield,  and  the  establishment  of  fees, 
it  has  far  more  significant  meaning.  Much  of  our 
debate  resolves  on  this  point.  Physicians  Service  as 
a consumer  controlled  organization  is  unthinkable. 
Without  majority  control  l)y  the  producer  of  the 
services,  namely  the  physician,  it  is  not  only  logical 
hut  inevitable  that  he  would  not  he  hound  to  supply 
his  services  at  the  fees  determined. 

W’e  accept  Air.  Greenberg’s  comments  as  a mani- 
festation of  a sincere  desire  to  improve  the  health 
and  welfare  of  our  state  and  nation.  We  are  dedi- 
cated to  this  end.  The  position  of  organized  medi- 
cine has  never  been  inflexible,  neither  has  it  been 
mercurial.  All  human  progress  results  from  the 
dynamic  conflict  of  ideas  and  their  resolution. 
When  given  free  interplay,  society  has  always 
henefitted. 


Wherever  you  go 
forget  your  telephone 
calls.  Weil  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


42 


RHODE  ISLAND  MEDICAL  JOURNAL 


TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTITTTTTTTTTTTTTTT  TTTTTTTT  T T T T T T TTTT 


W OMAN’S  AUXILIARY  TO  THE  RHODE  ISLAND  MEDICAL  SOCIETY 


Report  of  the  International  Health  Activities  Committee 


Nixetv-two  CARTONS,  about  1800  pounds, 
$5,000  plus,  of  drugs,  medicines,  and  instru- 
ments were  collected,  sorted,  packed,  sealed  and 
marked  bv  members  of  Woman’s  Auxiliary  to  the 
Rhode  Island  Medical  Society  and  sent  to  the 
Mennonite  Central  Committee  for  their  foreign 
relief  and  service  work.  This  project,  instigated  by 
the  International  Health  Activities  Committee, 
continued  for  several  weeks  and  was  a very  meticu- 
lous and  arduous  undertaking. 

The  Mennonite  Central  Committee  was  chosen 
after  separate  consultations  with  MEDICO  and 
the  American  Council  of  112  ^'oluntary  Agencies 
for  Foreign  Service.  Inc.  in  New  York  City.  The 
medicines  are  to  be  sent  to  the  Mennonite  doctors 
and  nurses  working  in  hospitals  and  clinics  and 
visiting  patients  in  hard-to-reach-villages  in  Bolivia, 
Congo.  British  Honduras.  Haiti,  India,  Indonesia, 
Jordan,  \det  Xam,  Paraguay,  Korea,  Thailand, 
Algeria,  Java.  Timor  and  Halmahera.  Because 
relief  and  peace  services  are  an  integral  part  of  the 
Mennonite  belief  and  way  of  life  in  the  world  it 
was  only  natural  that  their  “witness  to  God”  grew 
into  overseas  work  after  Y’orld  War  H.  The  Men- 
nonite Central  Committee  grew  spontaneously  out 
of  a desire  of  the  Mennonite  brotherhood  to  testify 
by  loving  service  to  the  gospel  of  love  and  peace. 
They  believe  when  we  say  “Love  Thy  Brother” 
that  love  is  not  a self-evident  fact  and  love  unex- 
pressed is  no  love  at  all ; therefore  Mennonites  are 
tithed  for  time  and  goods  in  loving  service.  The 
dimensions  of  this  world’s  needs  are  staggering. 
There  is  so  much  privation  that  it  is  difficult  for  the 
human  mind,  especially  the  mind  of  the  “well-fed.” 
warmly  clothed,  healthy  person,  to  grasp  its  true 
scope  and  significance,  both  as  to  human  beings  and 
to  world  affairs  and  international  developments. 

Mrs.  H.  Frederick  Stephens  is  chairman  of  this 
committee  and  project,  assisted  by  iMrs.  Lee  G. 
Sannella.  The  committee  for  calling  and  collecting 
consisted  of : Mrs.  Nathaniel  D.  Robinson  and  Mrs. 
Donald  S.  McCann,  Bristol  County  and  Provi- 
dence ; Mrs.  George  E.  Bowles,  Lying-In  Hospital ; 
Mrs.  M.  Leo  Pranikoff",  Miriam  Hospital;  Mrs. 
Robert  Riemer,  president,  and  Mrs.  Edward  J. 
Damarjian,  Pawtucket  Auxiliary;  Mrs.  Wilson  F. 
Utter  and  Mrs.  Joseph  Dowling,  Rhode  Island 
Hospital;  Mrs.  James  A.  Reeves,  Roger  Williams 


Hospital ; Mrs.  Thomas  F.  Head,  St.  Joseph’s  Hos- 
pital ; Mrs.  Paul  Cohen  and  Mrs.  Henrv  E.  Gau- 
thier, Woonsocket  Auxiliary.  Dr.  Robert  IMottola 
organized  the  collection  of  drugs  at  Howard  iMedi- 
cal  Center  and  Hospital  and  contributed  10  cartons. 

St.  Aloysius  Home  in  Greenville  contributed  12 
cartons  to  this  humanitarian  project ; they  delivered 
them,  too,  to  our  working  center. 

Mrs.  John  M.  Malone,  president  of  Newport 
County  Auxiliary,  and  ]\Irs.  Frederick  A.  Peirce 
were  in  charge  of  collecting,  sorting,  packing  and 
delivering  14  large  boxes  as  their  part  in  this  nearly 
state-wide  project.  We  are  most  grateful  for  their 
work  — particularly  in  doing  their  own  sorting. 

I^Iost  of  the  contributions  came  from  the  Provi- 
dence and  Bristol  County  areas,  but  there  were 
pounds  from  Pawtucket  and  M'oonsocket,  as  well 
as  Newport. 

One  of  the  pleasantest  circumstances  of  this  drive 
was  the  helji,  interest  and  cooperation  of  members 
of  the  Providence  Association  of  Aledical  Assistants 
under  the  chairmanship  of  Miss  Louise  Crocker, 
who  was  assisted  by  Mrs.  Ann  LaButti,  Miss 
Catherine  Feeney  and  Mrs.  Penny  Rock.  They 
participated  by  publicizing  the  drive  at  their  meet- 
ings. collecting  medicines  in  the  offices  where  they 
work  and  delivering  them  to  the  control  and  sorting 
center  at  265  W'aterman  Street.  They  were  also 
responsible  for  donations  from  M’esterly.  The 
iMedical  Auxiliary  is  most  appreciative  of  this  aid. 

[Members  of  the  Auxiliary  who  helped  in  the 
sorting  and  packing  were:  Mrs.  Lester  Vargas, 
jiresident  of  R.  1.  Auxiliary,  [Mrs.  William  L.  Leet, 
Mrs.  Arthur  Hardy  and  Mrs.  Robinson,  all  four  of 
whom  came  several  times  and  stayed  long  hours ; 
without  them  Mrs.  Sannella  and  I would  still  be  at 
it.  Others  who  contributed  time  and  energy  to  this 
work  were:  Mrs.  [Melvin  D.  Hoffman,  Airs.  Ray- 
mond Trott,  Airs.  Linus  Sheehan,  Airs.  Thomas 
Perry,  Airs.  Philip  J.  Lappin,  Airs.  Julius  Stoll, 
Airs.  H.  Bickford  Lang,  Airs.  Charles  AW  Does, 
Airs.  Richard  Rice,  Airs.  Frank  Giunta,  Airs.  Alar- 
tin  Felder,  and  Airs.  AIcCann,  Airs.  Damarjian  and 
Airs.  Head.  We  cannot  thank  these  members 
enough.  It  was  a back-breaking  jol).  If  this  drive  is 
ever  to  be  undertaken  again  I cannot  recommend 
too  strongly  that  dozens  of  members  be  signed  up 
in  advance  with  definite  hours  at  which  to  appear. 


JANUARY,  1964 


43 


W'e  lived  among  paper  bags  and  cartons  for 
several  weeks  ai:d  devised  our  own  code  for  sorting. 
To  utilize  the  flood  of  tranquilizers  they  became 
specific  for  many  ailments.  One  hag  w'as  marked 
“laxatives  and  anti-laxatives."  Even  we  Business 
Ad.  and  Liberal  Arts  students  were  challenged 
occasionally  as  to  whether  certain  drugs  should  go 
into  “ear,  nose  and  throat”  or  “coughs  and  colds." 
In  other  areas  when  we  were  in  doubt  about  a potion 
we  put  it  into  “therapeutics"  to  play  it  safe. 

On  behalf  of  the  Auxiliary  we  offer  our  most 
sincere  thanks  to  Mr.  George  Jones  of  Jones  Ware- 
houses for  making  and  assisting  with  transportation 
arrangements.  We  are  greatly  indebted  to  Heming- 
way Transport  for  delivering  the  92  cartons  to  the 
Church  W'orld  Service  MArehouse  in  New  York 
City,  where  they  were  picked  up  by  the  Mennouite 
Central  Committee.  This  help  was  indispensable  to 
the  completion  of  the  task.  There  were  way  too 
many  cartons  and  too  many  pounds  for  us  to  have 
transported  them  ourselves. 

We  also  want  to  thank  Dr.  Lee  G.  Sannella  and 
Dr.  Nathaniel  D.  Robinson  for  letting  us  use  the 
room  in  their  office  building;  Mr.  Richard  Hardy, 
Registered  Optician,  for  his  many  kindnesses  to  us  ; 
to  the  surprisingly  large  number  of  physicians  who 
took  the  time  and  thought  to  donate  and  to  those 
who  have  expressed  their  belief  in  this  cause  for 
service  and  peace.  The  backing  of  these  men  is  truly 
appreciated,  as  was  the  article  in  the  R.  I.  Medical 
Journal. 

We  also  express  our  gratitude  to  Almacs  for  fur- 
nishing the  large  paper  bags  which  were  put  to 
such  extraordinary  rugged  use.  A vote  of  ajiprecia- 
tion  to  the  Proz'idence  Evening  Bulletin  for  the 
publicity  of  this  work. 

In  line  with  this  specific  project  we  also  want  to 
report  that  several  physicians  from  St.  Joseph’s 
Hospital  — and  others  — contribute  routinely  to 
the  Lranciscan  Missionaries  of  Mary,  who  utilize 
the  drugs  in  India  and  the  Orient,  and  to  the  Mary- 
knoll  Missions  in  Bolivia.  In  addition,  the  Kent 
County  Auxiliary  donated  200  pounds  of  drugs 
which  they  collected  to  St.  Mary’s  Academy,  Bay- 
view,  where  they  will  be  packed  and  sent  to  over- 
seas missions.  Mrs.  Donald  K.  O’Hanian,  president 
of  Kent,  was  in  charge  of  this. 

The  reader  might  be  interested  to  know  that 
there  is  much  red-tape  connected  with  drug  dona- 
tions and  shipments,  w’hich  can  he  discouraging. 
Also,  some  of  the  churches  and  agencies  that 
operate  overseas  are  too  large  or  too  small  to  be  able 
to  utilize  sample  drugs.  Involved  in  our  choice  of 
the  Mennouite  Central  Committee  were  such  facts 
as  this  brotherhood  does  a tremendous  amount  of 
good  for  a relatively  small  group  ; they  are  a humble 


people  and  do  not  publicize  themselves,  thus  are  not 
too  well  known  — and  they  wanted  them  now. 

It  was  a challenging  and  satisfying  endeavor. 
Mrs.  H.  Lrederick  Stephens,  Chairman 


Curran  & Burton,  Inc. 

1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHDLESALE  FUEL  DILS 


A HUSH . 


• • 


fell  over  the  saloon  as  all 
eyes  turned  toward  the  tall 
man  in  the  white  hat. 
"Bully”  Jones,  range  boss  of 
the  Bar-X,  rose  from  his 
seat,  gun  in  hand.  "And  who 
might  you  be,  stranger?”  he 
snarled.  "Smith,”  came  the 
calm  reply,  "H.  O.  Smith.” 
"Not  — not  the  Smith 
who  tamed  Dodge  City?” 
quavered  Jones,  suddenly 
death-white.  "The  same,” 
answered  the  tall  man,  "and 
I’ve  come  for  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  Ale,  available 
in  the  full  32-ounce  quart 
bottle.  It  sings  in  the 
glass  . . .” 


HAVE  YOU  MAILED  YOUR 
APPLICATION  FOR  MAJOR 
MEDICAL  INSURANCE  TO  THE 
EXECUTIVE  OFFICE? 
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FRAXCIS  J.  DEVINE,  M.D.,  a pediatrician 
in  Woonsocket,  died  April  25,  1963. 

Doctor  Devine  was  born  in  Woonsocket.  Rhode 
Island.  Jannary  18,  1929. 

He  was  graduated  from  LaSalle  Academy,  Prov- 
idence. and  he  received  a bachelor  of  science  degree, 
magna  cum  laude.  from  Providence  College  in  1951. 

When  given  his  doctorate  degree  four  years  later, 
he  received  honorable  mention  in  neurology  during 
the  Georgetown  graduation  exercises.  A graduate 
of  Georgetown  University  School  of  iMedicine,  he 
started  private  practice  last  September. 

Doctor  Devine  interned  at  Worcester  City  Hos- 
pital and  served  his  residency  at  Rhode  Island 
Hospital. 

From  1957  to  1959,  he  was  captain  in  the  Army, 
stationed  in  Japan  most  of  that  time. 

He  was  a member  of  the  alumni  associations  of 
Providence  College  and  Georgetown  Medical 
School  and  a member  of  the  Rhode  Island  Aledical 
Society.  He  was  on  the  staff  of  Woonsocket 
Hospital. 

PATRICK  A.  DURKIN,  M.D.,  died  on 
November  27,  1963,  while  on  a trip  in  West 
\'irginia. 

Doctor  Durkin  was  born  in  Providence  on  Octo- 
ber 5,  1890.  After  local  preliminary  education  he 
received  his  medical  degree  from  the  Universitv  of 
Maryland  in  1915.  He  interned  at  Park  Place 
Hospital  in  Pawtucket  in  1916,  and  then  did  post- 
graduate work  at  the  University  of  Edinburgh, 
.Scotland,  until  1919. 

A veteran  of  World  War  I,  he  served  as  a first 
lieutenant  in  the  54th  Pioneer  Infantry  Division  for 
two  years  in  France. 

Doctor  Durkin  had  practiced  in  Pawtucket 
for  forty-eight  years  and  he  was  on  the  staff  at 
Pawtucket  Memorial  Hospital,  and  at  St.  Joseph’s 
Hospital,  Providence. 

He  \\  ^as  a member  and  former  president  of  the 
Pawtucket  IMedical  Association,  and  he  also  held 
membership  in  the  Rhode  Island  Medical  Society, 
the  American  Aledical  Association,  and  the  Thom- 
istic  Aledical  Guild  of  Providence  College. 

ADOLPH  IV.  ECKSTEIN,  M.D.,  died  on 
June  28,  1963. 


Doctor  Eckstein  was  horn  in  Elizabeth,  New 
Jersey,  and  he  was  educated  in  public  schools  there. 
He  graduated  from  Brown  L^niversitv  in  1925  as 
president  of  his  class.  He  received  his  medical 
degree  from  Harvard  Aledical  School  in  1929. 

He  interned  at  Chapin  Hospital  and  at  Rhode 
Island  Hospital  from  1929  to  1931.  Since  then  he 
has  been  associated  with  Rhode  Island  Hospital, 
Roger  \Wlliams  Hospital.  Aliriam  Hospital.  Butler 
Hospital,  Chapin  Hospital,  and  Emma  Pendleton 
Bradley  Hospital. 

He  was  a member  of  various  Alasonic  lodges  and 
was  a member  of  St.  Alartin’s  Episcopal  Church. 

Doctor  Eckstein  was  a fellow  of  the  American 
College  of  Surgeons,  and  he  also  belonged  to  the 
Providence  Aledical  Association,  the  Rhode  Island 
Aledical  Society  and  the  American  Aledical 
Association. 

EDIJAN  G.  GAMM ELL,  M.D..  chief  nose  and 
throat  surgeon  at  Pawtucket  Alemorial  Hospital, 
died  on  April  24,  1963. 

Doctor  Gammell  was  born  in  Lyndonville,  \'er- 
mont,  Alay  13,  1913. 

He  attended  St.  Johnsbury  Academy,  St.  Johns- 
bury,  A't.,  the  University  of  A'ermont  and  the  medi- 
cal school  of  that  university,  graduating  in  1936. 

He  attended  graduate  school  at  the  University  of 
Pennsylvania  and  he  served  a two-year  residency 
at  Jefferson  Hospital,  Philadelphia.  In  1937,  he 
served  his  internship  at  Pawtucket  Alemorial  Hos- 
pital and  for  the  last  14  years  he  had  been  a nose 
and  throat  specialist. 

From  1942  to  1945,  during  World  War  H.  he 
served  as  flight  surgeon  with  the  rank  of  captain  in 
the  U.  S.  Army  Air  Force. 

Doctor  Gammell  was  a member  of  the  American 
Society  of  Plastic  Surgery,  the  American  Society  of 
Otolaryngology,  the  Providence  and  Pawtucket 
Aledical  Associations,  and  the  Rhode  Island  Aledi- 
cal Society. 

He  was  a member  of  St.  Alartin’s  Episcopal 
Church,  Pawtucket ; Charity  Lodge,  F.  and  A.AL, 
of  Hope  A^alley,  and  Franklin  Royal  Arch  Chapter 
of  Hope  A’alley. 

/.  MERRILL  GIBSOS , M.D.,  a senior  sur- 
geon at  Rhode  Island  Hospital,  died  on  Alarch  3, 
1963. 
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He  was  born  on  Deceinl)er  8,  1899,  in  Ryegate, 
\'erinont.  He  was  edncatecl  at  Alnskingnm  College 
in  New  Concord,  Ohio,  and  he  received  his  medical 
degree  in  1924  from  Jefferson  Medical  College  in 
Philadelphia.  During  World  War  I,  he  served  with 
the  ■A.rmy  at  posts  in  this  conntry. 

Doctor  Gibson  came  to  Providence  in  1924  to 
intern  at  Rhode  Island  Hosi)ital  and  he  decided  to 
stay  in  this  area.  His  civic  interest  led  to  his  elec- 
tion as  alderman  from  the  old  Eighth  \\  ard  in  1936 
and  he  served  nntil  1938,  when  he  declined  to  seek 
re-election. 

In  1939,  he  was  a fellow  of  the  American  College 
of  Surgeons.  He  was  elected  to  the  hoard  of 
governors  of  that  group  and  served  on  the  hoard 
until  his  death. 

Doctor  Gibson  enlisted  as  a major  in  the  Army 
Medical  Cor])s  in  1941  and  served  in  the  Pacific  and 
at  stateside  posts  until  his  discharge  as  a lieutenant 
colonel  in  late  1946.  He  went  overseas  with  the 
Rhode  Island  Hospital  Evacuation  Unit  in  January, 
1943,  and  gave  medical  aid  to  civilians  and  Chinese 
soldiers  in  India  and  Burma.  Part  of  the  Rhode 
Island  unit,  including  Doctor  Gibson,  first  was 
assigned  to  a Chinese  and  American  training  center 
300  miles  north  of  Calcutta ; then  from  April  to 
October,  1944,  he  worked  with  other  members  of 
the  Rhode  Island  unit  at  a large  general  hospital  on 
the  Eido  Road,  treating  wounded  Chinese  soldiers. 

In  the  last  decade  he  had  been  recognized  through 
the  state  for  his  interest  and  efforts  in  preparing 
medical  groups  and  other  organizations  to  handle 
natural  or  wartime  emergencies.  He  was  associated 
with  several  medical  and  governmental  groups 
working  on  civil  defense  preparations,  and  he  had 
received  many  citations  for  his  work  on  these 
committees. 

At  Rhode  Island  Hospital  he  supervised  prep- 
aration of  a disaster  plan  for  that  institution.  For 
several  years  he  was  chairman  of  the  disaster  plan- 
ning committee  of  the  R.  I.  IMedical  Society.  He 
also  served  several  years  on  the  state  Council  of 
Defense. 

Doctor  Gibson  was  a member  of  the  Rhode  Island 
Medical  Society,  the  Providence  Surgical  Society 
and  the  Providence  Medical  Association.  He  was 
president  of  the  Providence  association  in  1962  and 
he  was  vice-president  in  1961.  In  January  of  1963 
he  was  named  councilor  from  the  Providence  Medi- 
cal Association  to  the  state  medical  society.  He  also 
had  served  on  the  executive  committee  of  the 
Providence  IMedical  Association  and  he  was  dele- 
gate to  the  House  of  Delegates  of  the  R.  I.  Medical 
Society. 

Doctor  Gibson  was  a member  of  the  Central 
Congregational  Church,  the  Overseas  Lodge  of 
Masons,  the  Wannamoisett  Country  Club,  the 
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Anawan  Club  and  the  American  Legion. 

SIDXEY  S.  GOLDSTEIX,  ^ED.,  sui)erin- 
tGident  of  the  Rhode  Island  Medical  Center  at 
H oward,  died  on  Eehruary  9,  1963. 

Doctor  Goldstein  was  horn  in  the  Ukraine  on 
October  27.  1902.  In  1923,  after  about  five  years 
under  Soviet  rule,  his  family  emigrated  to  the 
United  .States  and  took  up  residence  in  Providence. 

Doctor  Goldstein's  interest  in  the  health  sciences 
first  led  him  to  the  former  Rhode  Island  College  of 
Pharmacy  and  Allied  Sciences,  from  which  he  re- 
ceived a degree  in  1928.  He  then  returned  to  Europe 
to  further  his  education.  He  first  enrolled  at  the 
University  of  Heidelberg  Medical  School  in  1932, 
hut  he  was  forced  to  flee  to  France  when  Hitler 
came  to  power.  In  1937  Doctor  Goldstein  graduated 
from  the  University  of  Geneva  IMedical  School  with 
both  bachelor  of  science  and  doctor  of  medicine 
degrees.  He  interned  for  a year  at  St.  Thomas 
Hospital  in  Akron,  Ohio,  and  he  was  licensed  to 
practice  in  Alassachnsetts  and  Rhode  Island.  He 
became  a resident  physician  at  the  State  Hospital 
for  Mental  Diseases  at  Howard  in  1940.  The  next 
year  he  was  made  resident  psychiatrist. 

From  1942  to  1945,  Doctor  Goldstein  was  assist- 
ant superintendent  of  the  Dr.  Joseph  H.  Ladd 
School  for  the  mentally  retarded  in  Exeter.  He  then 
established  a private  practice  in  psychiatry  in  Prov- 
idence, meanwhile  serving  as  a consultant  at  the 
mental  hygiene  clinic  of  the  Veterans  Administra- 
tion Hospital,  the  Ladd  School  and  the  Rhode 
Island  Children's  Center. 

Doctor  Goldstein  took  postgraduate  courses  in 
neurology  and  jisychiatry  at  New  York  University 
in  1946  and  at  Columbia  University  in  1951.  In 
1951,  he  was  certified  as  a specialist  by  the  Amer- 
ican Board  of  Neurology  and  Psychiatry.  He  was 
appointed  director  of  the  neuropsychiatry  depart- 
ment of  the  Charles  V.  Chapin  Hospital  in  1952  and 
held  that  position  until  March  15,  1960,  when  he 
was  ajipointed  superintendent  of  the  State  Hospital. 

In  the  professional  field.  Doctor  Goldstein  was  on 
the  staff  of  the  Rhode  Island  and  Miriam  Hospitals 
and  the  Butler  Health  Center.  He  was  a member  of 
the  Rhode  Island  Medical  Society,  the  Providence 
Medical  Association,  the  American  Association  on 
Mental  Deficiency,  the  American  Association  for 
Group  Therapy  and  the  professional  advisory 
committee  of  the  Rhode  Island  Alental  Health 
Association. 

He  was  a former  hoard  member  of  the  Rhode 
Island  Conference  on  Social  Work.  He  was  chair- 
man of  a newly-formed  Rhode  Island  branch  of  the 
Academy  of  Religion  and  Mental  Health,  and  pres- 
ident of  the  Rhode  Island  district  of  the  joint 
American  Psychiatric  Association  and  the  Rhode 
Island  Society  for  Psychiatric  and  Neurology. 

continued  on  next  page 
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HUGH  E.  KlEXE,  }LD..  a psychiatrist  in  this 
citv  for  many  years,  died  on  April  28,  1963. 

Doctor  Kiene  was  horn  in  Topeka.  Kansas, 
January  10,  1902. 

He  was  a graduate  of  Washburn  College.  Topeka, 
Kansas,  and  he  received  his  medical  degree  from  the 
University  of  Colorado  School  of  Medicine  in  1927. 

When  he  came  to  Providence  in  1930  he  held  a 
fellowship  in  psychiatry  awarded  by  the  Common- 
wealth Fund. 

Doctor  Kiene  was  named  clinical  director  in 
Tulv.  1930.  of  what  was  then  the  State  Hospital  for 
Mental  Diseases  at  Howard.  He  later  went  into 
private  j)ractice  hut  remained  active  in  the  mental 
hygiene  movement,  serving  in  1947  as  president  of 
the  Rhode  Island  Social  Hygiene  Association. 

During  World  War  II.  with  the  rank  of  lieutenant 
colonel.  Doctor  Kiene  served  as  chief  of  psychiatric 
service  in  the  96th  General  Hospital  in  England. 

ERAXCIS  J.  KL\G,  3/.Z)..  was  killed  in  an 
airplane  crash  in  Canada  on  July  6.  1963. 

Doctor  King  was  horn  in  Blackstone.  Mass.,  on 
January  13.  1898.  He  attended  Brown  University 
for  two  years,  and  in  1921  he  graduated  from 
Bowdoin  College's  Medical  School,  in  Brunswick. 
Maine.  After  serving  internships  at  Rhode  Island 
and  Providence  Lying-In  hospitals,  he  began  pri- 
vate practice. 

During  World  War  I,  he  served  in  the  United 
.States  Army. 

Doctor  King  was  chief  of  surgery  at  Woonsocket 
Hospital,  and  he  was  a member  of  the  Rhode  Island 
Medical  Society,  the  American  Medical  Associa- 
tion. the  Woonsocket  District  Medical  Society,  and 
the  American  College  of  Surgeons. 

ROBERT  3/.  LORD.  SR.,  M.D.,  a Providence 
jiediatrician  for  41  years,  died  on  October  13.  1963. 

He  was  born  in  Providence  in  1893.  He  was 
graduated  from  Moses  Brown  School,  from  Brown 
University  in  the  Class  of  1914,  and  from  the 
Harvard  Medical  School  in  1918.  Doctor  Lord 
served  his  internship  at  the  Children’s  Hospital, 
Boston. 

During  World  War  I,  he  was  in  the  U.S.  Armv 
Medical  Corps  and  was  assigned  overseas  with  the 
British  Army. 

Doctor  Lord  was  formerly  a city  hospital  com- 
missioner, a member  of  the  state  Board  of  Exam- 
iners in  Medicine,  and  president  of  the  medical 
staff  at  Rhode  Island  Hospital.  He  formerly  served 
as  chief  of  pediatrics  at  the  Providence  Lying-In 
and  Rhode  Island  hospitals. 

He  was  on  the  consulting  staffs  of  Rhode  Island, 
Lying-In.  Charles  V.  Chaj)in,  Emma  Pendleton 
Bradley.  L'.  L.  Zambarano  and  South  County 
hospitals. 
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He  belonged  to  the  Providence  Art  Club,  the 
Review  Club,  the  Mt.  Tom  Club  of  Exeter  and  the 
Harvard  Club  of  Boston. 

XOR.VAX  3/.  MacLEOD.  M.D..  died  on  Sep- 
tember 16.  1963. 

Doctor  MacLeod  was  born  in  Newport  and  he 
graduated  from  Rogers  High  School  in  1898.  from 
Harvard  University  in  1902  and  from  Harvard 
Medical  School  in  1905.  He  served  two  years  as  an 
intern  at  Boston  City  Hospital  and  six  months  as 
assistant  to  its  superintendent. 

He  practiced  medicine  for  five  years  in  Beverly, 
Massachusetts,  before  returning  to  Newport  in 
1913.  He  was  named  city  superintendent  of  New- 
port Hospital  in  1914.  the  first  regular  physician  to 
take  that  position  since  the  hospital  was  established. 
He  served  in  that  post  for  four  years.  He  practiced 
as  a jiediatrician  and  was  instrumental  in  establish- 
ing the  children’s  ward  in  the  hospital.  He  served 
in  various  capacities  at  the  hospital  and  as  city 
physician. 

He  was  named  a member  of  the  Board  of  Health 
in  1927.  and  became  its  secretary  in  1934.  He 
resigned  from  the  board  in  1939  to  become  com- 
missioner of  health,  a position  he  held  until  his 
retirement  in  1958. 

Doctor  MacLeod  served  as  president  of  the 
Newport  County  Medical  Society,  and,  in  1934,  as 
President  of  the  Rhode  Island  Medical  Society.  He 
had  been  president  of  the  Newport  Y3ICA  board; 
a member  of  the  board  of  management  of  the  Navy 
YMCA;  past  president  of  the  Family  Welfare 
Society  ; former  member  of  the  state  Board  of  Medi- 
cal Examiners ; a charter  member  of  the  Newport 
Rotary  Club,  and  superintendent  of  the  Sunday 
School  and  member  of  the  Board  of  Deacons  of  the 
United  Congregational  Church. 

ROBERT  C.  ROBLXSOX,  3/.Z)..  a practicing 
physician  for  nearly  sixty  years  in  Providence,  died 
on  July  20,  1963. 

Doctor  Robinson  was  born  in  Attleboro,  Massa- 
chusetts. on  November  8,  1878.  He  was  a graduate 
of  Brown  University  in  1900,  and  he  received  his 
medical  degree  in  1904  from  the  College  of  Physi- 
cians and  Surgeons  in  New  York  City.  He  then 
served  internships  at  Rhode  Island  and  Providence 
Lying-In  hospitals  before  beginning  his  practice  of 
medicine. 

During  World  War  I,  he  was  a captain  in  the 
U.S.  Army  IMedical  Corps. 

He  was  a member  of  the  Providence  3Iedical 
Association,  the  Rhode  Island  Medical  Society,  the 
American  Medical  Association,  and  the  Boston 
Orthopedic  Society. 
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JANUARY,  1964 

ERNEST  D.  THOMPSON,  M.D.,  died  on 
May  23,  1963. 

He  was  born  in  Providence  in  1904  and  attended 
Providence  schools.  He  was  graduated  from  Prown 
University  in  1927  and  received  his  medical  degree 
from  McGill  University  in  1932.  He  was  a rotating 
intern  at  Pawtucket  Memorial  Hospital  until  1933, 
an  intern  in  orthopedics  from  1933  to  1934,  a resi- 
dent in  ortho])edics  from  1934  to  1935  and  an  assist- 
ant in  orthopedic  surgery  at  Massachusetts  General 
Hosiiital  from  1935  to  1938. 

While  still  serving  at  the  Boston  hospital  he  was 
appointed  to  the  Rhode  Island  Hosjjital  staff  in 
1938,  a post  which  he  still  held  when  he  died. 

Doctor  Thompson  served  as  a commander  in  the 
Xavy  medical  corps  from  1942  to  1946. 

He  was  a member  of  What  Cheer  Lodge.  F.  and 
A.  M.;  a member  of  Palestine  Temple:  a 32nd 
Degree  Mason;  member  of  the  Rhode  Island  Con- 
sistory. Ancient  Accepted  Scottish  Rites ; Royal 
Order  of  Jesters  and  was  medical  adviser  to 
Hodges-Lawton  Unit,  Palestine  Tem])le.  He  also 
held  membership  in  the  Hope  Club,  the  Dunes  Club, 
Sigma  N^u  fraternity  at  Brown,  Providence  Medical 
Association,  Rhode  Island  Medical  Society,  the 
American  Medical  Association  and  the  Rhode 
Island  Orthopedic  Association.  He  was  a fellow  of 
the  American  College  of  Surgeons  and  of  the  Boston 
Medical  Library  and  a member  of  the  Certified 


Board  of  Orthopedic  Surgery.  He  was  a diplomate 
on  the  American  Board  of  Orthoi)edic  Surgery 
since  1949. 

ROSWELL  S.  WILCON,  M.D..  a physician 
in  this  city  for  more  than  50  years  before  retiring, 
died  on  March  7.  1963. 

Doctor  Wilcox  was  horn  in  Providence  May  13, 
1873.  He  was  a member  of  the  class  of  1897  at 
Brown  University,  and  he  graduated  from  the 
Boston  Lhiiversity  school  of  medicine  in  1900. 

During  World  War  I,  he  served  as  a captain  in 
the  Army  Medical  Corps. 

Doctor  Wfilcox,  who  specialized  in  dermatology, 
served  on  the  staff'  of  Rhode  Island  Hospital  from 
1912  to  1937.  From  1920  to  1956  he  had  been 
physician  for  the  former  Boston  Store.  He  also  was 
visiting  dermatologist  for  St.  Elizal)eth’s  Home  and 
the  Sophia  Little  Home. 

His  memhershi])s  included  Cranston  Street 
Roger  Williams  Baptist  Church,  the  businessmen’s 
health  club  of  the  YMCA  since  1902,  the  Provi- 
dence Medical  Association,  the  Rhode  Island  Medi- 
cal Society,  the  American  Medical  Association,  and 
Sigma  Chi  Fraternity. 

A Mason,  he  was  a member  of  St.  John's  Lodge 
No.  1,  F.  and  A.  M.,  of  Providence  Royal  Arch 
Chapter  X^o.  1.  Providence  Council  X^o.  1,  and 
Texas  Consistory,  and  the  Arabia  Temple  Xohles 
of  the  Mystic  Shrine  of  Houston,  Texas. 


WOONSOCKET  DISTRICT 
MEDICAL  SOCIETY 

The  annual  meeting  of  the  Woonsocket  District 
Medical  Society  was  held  at  1 1 :45  .\.m.  at  the  meet- 
ing room  of  the  Woonsocket  Hospital,  on  Decem- 
ber 9,  1963,  after  the  adjournment  of  the  hospital 
staff'  meeting.  Dr.  Elphege  Beaudreault  presided. 

The  president  appointed  a nominating  committee 
to  select  candidates  for  the  coming  year.  The  com- 
mittee consisted  of  Dr.  Joseph  Bliss,  Dr.  Edward 
B.  Medoff,  and  Dr.  Arthur  Gaudreau.  They  re- 
turned the  following  slate  which  was  duly  elected  : 
President  Dr.  Philip  J.  Morrison 

Viee  President  Dr.  Harrv  Eevine 

Seeretary  Dr.  Alton  P.  Thomas 

Treasurer  Dr.  Paul  E.  Boucher 

Delegates  to  the  Rhode  Island  Medical  Society 
remain  the  same  until  December,  1967,  and  are 
Drs.  Leonard  S.  Staudinger,  Jr.,  Roger  G.  Berard, 
and  Roger  J.  Eontaine.  Dr.  Harry  Levine  has  been 
elected  to  serve  in  the  Council  for  the  same  period. 
Delegate  Eontaine  reported  that  the  State  Society 
was  debating  the  over-usage  of  hospital  emergency 
rooms.  Councillor  Levine  reported  that  the  Council 
is  considering  a revision  of  Physicians  Service  fees. 


especially  medical  care  fees. 

A rising  vote  of  thanks  was  extended  to  Dr. 
Oscar  Z.  Dashef  for  his  performance  as  chairman 
of  the  recent  Polio  Immunization  campaign. 

'Fhe  meeting  adjourned  at  twelve  noon. 
Respectfnlly  submitted, 

Alton  P.  Thomas,  m.vi.,  Seeretary 

KENT  COUNTY  MEDICAL  SOCIETY 

At  the  annual  meeting  of  the  Kent  County  Medi- 
cal Society  held  on  Thursday,  December  5,  1963, 
the  following  slate  of  officers  was  elected  to  serve 
for  1964; 

Robert  E.  Corrente,  m.d.  President 

Daniel  S.  Harrop,  m.d Liee  President 

John  M.  Vesey,  m.d.  Secretary 

George  B.  Farrell,  M.D.  Treasurer 

Delegates  to  the  Rhode  Island  Medical  Society 
Bruno  Franek,  m.d.  Edmund  T.  Hackman,  m.d. 
Peter  C.  H.  Erinakes,  m.d.  Charles  B.  Round,  m.d. 

Councillor  to  the  R.I.  Medical  Society  Council 
Paul  E.  Barber,  m.d. 

William  E.  McKenney,  m.d.  (Alternate  i 
Respectfully  submitted, 

John  M.  Vesey,  m.d..  Secretary 
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rO  MEET  THESE  IT  AXES  ^ The  Story  oj 

the  Rhode  Island  Hospital  1863-1963,  l)y  Joseph 

E.  Garland.  Providence.  1963. 

The  recent  Centennial  Celebration  of  the  Rhode 
Island  Hospital  was  docninented  by  this  specially 
commissioned  history  l)y  Mr.  Joseph  B.  Garland. 
In  his  preface  he  makes  the  observation  that  Amer- 
ican institutions  are  liable  to  “horribly  dull  auto- 
biographies.’’ This  particular  criticism  cannot  he 
made  of  this  biography  for  it  is  written  in  a racy, 
journalistic  style  free  of  footnotes,  appendices,  and 
other  appurtenances  of  the  usual  scholarly  treatise. 
Even  the  typography  with  its  widely  indented 
initial  sentences  and  short  paragraphs  is  unusual, 
and  makes  for  readability. 

In  the  relatively  brief  span  of  77  pages,  a century 
of  hospital  history  is  covered  remarkably  well.  In 
addition  to  the  hare  hones  of  history,  there  are 
anecdotes,  critical  and  deflatory  comments,  and 
frank  revelations  of  some  facts  not  previously  gen- 
erally known. 

There  are  some  stylistic  oddities.  People  come 
“down  to  Providence"  whether  it  be  from  Maine  in 
the  North  or  Baltimore  in  the  South.  The  staccato 
one  sentence  paragraphs  tend  to  lose  some  of  their 
emjdiasis  by  over-usage. 

A monograph  such  as  this  is  so  easily  read  that  it 
would  lend  aid  and  comfort  to  the  sluggards,  who 
do  not  read  books  hut  only  their  reviews,  to  sum- 
marize this  history  in  a review.  Physicians  who 
wish  to  know  about  the  general  medical  history  of 
this  community  as  well  as  that  of  the  hospital  will 
find  it  well  worthwhile  to  spend  an  evening  with 
this  monograph.  Similarly,  non-medical  members 
of  the  community,  particularly  those  associated 
with  Brown  E’niversity,  will  find  much  that  is 
stimulating  in  the  final  chapter  dealing  with  the 
“future.’’ 

W hile  this  summation  is  eminently  suitable  for  a 
celebration  such  as  the  Centennial,  it  cannot  be 
regarded  as  a substitute  for  a definite  history  of  the 
Hospital  which  must  perforce  be  somewhat  duller, 
and  which  would  include  a more  detailed  and 
sequential  chronicle,  complete  with  names,  bibliog- 
raphy, and  index.  Perhaps  that  will  he  a project  for 
the  Sesquicentennial. 

Many  associated  with  the  hospital  received  a 


copy  at  the  time  of  the  celebration.  For  those  who 
did  not  and  would  like  to  receive  this  engaging 
history.  I suggest  they  contact  the  Director’s  office 
at  the  Rhode  Island  Hospital  “while  they  last.’’ 

Irvix'g  a.  Beck 

SYXOPSIS  OE  OBSTETRICS  by  Charles  E. 
McLennan,  m.d.  Sixth  Edition.  The  C.  V.  Moshy 
Company,  St.  Louis,  1962.  $6.75 

This  book,  in  its  sixth  edition,  continues  to  be  an 
excellent  review  book  for  obstetrics.  It  is,  as  it  pur- 
ports to  be.  not  a textbook,  but  a concise  synopsis, 
designed  to  arouse  attention  to  the  more  important 
aspects  of  obstetrics.  It  is  arranged  in  outline  form, 
and  the  illustrations  are  ample  for  a book  of  its  size. 
The  major  fault  I noted  was  the  continued  devotion 
of  four  and  one-half  pages  (which  is  more  than  is 
necessary  ) to  such  things  as  pubiotomy,  symphysi- 
otomy, and  destructive  procedures  on  the  fetus 
(craniotomy,  embriotomy,  etc.),  while  nothing  is 
mentioned  of  such  things  as  the  incompetent  cervi- 
cal os,  and  only  a small  paragraph  about  the  vacuum 
extractor.  Nevertheless,  this  book  will  be  of  great 
value  to  medical  students,  and  for  a quick  review 
for  exams. 

JosiAH  Sacks,  m.d. 

DIAGXOSIS  AXD  MAX  AG  EM  EXT  OE 
PALY  SYXDROMES  by  Bernard  E.  Finne- 
son,  M.D.  W’.  B.  Saunders  Company,  Philadel- 
])bia,  1962.  $8.50 

The  problem  of  pain  confronts  the  neurosurgeon 
and  probably  the  general  practitioner  more  fre- 
quently than  any  other  complaint.  Elucidating  this 
manifestation  of  pathophysiology  into  an  orderly 
sj)here  of  recognizable  syndrome  and  a])propriate 
treatment  is  a formidable  task.  That  a measure  of 
order  is  brought  out  of  chaos  and  enlightenment  in 
the  direction  of  treatment  is  welcome  news  to  aug- 
ment the  armamentarium  of  the  neurosurgical  resi- 
dent in  training  and  to  the  neurosurgeon  in  his 
early  practice  years. 

Dr.  Finneson  has  included  in  his  monograph, 
restricted  to  problems  dealing  with  only  pain,  a 
brief  review  of  the  neurological  anatomy  of  both  the 
peripheral  and  central  nervous  systems,  its  normal 

continued  on  page  50 
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Special  cough  formula  for  children 


Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 


soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  I year, 
14  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


Imnfhrop 
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])ln  siology.  its  jiathophysiology  and  in  addition  the 
jisvchology.  He  has  empliasized  the  diagnosis  of 
])ain  on  the  anatomical  location,  the  diagnostic 
jiliysical  findings,  the  ]iossible  etiological  factors 
and  finallv  the  practical  management.  Considera- 
tions to  the  individual  pain  problems  lie  between 
the  superficial  and  the  comprehensive,  but  in  gen- 
eral are  satisfying. 

The  first  half  of  the  hook  is  devoted  to  chapters  on 
pain  categorized  by  the  anatomical  location.  The 
second  half  of  the  hook  is  devoted  to  more  general 
])rohlems.  such  as  pain  from  vascular  disorders ; 
and  from  pathophysiological  disorders,  such  as 
jihantom  limb  pain,  peripheral  nerve  problems, 
causalgia.  cancer,  etc.  As  in  every  compendium 
there  are  always  certain  aspects  of  a problem  which 
are  either  felt  not  to  he  worthy  of  consideration  or 
are  overlooked.  There  are  two  fairly  common  prob- 
lems encountered  which  come  to  mind  that  have  not 
been  adequately  discussed.  One  is  the  advantages  of 
the  hypophysectomy  for  bone  pain,  secondary  to 
metastatic  breast  disease.  The  second  concerns  the 
anterior  surgical  approach  to  the  degenerative  cer- 
vical disc  syndrome  where  the  main  problem  en- 
countered is  one  of  “bard  ridge."  either  with  or 
without  pain.  The  use  of  electromyography  as  an 
excellent  diagnostic  tool  is  lacking  in  discussion. 

The  vast  majority  of  pain  jiroblems  have  been 
very  adequately  presented  in  an  easily  readable 
style.  The  emphasis  on  treatment  is  directed 
towards  conservatism  and  not  “over-treatment." 
Each  chapter  is  endowed  with  very  adequate  illus- 
trations. This  hook  is  recommended  to  residents  in 
neurology  and  neurosurgery  primarily  and  to  those 
starting  out  in  practice  in  the  same  specialties. 

Paul  T.  Welch,  m.d. 

HAXDBOOK  OF  PEDIATRIC  MEDICAL 

EM ERGEXCIES  liy  Adolph  G.  DeSanctis  and 

Charles  \Arga  and  Contributors.  Tbe  C. 

Mosby  Company,  St.  Louis.  1963.  $12.75 

Tins  iiojiular  handbook  has  been  updated  in  a 
new  third  edition,  and  much  new  material  has  been 
added.  There  are  two  chapters  which  impressed 
me  as  being  most  valuable.  These  are  entitled 
“Cardiovascular  Emergencies"  and  “Metabolic 
Emergencies." 

“Cardiovascular  Emergencies"  comprises  a short 
de.scrii)tion  of  these  abnormalities  together  with 
their  suggested  treatment.  At  the  end  of  the  chapter 
there  is  a table  of  specific  dosages  of  drugs  which  is 
very  useful.  This  is  very  neatly  compressed  into 
ten  pages. 

“Metabolic  Emergencies,"  which  are  far  more 
comjilex.  are  similarly  dealt  with  in  a rather  nice 
way.  There  are  short  descriptions  of  these  condi- 


tions, followed  by  a description  of  the  usual  labora- 
tory findings  and  suggestions  for  treatment.  These 
problems  are  always  difficult  to  remember  at  the 
time  when  a quick  decision  is  needed,  hut  in  this 
chapter  all  the  necessary  information  is  catalogued. 

I was  also  impressed  with  the  Appendix  which 
contained  a list  of  commercial  sources  of  poisons, 
and  poisons  generally  found  in  household  articles. 
I was  least  favorably  impressed  with  the  chapter  on 
psychiatric  emergencies,  but  I suppose  this  is  due 
to  the  fact  that  the  emergency  is  not  really  difficult 
to  treat  and  that  the  real  need  is  for  proper  jisychi- 
atric  care  on  a long  term  basis. 

In  general,  this  is  a valuable  handbook  which 
should  he  on  every  pediatric  ward  and  I am  pleased 
to  recommend  it. 

Robert  M.  Lord,  Jr.,  m.d. 

HAXDBOOK  OE  OCULAR  THERAPEU- 
TICS AXD  PHARMACOLOGY  by  Philip 

P.  Ellis,  M.D.,  and  Bonn  L.  Smith,  m.d.  The  C. 

Moshy  Company,  St.  Louis,  1963.  $8.50 

The  preface  gives  a candid  approach  to  the  eval- 
uation of  this  hook,  which  is  compact  and  readable 
for  those  whose  prime  interest  in  treating  cases 
involved  with  eye  problems  is  to  help  a patient  to 
have  useful  and  comfortable  vision.  The  nonspecial- 
ists must  he  aware  that  the  requirement  for  the 
jihysician  is  both  to  examine  the  eye  and  the  patient 
with  special  reference  to  that  organ  and  its  func- 
tions prior  to  therapy. 

Throughout  the  presentation,  both  in  the  first 
part  concerning  “Ocular  Therapeutics"  and  in 
“Pharmacology — Therapeutic  Agents"  of  the  sec- 
ond jiart,  the  topics  are  well  chosen  and  correlated. 

It  is  felt  that  the  size  of  the  book,  excellent  paper 
and  printing,  and  comprebensive  coverage  of  a diffi- 
cult subject  are  all  commendable  to  those  for  whom 
this  hook  is  compiled. 

F.  Charles  Hanson,  m.d. 

HAXDBOOK  OP  PEDIATRICS  by  Henry  K. 

Silver.  M.D. ; C.  Henry  Kempe.  m.d.,  and  Henr}- 

B.  Bruyn,  m.d.  Lange  Medical  Publications.  Los 
Altos,  Calif.,  1963.  Fifth  Edition.  $4.00 

There  has  been  a new  edition  issued  of  the  “bible" 
of  pediatric  house  officers.  Being  a handbook,  it 
obviously  cannot  substitute  for  a text  in  detail,  but 
as  usual,  it  conveys  succinctly  the  essentials  in  diag- 
nosis and  management  of  pediatric  illnesses  of  the 
type  usually  requiring  hospitalization  and  there- 
fore has  its  appeal  primarily  to  pediatricians  in 
training.  It  can.  however,  readily  serve  as  a handy 
reference  for  a jiractitioner,  as  one  can  always  come 
upon  new  clinical  approaches  when  looking  up  a 
specific  item. 


51 


JANUARY,  1964 

'I'he  chapter  on  Growth  & Development  is  unique 
I)ecause  of  its  adaptations  of  Provence’s  tables  and 
Aldrich’s  nomogram  as  an  office  tool  and  its  sugges- 
tions for  integrating  this  type  of  assessment  in  a 
busy  office  ])ractice.  The  newer  generation  of  jdiysi- 
cian  nsually  is  somewhat  at  a loss  when  faced  with 
giving  sensible  and  needed  directions  to  a nursing 
mother.  The  chapter  on  Nutrition  & Feeding  can 
correct  this  deficiency  in  his  experience. 

Because  of  the  primary  orientation  of  this  hook 
it  was  gratifying  to  see  a step  by  step  routine  in 
neonatal  resuscitation  with  emphasis  particularly 
oil  a one  minute  ol)servation  period  before  action  is 
instituted. 

The  emotional  aspect  of  pediatric  medicine  is 
considered  in  detail,  not  only  in  separate  chapters 
hut  in  the  whole  approach  of  the  hook,  such  as  in 
relation  to  history  taking,  physical  examination  pro- 
cedures, etc,,  and  re-emphasizes  to  the  academically 
oriented  student  that  the  arts  of  practice  are  never 
more  important  than  in  pediatrics. 

As  it  has  in  years  i)ast,  the  Handbook  of  Pedi- 
atrics serves  again  this  year  as  a sort  of  transistor- 
ized Mitchell  Nelson. 

John  E.  Farley,  Jr.,  m.d. 

dL-TV  AND  HIS  FUTURE.  A Ciha  Foundation 

Symposium  Volume  Edited  by  Gordon  Wolsten- 

holme.  Little,  Brown  and  Company,  Boston, 

1963.  $6.00 

This  symposium,  in  which  the  group  of  partici- 
pants includes  many  of  the  most  distinguished  scien- 
tists in  the  world,  is  of  great  interest  to  all  people 
who  take  time  from  the  busy  routine  of  their  daily 
lives  to  stop  and  wonder  w'hat  is  going  to  happen 
to  our  world.  The  Pandora’s  l)Ox  of  nuclear  power 
has  been  opened,  the  “population  explosion’’  is 
under  way  w'ith  the  spectre  of  food  shortages  on  a 
world  wide  scale,  and  the  humanitarian  preserva- 
tion of  the  lives  of  the  unfit  raises  the  threat  of 
genetic  degeneration  of  mankind.  These  and  related 
subjects  are  discussed  with  the  utmost  authority 
and  frankness  by  scientists  who  are  world  renowned 
experts  in  Anthropology,  Zoology,  Genetics,  Medi- 
cine, Biological  Chemistry,  Electronics,  and  many 
related  fields.  Included  in  the  group  are  J.  B.  S. 
Haldane,  Carleton  Coon,  Sir  Julian  Huxley,  Lord 
Brain  (known  to  many  of  us  as  Sir  Russell  Brain), 
Brock  Chisholm,  and  eleven  others  of  equal 
distinction. 

The  symposium  consists  of  a series  of  presenta- 
tions by  two  or  three  scientists  each  followed  by  a 
long  period  of  frank  and  free  general  discussion  of 
the  major  topic  that  has  been  covered.  These  dis- 
cussions are  at  times  a bit  confused  but  always 
honestly  presented  with  disagreements  clearly 
stated.  There  are  instances  of  the  use  of  technical 

continued  on  next  page 
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jihraseologv  and  detailed  discussion  which  will 
probably  baffle  the  lay  person  but  the  general  ideas 
expressed  and  the  conclusions  reached  are  for  the 
most  part  very  easy  to  understand. 

If  one  were  to  confine  bis  reading  to  the  contribu- 
tion of  Sir  Julian  Huxley  and  the  final  presentation 
by  1.  B.  S.  Haldane  be  would  get  a good  overall 
picture  of  the  general  opinion  of  the  group  on  the 
outlook  for  the  future  of  the  human  race.  Known 
facts  and  reasonable  conjecture  based  on  a detailed 
knowledge  of  these  facts  by  people  who  are  not  idle 
dreamers  but  bard  beaded  scientists  form  the  bulk 
of  the  material  presented.  The  discussions  are  not 
without  humor  and  make  good  reading  though  at 
times  it  may  be  heavy  sledding  for  the  scientifically 
uninformed. 

Sir  Julian  Huxley  in  discussing  the  “Evolution- 
ary Aspects  of  the  Future  of  Han’’  points  out  that 
“man  has  been  busily  engaged  in  ruining  bis  own 
habitat’’  with  his  exploitation  of  natural  resources, 
water  contamination  by  detergents,  sewage  and 
filth,  and  in  other  ways.  He  points  to  the  urgent 
need  of  birth  control  and  eugenics  and  to  the  fact 
that  raising  the  quality  of  human  beings  should  be 
the  “major  aim  of  mankind.” 

Haldane  discusses  five  possibilities,  the  first  of 
which  is  that  “man  has  no  future”  due  to  complete 
destruction  by  nuclear  war  and  the  fifth  and  most 
optimistic  that  “a  nuclear  war  will  not  occur  but 
some  kind  of  world  organization  will  gradually 
develop,  probably  after  a general  disarmament.” 
His  personal  belief  is  that  “nuclear  war  would  not 
lead  to  the  extinction  of  mankind”  but  that  the  sur- 
vivors would  be  damaged  and  short-lived  with  an 
increase  in  congenital  disease.  There  could  be  a 
“dark  ages”  with  black  and  brown  people  in  control. 
As  to  tbe  preservation  of  various  non-human  forms 
of  life  after  infectious  and  deficiency  diseases  have 
become  rare,  he  states  “I  shall  not.  I expect,  be 
there  to  give  my  advice  as  to  whether  a few  lice 
should  be  preserved  alive,  along  with  much  less 
dangerous  animals  such  as  lions  and  cobras.” 

Dr.  Albert  Szent-Gyorgyi,  formerly  Professor  of 
Medical  Chemistry  at  Szeged  University  in  Hun- 
gary and  now  Director  of  Research  at  the  iMarine 
Biological  Laboratories  at  Woods  Hole,  Massachu- 
setts. states  his  opinion  that  the  real  promise  of 
medicine  is  the  hope  of  understanding  the  basis  of 
life  and  the  application  of  wave  mechanics  to  hiol- 
og\'.  Dr.  Koprowski,  formerly  of  Warsaw,  Poland, 
and  now  Professor  of  Research  Medicine  at  the 
University  of  Pennsylvania,  points  out  clearly  the 
folly  of  attempting  to  eradicate  disease  bacteria  for 
the  reason  that  their  places  will  be  taken  by  others 
less  easy  to  deal  with  as  is  already  happening. 
“Control,”  he  says,  “is  what  is  needed”  as,  for  ex- 
ample, the  control  of  poliomyelitis  by  oral  vaccine. 
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This  symposium  is  so  full  of  deeply  interesting 
ideas,  a mixture  of  detailed  fact  and  highly  intelli- 
gent conjecture  by  experts,  that  it  is  futile  in 
attempting  a review  to  touch  on  more  than  a few 
of  the  high  spots.  It  can  definitely  be  recommended 
to  all  who  wish  to  develop  a broad  view  of  the 
situation  in  which  the  human  race  finds  itself  and 
an  intelligent  attitude  toward  international  and 
world  politics  which  must  he  influenced  by  an 
understanding  of  the  predicament  which  faces 
mankind. 

Alex.  M.  Burgess,  m.d. 

FUROR  CAN’T  ALTER  FACTS 
“I  attended  a similar  meeting,”  said  the  retired 
gentleman  at  the  Blue  Cross-Blue  Shield  rate  hear- 
ings in  Crand  Rapids,  “and  that  turned  out  to  be  a 
farce  ; the  rates  went  up  anyway.’’ 

Of  course  it’s  a farce. 

Blue  plan  officials  show  up  to  tell  why  they  need 
higher  rates.  Unionists  and  old  folks  show  up  to 
flay  them  and  label  their  rates  too  high  already. 
M’hen  the  show’s  all  over,  the  insurance  commis- 
sioner has  heard  nothing  new  ; he  — or  anyone  — 
could  have  written  the  whole  script  in  advance. 

Xo  doubt  he  has  to  go  through  the  motions.  An 
insurance  commissioner’s  lot  is  unhappy  enough, 
without  denying  “the  public”  an  opportunity  to  un- 
Inirden  itself.  And  Sherwood  Colburn,  the  incum- 
bent commissioner,  did  try  to  make  this  round  a bit 
more  meaningful.  He  failed  because  it  can’t  be  done. 

When  all  the  shouting  is  stilled,  the  commissioner 
is  still  faced  with  the  cold,  hard  facts  of  medical 
care  economics.  Cost  and  use  of  health  care  services 
have  risen  and  will  continue  to  rise.  The  Blues’ 
income  and  outgo  must  balance,  or  they  crack  up. 
They  are  too  important  to  be  allowed  to  fail. 

And  the  commissioner  cannot  avail  himself  of  the 
easy  remedies  urged  by  the  angry  and  uninformed. 
He  knows  that  the  Blues’  5 per  cent  administrative 
cost  cannot  be  improved  upon.  And  he  knows,  too, 
we  think,  that  for  all  the  wild  assumptions  about 
unnecessary  charges  and  overuse,  the  basic  problem 
lies  elsewhere ” 

. . . Extracted  from  the  Detroit  Medical  News  (Vol.  LIV, 
Xo.  44,  of  an  article  from  the  Detroit  Xcivs  of  Feb- 
ruary 12,  1963. 
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the  thirty-minute 
checkup... 


Empty  capsules  are  filled  by  the  finest 
precision  machinery  available  . . . but 
no  machine  is  perfect.  That’s  why  all 
Lilly  Pulvules®  (filled  capsules)  are 
given  the  "thirty-minute  checkup”  to 
be  certain  that  uniformity  is  main- 
tained. At  least  once  every  thirty  min- 
utes ten  filled  capsules  are  taken  from 


each  machine  and  carefully  weighed 
on  a prescription  balance.  In  addition, 
the  checks  are  double-checked  at  least 
four  times  each  day  . . . another  of 
the  many  stringent  controls  which  as- 
sure you  that  the  Lilly  products  you 
prescribe  provide  quality  that  merits 
the  full  measure  of  your  confidence. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


300660 


More  than  half  of  Rhode  Island’s  doctors  do  business  at  Industrial  National. 

Why  it’s  good  business  to  bank 
at  Industrial  National 


For  one  thing,  you  save  time  and  steps.  With  46  offices,  Industrial 
National  is  bound  to  be  near  your  home  or  office. 

What’s  more,  you  get  the  convenience  of  an  Industrial  National 
checking  account.  It’s  the  safe,  easy,  “do-it-by-mail”  way  to 
handle  your  financial  affairs. 

Now  you  can  earn  4%  interest  on  your  savings! 

You  also  get  increased  interest  on  your  savings.  Industrial 
National  is  the  bank  where  savings  earn  interest  from  day  of 
deposit  to  day  of  tcithdrairal'^'  AND  are  now  earning  4''r  interest 
on  all  deposits  held  through  four  consecutive  quarterly  interest 
periods.  Small  wonder  so  many  medical  people  save  regularly  at 
Industrial  National,  where  funds  grow  fast. 

You  get  other  worthwhile  services,  too.  Like  Budget  Trust. 
Low-cost  insured  personal  loans.  Real  estate  mortgages.  Safe 
deposit  facilities.  And  more.  Wouldn’t  it  be  good  business  for 
you  to  bank  at  Industrial  National  ? 

"When  you  maintain  a balance  of  $5  to  the  end  of  the  quartei'. 


INDUSTRIAL 

NATIONAL  BANK  OF 

RHODE  ISLAND 

Neighborhood  Offices  Serving 
All  of  Rhode  Island 

Member  Federal  Reserve  System 
Member  Federal  Deposit  Insurance  Corporation 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  a contraindication. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  WARNING— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company, 
Indianapolis  6.  Indiana. 


AMYTAL  & 

AMOBARBITAL  


L i B K A Y 


Helps  to  make  the  epileptic’s  life  more  meaningful 


Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  of  unsteadiness.  All  usually 
subside  with  continued  use.  Megaloblastic  anemia  has  been 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 


cut  Rx  writing  by  2/3 
in  coids,f  iu  or  grippe 


No  need  to  write  three  separate  prescriptions  for  antitussive, 
decongestant  and  analgesic  relief  of  common  cold, 

Lflu  or  grippe  symptoms  when  it  is  therapeutically  correct . . . 

economically  sound... to  specify 

ANTITUSSIVE/DECONGESTANT/ANALGESIG 

‘EMPRAZIL-C^ABLETS 

Each  tabiet  contains: 

Codeine  Phosphate* 15  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride. . 20  mg. 

‘Perazir®  brand  Chlorcyclizine  Hydrochioride 15  mg. 

Phenacetin 150  mo. 


To  the  busy  professional  man  the  investment  field 
can  become  a worrisome  maze  indeed.  Demands  on 
one's  time  increase.  Among  the  hours  sacrificed  are 
those  intended  to  be  devoted  to  securities.  You  find 
yourself  putting  off  key  investment  decisions  . 

Many  such  people  look  to  Hospital  Trust.  We  tell 
them  about  our  Investment  Management  Service,  a 
full-time  supervision  of  securities  with  particular 
attention  to  individual  investment  objectives. 

You  can  have  an  account  where  you  call  your  own 
investment  shots;  or  if  you  want,  you  may  have  our 


advice  on  investments,  too.  But  we’ll  still  be  just  your 
agent.  You're  the  boss  ...  no  action  can  be  taken 
without  your  approval. 

Included  in  this  service  is  the  collection  of  dividends 
and  interest,  the  keeping  of  all  records  and  periodic 
accountings  of  same  to  you.  We  place  orders  for  the 
purchase  and  sale  of  securities.  Our  investment  recom- 
mendations are  unbiased— we  have  no  securities  to  sell. 

An  Investment  Management  Account  is  easy  to 
open.  too.  And  the  cost  is  modest  — normally  tax 
deductible.  Ask  one  of  our  trust  officers  for  details. 


New  England’s  Oldest  Trust  Company 
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CAN  YOU  NAME  IT? 


Conducted  by  Thomas  Forsythe,  m.d.,  Associate  Roentgenologist 


Department  of  Roentgenology,  Rhode  Island  Hospital 


Clinical  Data:  Forty-year-old  man  with  a fourteen  day  history  of  abdominal  cramps 
and  fever. 

Differential  Diagnosis:  Regional  enteritis?  Ulcerative  colitis?  Appendiceal  abscess? 
Small -bowel  obstruction? 


(For  answer,  see  Page  87.) 


for  fast  and  long- lasting  cough  control 

HYGOMINE  SYRUP 


Each  teaspoonful  (5  cc.)  contains: 

Hycodan® 

Hydrocodone  bitartrate  . . 5 mg.  ) 

(Warning:  May  be  habit-forming)  / 6.5  mg. 

Homatropine  methylbromide  1.5  mg.  j 

Pyrilamine  maleate 12.5  mg. 

Phenylephrine  hydrochloride  ....  10  mg. 

Ammonium  chloride 60  mg. 

Sodium  citrate 85  mg. 


in  a highly  palatable,  cherry-flavored  vehicle 
(methylparaben  0.13%  and  propylparaben  0.02% 
as  preservatives) 

INDICATIONS:  For  both  productive  and  nonpro- 
ductive cough.  For  relief  of  symptoms  in  trache- 
itis, bronchitis,  pneumonia,  pharyngitis,  bronchial 
asthma,  pertussis,  and  allied  conditions;  cough 


associated  with  allergy;  in  general,  whenever 
cough  medication  is  indicated. 

DOSAGE:  Average  adult  dose— 1 teaspoonful  after 
meals  and  at  bedtime  with  food.  Children  6 to  12 
years,  Vi  teaspoonful;  3 to  6 years,  Vi  teaspoon- 
ful; 1 to  3 years,  10  drops;  6 months  to  1 year, 
5 drops;  after  meals  and  at  bedtime.  On  oral 
Rx  where  state  laws  permit.  U.S.  Pat.  2,630,400. 

CAUTION:  Should  be  used  with  caution  in  patients 
with  known  idiosyncrasies  to  phenylephrine  HCI 
and  in  patients  with  moderate  or  severe  hyper- 
tension, hyperthyroidism  or  advanced  arterio- 
sclerosis. In  these  patients  use  should  not  ex- 
ceed three  days.  Hycomine  Syrup  is  generally  well 
tolerated  but  in  some  patients  drowsiness,  dizzi- 
ness or  nausea  may  occur.  May  be  habit-forming. 


Owfo” 


Literature  on  request 

ENDO  LABORATORIES  Richmond  Hill  18,  New  York 
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When  you 
prescribe  for 

nasal  remember 

congestion...  ‘Empirin’ 

Compound 
to  relieve 
common  cold 
discomfort 


— 100 

‘EMPIRIN’* 

Compound 

/ ■ sr*  2-J/2 

Coffain* 

«8#l  *1 

1«  •<h«  poiiK, 

0lttCnO>4S.— 2 roWaf*.  Mot  N 

Wwted  in  2 bovrr-  Do  «o»  «Jo:o«d  <5 »« 
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• UOROUGHS  WtllCOME  » EO 

(U.S>.1  lot,  Toelokoo.  N.  f. 

IS40  Mode  y 


Also:  ‘Empirin’®  Compound  with  Codeine  Phosphate* 
cr.  1/8  — No.  I /gr.  ’A  — No.  2/gr.  VS  — No.  3/gr.  1 — No.  4 
'Warning— may  be  habit  forming 
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The  discharged 
mental  patient . . . 
and  Thorazine^' 

brand  of  chlorpromazine 


“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patieyits  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics.’'  KUne,  n.s.;  Postgrad.  Med.  27:620  (May)  loeo. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine (chlorpromazine,  sk&f)  can  be  a valuable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient — and  often  his  family— also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  SK&f)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe” — with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, SK&F)— regardless  of  dosage — over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 
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DRUMS, 


DOCTOR... 

Build  An  Estate  for  your  Son! 


drums,  drums!  Would  they 
never  stop?  Rawlinson,  the 
famous  jungle  explorer, 
turned  to  his  second-in- 
command.  "We’ve  been  in 
tight  spots  before.  Lad,  but 
this  looks  like  the  end.  The 
blighters  seem  determined 
to  keep  us  from  ever  reach- 
ing the  Lost  City.”  "Chin 
up.  Sir!  We’ll  make  our  last 
moments  pleasant  ones,  at 
least!”  responded  the  other, 
pouring  a sparkling  glass 
of  Warwick  Club  Pale  Dry 
Ginger  Ale  from  the  full 
32-ounce  quart  bottle.  "Ah, 
quite!”  exclaimed  Rawlin- 
son. "It  sings  in  the  glass. . .” 


★ ★ ★ 

$100,000  ORDINARY  LIFE  INSURANCE 

Age  1 . . . S 559.00,  yearly 
Age  5 . . . S 616.00,  yearly 
Age  10  ...  S 725.00,  yearly 
Age  13  ...  S 800.00,  yearly 
Age  16  ...  S 884.00,  yearly 
Age  20  . . . S 1010.00,  yearly 

★ ★ ★ 

After  five  years,  yearly  guaranteed  in- 
crease in  cash  value  exceeds  deposits ! 

★ ★ ★ 

An  ideal  gift  to  sons  and  grandsons. 

★ ★ ★ 

^ rite  or  ’phone : 

R.  A.  DEROSIER  AGENCY 

5A  Custom  House  St.,  Providence,  R.  I. 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them.  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


There's  nothing 
like  a vacation" 
for  relaxing  stress-induced 
smooth  muscle  spasm 


'i 

* 

I 

1 

ain 


is  almost  invariably  a presenting 
symptom  in  cases  of  skeletal  muscle 


spasm 


In  some  instances,  the  pain  subsides  on  relaxation  of  the  muscles  in  spasm.  In  others, 
relaxant  therapy  alone  fails  to  give  adequate  relief,  and  supplementary 
analgesia  (and  possibly  sedation)  are  indispensable,  as  in  cases  of: 


p rOVOCCltlVC  paiJl,  when  muscle  spasm  is  triggered  by  some  painful 
underlying  musculoskeletal  defect. 

iTsidual  pain,  when  relaxation  of  severe  spasticity  leaves  a degree 
of  myalgia  that  tends  to  reinvoke  spasm. 


severe  pain,  when  the  degree  of  pain  is  such  as  to  cause  persistence 
of  symptoms  in  spite  of  relaxant  therapy. 

emotionally  aggravated  pain,  when  anxiety  or  agitation  creates  tension 
that  thwarts  the  efficacy  of  both  relaxant  and  analgesic  medication. 

In  such  cases,  Robaxisal  and  Robaxisal-PH  have  proven  highly  effective  in  assuring  decisive 
and  comprehensive  relief.  The  Robaxisal  formula— of  Robaxin  (methocarbamol), 
the  potent  muscle  relaxant,  together  with  aspirin,  the  time-tested  and  proved  analgesic- 
produces  higher  plasma  salicylate  levels  than  equivalent  doses  of  aspirin  alone,  and  serves 
effectively  to  control  both  spasm  and  pain.  Robaxisal-PH’s  combination  of 
Robaxin  (methocarbamol)  with  the  analgesic-sedative  ingredients  of  the  Piienaphen 
formula— including  phenobarbital— helps  additionally  to  ease  apprehension. 


ROBAXISAE  ^ 


I 


Each  pink-and-white  laminated  Tablet  contains: 

Robaxin  (methocarbamol,  Robins) 400  mg.  Aspirin  (5  gr.) 325  mg. 

U.s.  Pat.  No.  2770649 


ROBAXISAE-PH 

Each  green-and-white  laminated  Tablet  contains: 

Robaxin  400  mg.  Phenacetin  (IV2  gr.)  97  mg.  Hyoscyamine  sulfate  0.016  mg. 

(methocarbamol,  Robins)  Aspirin  (114  gr.) 81  mg.  Phenobarbital  (Vs  gr.)  8.1  mg. 

(Warning:  May  be  habit  forming) 


“PAIN  & SPASM” 

- a two-headed  dragon ! 


Robaxisal  and  Robaxisal-PH  are  indicated  in 
strains  and  sprains,  painful  disorders  of  the  back, 
“whiplash”  injury,  myositis,  pain  and  spasm  asso- 
ciated with  arthritis,  torticollis,  and  headache  asso- 
ciated with  muscular  tension. 

Side  effects  such  as  lightheadedness,  slight  drowsi- 
ness, dizziness  and  nausea  may  occur  rarely  in 


patients  with  intolerance  to  drugs,  but  they  usually 
disappear  on  reduction  of  dosage. 

Contraindicated  for  patients  hypersensitive  to  any 
component  of  the  formulations.  I'here  are  no  spe- 
cific contraindications  to  methocarbamol,  and  un- 
toward reactions  are  not  to  be  expected. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,\hrginia 
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THE  W'ASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W ashington  Office 
of  the  American  Medical  Association 


Proposals  to  provide  limited  health  care  for 
the  aged  under  social  security  continue  to  be  the 
most  important  legislation  before  Congress  so  far 
as  the  medical  profession  is  concerned. 

In  his  State  of  the  Union  message  to  Congress. 
President  Johnson  labeled  it  “must"  legislation  and 
asked  for  Congressional  approval  before  the  end  of 
this  summer. 

The  House  \\'ays  and  Means  Committee  late  in 
Januarv  wound  up  hearings  on  the  King-Anderson 
bill,  the  .Administration’s  medicare  legislation.  The 
hearings  had  been  interrupted  by  President  Ken- 
nedy’s assassination. 

The  committee  — with  a majority  of  its  members 
believed  to  still  be  opposed  to  such  legislation  — 
did  not  indicate  immediately  when  it  would  act 
further  on  the  bill. 

In  commenting  on  the  State  of  the  Union  mes- 
sage. Doctor  Edward  R.  Annis,  president  of  the 
.American  Medical  Association,  said  that  President 
Johnson  apparently  had  been  grossly  misinformed 
by  his  advisers  on  the  legislation. 

“Medicare  would  not  be  an  insurance  program 
of  health  care  for  the  elderly,  and  workers  would 
not  contribute  to  a fund  for  their  old  age,"  Doctor 
.Annis  said. 

“Medicare  would  be  strictly  a tax  program,  forc- 
ing wage  earners  to  pay  a substantial  increase  in 
their  payroll  taxes  to  finance  hospitalization  for 
everyone  over  65,  including  those  who  are  wealthy 
and  millions  of  others  who  already  are  protected 
with  hospital  insurance. 

“The  President  has  also  been  misinformed  on  the 
cost  of  such  a program.  Testimony  of  the  Chief 
.Actuary  of  the  Social  Security  .Administration 
before  the  Ways  and  Means  Committee  in  Novem- 
ber shows  that  every  worker  earning  one  hundred 
dollars  or  more  a week  would  be  forced  to  j^ay  at 
least  23  per  cent  more  in  payroll  taxes  to  finance 
this  inequitable  program. 

“Medicare  is  unnecessary.  Private  health  insur- 
ance, now  protecting  more  than  10  million  elderly, 
is  available  to  those  who  can  pay  their  own  way,  and 
the  Kerr-Mills  Law,  already  enacted  in  more  than 
■40  states,  can  help  those  who  need  help.” 

Other  legislative  proposals  of  interest  to  physi- 
cians include : .An  amendment  to  the  Keogh  law 


that  would  remove  the  present  50  per  cent  limita- 
tion on  the  amount  of  income  ta.x  deduction  a self- 
employed  person  can  claim  on  his  annual  retire- 
ment savings.  It  also  removes  the  $2,500  or  10  per 
cent  of  income  limitation  on  the  amount  of  retire- 
ment savings  an  individual  with  employees  could 
use  for  ta.x  deduction  purposes.  This  would  be  a 
tremendous  boost  for  the  Keogh  program  and  for 
self-employed  persons  with  retirement  savings 
plans. 

Rep.  Eugene  Keogh  ( D..X.AA)  and  Sen.  George 
Smathers  (D.,  Fla.)  are  sponsoring  the  amend- 
ment. 

The  Internal  Revenue  Service  recently  issued  a 
tentative  ruling  that  was  a setback  to  physicians 
and  other  professional  men  planning  to  band 
together  into  corporations  for  tax  purposes.  .A 
proposed  regulation  stated  that  such  professional 
organizations  must  have  all  of  the  characteristics  of 
a business  corporation  in  order  to  qualify  for  cor- 
poration tax  treatment,  which  would  be  virtually 
impossible  for  a group  of  professional  men. 

The  regulation  would  knock  out  the  so-called 
Kintner  regulations  of  1960  under  which  IRS 
stated  that  associations  of  professional  men  would 
be  classified  for  tax  purposes  as  corporations 
provided  certain  corporate  characteristics  were 
followed  and  provided  that  state  law  authorized 
establishment  of  the  groups  as  corporations. 

The  IRS  proposal  is  not  final  and  will  be  the 
subject  of  hearings  at  a later  date.  It  appears  certain 
to  be  the  subject  of  court  litigation,  if  made  final. 

• — .A  civil  defense  bill  that  has  passed  the  House 
and  is  before  the  Senate.  It  would  provide  a $190 
million  ])rogram  of  grants  to  hospitals  and  other 
non-profit  institutions  for  building  fall-out  shelters. 
These  shelters  could  be  used  as  garages,  storage 
areas,  etc.,  in  peacetime. 

— .An  .Administration  proposal  to  require  clear- 
ance and  approval  of  new  medical  devices,  which 
means  anything  from  a new  type  of  forceps  to  the 
most  complicated  radiation  device.  FD.A  would  rule 
on  the  efficacy  as  well  as  the  safety  of  such  devices, 
as  it  does  now  on  new  drugs. 

— “Humane”  treatment  of  laboratory  animals. 
Alost  of  such  bills  would  require  research  institu- 
tions to  provide  laboratory  animal  care  conforming 

continued  on  page  64 
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Special  cough  formula  for  children 

Pediacof 


Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 


soothing  decongestant  and  expectorant 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 


Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage;  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  Vi  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 

How  supplied:  Bottles  of  1 6 fl.  oz. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


Winthrop  Laboratories 
New  York,  N.Y. 


Available  on  prescription  only. 
Exempt  Narcotic. 


l/l//nfhrop 


iiii 
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"your 
very  good 
health” 


EftST  PCOVfDfHtX  9| 


Milk  — Nature’s  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet.  ’ 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 


I 

I 


] 

\ 

I 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 


Call  GE  8-4450 
for  Home  Delivery 
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to  certain  fixed  federal  standards  in  order  to  qualify 
for  federal  grants. 

— An  amendment  to  the  medical  education  law 
that  would  forgive  part  of  the  repayment  of  federal 
loans  to  students  if  the  young  physician  settles  in 
a physician-shortage  area. 

— The  American  IMedical  Profession  and  the 
U.S.  Public  Health  Service  have  joined  forces 
in  opposing  a Senate-passed  bill  that  would  deprive 
PHS  of  its  authority  over  water  pollution  control 
activities.  The  hill,  now  before  the  House  Public 
^^'orks  Committee,  would  set  up  a separate  organ- 
ization in  the  HE^^'  Department  to  handle  this 
function.  The  AIMA  contends  that  this  would  sub- 
ordinate the  health  aspects  of  water  pollution. 

— Appropriations  for  the  National  Institutes. 
Last  year  Congress  cut  the  XI H budget  request  by 
S12  million  in  approving  $918  million  for  XIH. 
This  was  the  first  time  in  recent  years  Congress  has 
failed  to  substantially  increase  the  X’lH  budget 
request  of  the  Administration.  It  indicated  that 
Congress  is  going  to  take  a closer  look  at  all  federal 
research  projects,  which  total  some  $14  billion 
a year. 

The  AiMA  has  pledged  its  aid  to  a Special  House 
Committee  investigating  the  Federal  research 
effort.  The  AiMA  told  the  committee  that  medical 
research  spending  should  not  grow  to  the  point 
where  quality  is  overlooked  in  favor  of  quantity. 

“Research  is  an  investment  in  the  future,”  Dr. 
F.  J.  L.  Blasingame,  Executive  \’ice-President  of 
AMA,  said  in  a letter  to  the  committee.  “Properly 
conducted  and  supported  by  prudent  expenditures, 
medical  research,  providing  for  his  physical  and 
social  well-being,  is  vital  to  the  total  health  security 
of  man.  . . . 

“Certainly,  the  effort  of  your  Committee  and  the 
review  being  conducted  should  prove  helpful  to  the 
nation.  W’e  would  like  to  aid  that  effect  in  every 
way  that  we  can.” 

President  Johnson  signed  into  law  a bill  author- 
izing $93  million  over  the  next  three  years  to  help 
states  and  local  agencies  combat  air  pollution, 
including  that  from  automotive  exhausts  and 
industries. 

The  new  law  revised  the  old  air  pollution  control 
program  and  made  it  permanent.  It  expands  the 
1933  program  that  provided  federal  grants  for 
cooperative  research  under  the  direction  of  the 
Secretary  of  Health,  Education  and  Welfare.  He 
was  given  broader  authority  for  such  research  and 
directed  to  recommend  remedial  actions. 

These  remedial  actions  could  include  federal 
suits  for  abatement  of  interstate  air  pollution.  The 
Attorney  General  also  could  aid  states  in  such 
intra-state  actions  if  aid  were  asked  by  the  governor 
and  other  state  officials. 


In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (Thiamine Mononitrate)  10  mg. 


Vitamin  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  06  (Pyridoxine  HC!)  2 mg. 

Vitamin  B]2  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 


I LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Newport  County  Medical  Society 
The  Xewport  County  Medical  Society  held  a 
dinner  meeting  at  the  Hotel  \’iking  on  Wednesday, 
Decemlier  4.  1963.  Dr.  Donald  Fletcher  presided 
and  the  guest  speaker  was  Dr.  Frederick  Peirce 
who  discussed  the  work  of  the  Xewport  County 
Mental  Health  Board  and  outlined  the  functions  of 
the  proposed  mental  health  clinic.  The  county  soci- 
ety unanimously  voted  to  support  the  program  and 
goals  of  the  Board. 

Dr.  Frank  Logler  discussed  the  organization  and 
functions  of  RIMPAC.  The  projected  fund  raising 
drive  of  the  organization  was  discussed  and  mem- 
bers were  urged  to  contribute  generously  to  its 
support. 

'I'he  Society  also  voted  to  establish  a committee 
on  nursing  homes  to  work  with  the  various  health 
agencies  engaged  in  the  licensure  of  such  homes. 

Richard  R.  Knowles,  m.d. 

Bristol  County  Medical  Association 
At  the  meeting  of  the  Bristol  County  Medical 
Association  held  on  October  1,  1963  the  following 


were  elected  as  officers  : 

Robert  M’.  Drew,  m.d President 

Brnce  W.  Smith,  m.d. ]"ice  President 

William  A.  IMarshall,  m.d. Secretary 

\’ictor  P.  Madeiros,  m.d. Treasurer 

Ulysse  Forget,  m.d Councillor 

Paul  A.  Botelho,  m.d Delegate 


W'asbington  County  Medical  Society 
.•\t  a meeting  of  the  Washington  County  Medical 
.Society  held  on  January  8.  1964,  the  following  slate 
of  officers  was  elected  : 

President,  E.  T.  Gale,  m.d.;  1st  Vice  President, 
Dominic  Chimento,  m.d.  ^Znd  Vice  President 
Seigmund,  m.d.  ; Secretary,  John  D.  Pinto,  m.d.  ; 
Treasurer,  Julianna  R.  Tatum,  m.d.;  Councillor, 
Richard  J.  Kraemer,  m.d.  ; Delegate  to  1964,  James 

J.  McGrath,  m.d.;  Delegate  to  1965,  F.  Bruno 
Agnelli,  m.d.  ; Delegate  to  1966,  Joseph  L.  C.  Ruisi. 
M.D. ; Censors,  Clifford  S.  Hathaway,  m.d.  ; Gordon 

K.  Menzies,  .m.d.;  John  J.  Walsh,  m.d.;  Auditor, 
Z.  T.  Tang,  .m.d.;  Executive  Committee,  John  P. 
Jones.  M.D. ; .-\ttilio  Manganaro,  m.d.;  Pasquale  J. 
Celestino,  m.d. 


Providence  Medical  Association 

\ regular  meeting  of  the  Providence  IMedical 
.Association  was  held  at  the  Rhode  Island  IMedical 
Society  Library  on  Monday.  December  2,  1963. 
The  meeting  was  called  to  order  by  tbe  President, 
Dr.  Harry  E.  Darrah,  at  8 ;30  p.m. 

Reading  of  the  minutes  of  the  previous  meeting 
was  omitted. 

Dr.  M’illiam  .A.  Reid,  Secretary,  reported  for  the 
Executive  Committee  on  its  slate  of  nominees  and 
delegates  submitted  in  accordance  with  the  by-laws 
for  consideration  at  tbe  annual  meeting. 

He  also  reported  that  the  Executive  Committee 
had  approved  of  the  applications  for  membership  of 
Drs.  .Alkis  loannides  and  .Aldo  Schirru.  A motion 
was  made,  seconded  and  passed  that  these  appli- 
cants be  elected  to  active  membership  in  the 
.Association. 

Dr.  Darrah  presented  meml)ership  certificates  to 
members  elected  at  the  Xovember  meeting  of  the 
.Association. 

The  scientific  program  was  presented  by  Dr. 
Perry  J.  Culver  of  Boston,  associate  physician  at 
Massachusetts  General  Hospital,  and  Clinical 
.Assistant  in  Medicine,  and  .Assistant  Dean  of 
.Admission  at  Harvard  IMedical  School.  His  topic 
was.  "The  Hyperbilirubinemias.” 

There  was  general  discussion  by  members  pres- 
ent of  the  subject  after  Dr.  Culver’s  presentation. 

The  meeting  adjourned  at  9;45  p.m.  Attendance 
68.  Collation  was  served. 

William  .A.  Reid,  m.d..  Secretary 


E.  P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 
Pharmacy  License  #225 
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IN  THE  EDITOR’S  MAILBOX 


Deceml)er  31,  19o3 

To  the  Editor : 

Brown  University’s  new  program  in  medical 
science  is  widely,  but  erroneously,  believed  to  be 
aimed  exclusivelv  at  producing  scientists  and  re- 
search physicians.  Permit  me  to  correct  this  impres- 
sion by  restating  our  aims. 

Let  it  be  recalled  that  the  i)rogram  leads  to  the 
degree.  Master  of  INledical  Science,  and  that  it  will 
therefore  not  be  producing  physicians  of  any  kind. 
Students  completing  the  program  will  be  j^repared 
to  enter  the  clinical  years  of  some  other  medical 
school,  or  to  enter  upon  a course  of  study  leading 
to  the  Pb.D.  in  a medical  science. 

W’e  confidently  expect  that  the  large  majority  of 
our  students  will  elect  to  continue  toward  the  M.D. 
degree. 

have  no  way  of  predicting  in  detail  the  careers 
that  will  be  followed  by  those  students  who  do  go 
on  to  the  M.D.  degree.  However,  we  expect  that  our 
graduates  will  enter  various  aspects  of  medicine : 
academic,  research,  clinical,  or  some  combination 
thereof.  Some  may  become  teachers  and  investiga- 
tors, others  may  pursue  a medical  specialty,  still 
others  may  enter  general  practice.  We  have  no 
intention  of  stressing  any  one  group  to  the  exclu- 
sion of  the  others. 


Our  aim  is  rather  to  graduate  a series  of  men  and 
women  who  are  unusually  well  grounded  in  the 
sciences  basic  to  medicine,  who  understand  how 
these  relate  to  clinical  problems,  who  have  encoun- 
tered the  humane  and  social  studies  in  sufficient 
depth  to  appreciate  their  relevance  to  human  health 
and  disease,  and  who  in  the  long  run  may  become 
leaders  in  their  chosen  fields. 

M.  V.  Edds,  Jr. 

Chairman,  Division  of  Medical  Science 
Broxvn  University 

(NOTE:  See  editorial  on  page  92.  The  Editor.) 
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TO  EUTURE  PROGRESS* 
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The  Author.  Edn’ard  D.  Churchill,  M.D.  of  Boston, 
Massachusetts.  John  Homans  Professor  of  Surgery, 
Emeritus,  Harvard  University ; former  Chief  of  Sur- 
gical Services,  Massachusetts  General  Hosfital.  Doc- 
tor Churchill  is  internationally  knozen  for  his  pioneer- 
ing zvork  in  thoracic  surgery,  establishing  modern 
techniques  of  pulmonary  resection,  and  in  decortication 
of  the  heart  in  constrictive  pericarditis. 


SURGERY  MAY  BE  DEFINED  as  all  area  of  human 
activity  carried  on  within  the  framework  of  the 
healing  arts  and  sciences  and  striving  to  meet  the 
needs  of  the  society  it  serves.  Tliose  engaged  in 
this  activity  have  their  own  perceptual  framework 
within  which  what  may  he  called  the  surgical  com- 
munity carries  on  its  activities  at  a given  time, 
k'nllowing  a change  in  its  way  of  looking  at  things, 
the  surgical  community  has  demonstrated  its  ability 
to  change  and  advance.  Surgery  would  not  have 
been  accepted  generation  after  generation  by  a 
changing  society  if  its  central  tradition  were  a 
static  one.  It  has  not  only  survived  but  grown  in 
stature  because  its  commitment  is  to  change  — to 
the  untiring  quest  for  more  effective  ways  to  pre- 
serve and  restore  health  and  for  more  humane  and 
effective  methods  to  care  for  the  sick  and  the 
injured. 

A revolutionary  change  in  the  physical  sciences 
may  be  precipitated  by  some  rearrangement  of 
mathematical  symbols  in  an  equation  after  it  is 
tested  for  verification  in  a crucial  and  precise 
observation.  A significant  change  in  the  way  the 
surgical  community  looks  at  things  customarily 
follows  the  demonstration  of  the  usefulness  of  some 
new  concept  or  method  by  a considerable  number  of 
independent  observers  who  through  their  experi- 
ence become  personally  convinced  of  its  superiority- 
over  older  methods.  Only  then  can  it  he  said  that 
the  new  concept  or  method  is  accepted  by  the  surgi- 
cal community. 

This  difference  between  the  theoretical  sciences 
and  surgery  stems  from  the  human  values  involved 
in  the  actions  of  surgery.  One  may  be  bold  and 

*An  address  delivered  at  the  General  Session  of  the 
Centennial  Convocation  of  Rhode  Island  Hospital,  at  the 
Meehan  Auditorium,  Providence,  R.  I.,  September  27, 
1963. 


daring  with  a slide  rule  or  a test  tube,  but  not  so 
with  a scalpel. 

For  these  and  other  reasons  the  acceptance  of 
what  have  proven  to  be  significant  advances  in  sur- 
gery has  in  the  past  been  slow  — oftentimes  genera- 
tional in  its  timing.  J.  Collins  Warren  regarded  his 
visit  to  Joseph  Lister  in  Glasgow  as  the  most  excit- 
ing episode  of  his  European  travels.  The  visit  was 
made  in  1869  — two  years  after  Lister  had  demon- 
strated the  feasibility  of  attaining  bealing  without 
infection  in  the  milieu  of  almost  universal  hospital 
cross-infection.  “I  do  not  expect  my  contempo- 
raries to  accept  all  my  doctrines,”  Lister  told  young 
\\'arren,  “but  I look  to  the  coming  generation  to 
adopt  and  perfect  them.”  His  prediction  was  all  too 
true  and  countless  patients  all  over  the  world  con- 
tinued to  die  of  hospital  generated  infection  until 
well  into  the  present  century-. 

The  situation  is  different  today  for  proven  inno- 
vations find  their  place  without  such  prolonged  and 
agonizing  delay.  This  is  in  part  attributable  to  the 
increased  speed  of  communication  and,  in  part,  the 
result  of  a profound  change  in  the  structure  of 
surgery  which  was  already  on  its  way-  in  Lister's 
time.  To  understand  modern  surgery-  it  is  necessary 
to  gain  insight  into  this  change  in  structure. 

Structure  of  Surgery  Changes 

The  change  to  which  I direct  your  attention 
liegan  in  the  latter  half  of  the  18th  century-  and  is 
still  taking  place  today.  I refer  to  the  evolution  from 
a practical  or  useful  art  toward  becoming  an  applied 
science.  Similar  changes  have  taken  place  in  other 
ancient  practical  arts  such  as  engineering,  trans- 
jiortation,  agriculture  and  warfare  to  various 
degrees,  so  the  situation  in  surgery-  is  not  unicjue. 

A practical  art  is  one  way  in  which  man  has 
busied  himself  in  building  up  knowledge  which  can 
he  put  to  immediate  use.  As  defined  liy-  Wilfred 
Trotter  : “A  practical  art  has  no  complete  and  sure 
foundations  of  ascertained  principles.  Its  posses- 
sions are  made  up  of  separate  and  fragmentary- 
conquests  from  the  unknown.  The  items  of  its 
knowledge  are  therefore  incompletely-  definable  and 
are  preserved  as  tbe  traditionary  rules  of  the  art. 
These  are  not  applied  like  scientific  principles  to  the 
particular  case,  hut  are  interpreted  for  its  treatment 
in  accordance  with  the  judgement,  intuition  and 

continued  on  next  page 
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j)ersonal  skill  of  the  artist." 

During  its  long  centuries  as  a practical  art  sur- 
gery set  great  store  on  common  sense  judgment, 
intuition  and  jtersonal  skill.  But  old  ways  were 
abandoned  and  new  ones  opened  solely  by  the  les- 
sons of  experience  though  these  were  often  hitter. 
■‘Without  science,”  as  Professor  Xorthrup  has 
observed,  “to  .supidement  ordinary  observations, 
the  facts  necessary  to  enable  one  to  judge  the 
grounds  for  or  against  a given  belief,  allegiance,  or 
commitment  are  not  at  hand.”  And  so  many  pro- 
])osed  new  ways  that  appeared  at  first  to  he  i)romis- 
ing,  were  found  subsequently  to  be  dead  end  streets. 

Although  he  might  be  the  first  to  deny  having  a 
philosophy,  the  surgeon  is  and  long  has  been  a 
])ositivist.  While  on  many  occasions  he  has  given 
his  allegiance  to  preposterous  beliefs  when  the  facts 
were  not  at  hand  to  controvert  them,  he  has  rarely 
been  inclined  to  “verbal  or  specious  explanations 
which  easily  obstruct  further  exploration  of  facts  by 
jmematurely  setting  one’s  mind  at  rest.”  Tangible 
and  immediate  facts  have  an  uncomfortable  way  of 
intruding  themselves  into  his  daily  tasks  and  mak- 
ing themselves  known  to  surgeon  and  patient  alike. 
Machian  positivism,  as  Erwin  Shrodinger.  Xobel 
prize  laureate  in  physics  observed,  was  until  quite 
recently  “the  alpha  and  omega  of  the  philosophy  of 
physics.” 

The  great  change  in  the  structure  of  surgery  to 
which  I have  referred  was  not  in  the  jdiilosophy 
which  guided  it  but  was  one  which  only  could  take 
jdace  following  the  rise  of  science  itself.  .■\  series  of 
physicists  from  Galileo  to  Xewton,  guided  by  the 
same  positivist  philosophy,  introduced  and  devel- 
oped the  dynamical  j)rinciples  of  mechanical  physics. 
The  London  surgeon  John  Hunter,  who  lived  from 
1728  to  1798  (a  cousin  of  the  Dr.  William  Hunter 
who  arrived  in  X'ewport,  Rhode  Island,  al)out  1752  ) 
may  he  taken  as  the  exemplar  of  the  change  in 
surgery  from  a practical  art  toward  becoming  an 
applied  science. 

A»  Applied  Science 

The  fundamental  differences  between  surgery  as 
a practical  art  and  surgery  as  an  applied  science 
thus  began  to  appear  in  the  latter  half  of  the  18th 
century.  “.An  applied  science,”  again  as  defined  by 
Trotter,  “carries  on  its  tasks  by  the  application  of 
ascertained  ])rinci])les  to  particular  cases.”  John 
Hunter  was  horn  into  a world  concerned  with  the 
])rinciples  underlying  matter  and  motion  and  looked 
outward  from  surgery  to  the  new  science  which 
surrounded  him.  His  acceptance  of  the  Cartesian 
metaidior  of  the  animal  machine,  and  his  use  of  the 
ex])erimental  method  gave  a new  impetus  to  sur- 
gery and  a totally  new  pathway  for  it  to  follow. 

Surgery  is  continuing  on  this  same  pathway 
today.  As  new  areas  of  science  have  ap])eared  and 
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new  spheres  of  activity  within  the  broad  framework 
of  medicine  have  developed,  surgery  has  continued 
to  reach  outward  for  fresh  concepts,  new  techno- 
logical developments,  in  fact,  any  and  all  knowledge 
which  may  he  turned  to  useful  purpose  and  thus 
advance  the  fulfillment  of  its  task.  As  John  Hunter 
had  his  Descartes,  his  Isaac  Xewton  and  his  Robert 
Boyle,  so  Joseph  Lister,  who  brought  healing  with- 
out infection,  had  his  Pasteur.  The  20th  century 
surgeon  in  turn  has  had  his  Landsteiner,  Haldane, 
Henderson.  Sherrington.  Starling.  Cannon.  Llem- 
ming  and  Hedawar,  to  name  only  a few. 

Indeed,  the  opinion  has  been  voiced  that  the  task 
of  today's  surgeon  is  a simple  and  wholly  technical 
one : merely  the  application  of  scientific  principles 
and  borrowed  concepts  discovered  by  others  in 
nearby  fields.  This  is  far  from  being  the  case,  fust 
as  the  rules  of  the  ])ractical  art  had  to  be  interpreted 
l)y  judgment,  intuition  and  personal  skill,  so  scien- 
tific principles  require  interpretation,  modification 
and  translation  into  surgical  methods  before  they 
can  he  applied  in  the  operating  room  or  at  the  bed- 
side. This  calls  for  a more  than  superficial  knowl- 
edge of  the  science  which  is  to  he  applied  and  in 
addition,  an  intimate  familiarity  with  the  human 
being  suffering  from  injury  or  surgical  disease. 

As  he  sees  his  task  at  the  present,  the  surgeon  is 
committed  to  maintain  communication  with  the 
steadily  increasing  flow  of  discoveries  and  inven- 
tions pouring  from  scientific  laboratories  so  that  he 
may  recognize,  evaluate,  modify  and  perfect  those 
pertinent  to  his  use  and  apply  them  to  human  needs. 
His  tradition  and  his  goal  lead  him  not  to  knowl- 
edge in  the  abstract  but  to  the  conversion  of 
knowledge  into  useful  humanitarian  purpose. 

To  further  this  task,  the  20th  century  surgeon  has 
turned  with  new  dedication  to  the  experimental 
lal)oratory  as  John  Hunter  did  two  centuries  ago. 
In  his  learning  period  he  has  sought  experience  in 
the  rai)idly  changing  disciplines  and  techniques  of 
other  sciences.  \\'ith  this  he  is  committed  to  develop 
and  maintain  an  expert  competence  in  the  judg- 
ments and  skills  of  the  clinical  practice  of  surgery 
itself.  Only  by  continuing  experience  with  the 
unsolved  problems  that  confront  him  in  his  daily 
clinical  rounds  can  he  provide  a feed-back  not  only 
to  his  own  endeavors  in  science  l)ut  to  more  basic 
lalioratories  conducting  research. 

Two  Types  of  Careers  Apparent 

It  is  olwious  that  I have  portrayed  only  one  type 
of  20th  century  surgeon.  As  early  as  the  turn  of  the 
century  it  became  apparent  that  two  types  of  careers 
were  I)eginning  to  appear.  The  time  required  to 
keep  al)reast  of  the  ever  increasing  discoveries  in 
science  and  the  effort  needed  to  conduct  meaningful 
investigations  in  a laboratory  precluded  engagement 
in  the  manifold  duties  of  the  busy  practitioner  of 
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surgery.  University  medical  schools  and  great 
liospital  centers  were  the  only  available  sites  for 
research  laboratories  and  in  consequence  the  sur- 
geon who  chose  to  follow  the  type  of  career  I have 
])ictnred  became  identified  with  these  institutions. 
As  a result  he  has  been  labeled  a “university 
surgeon,”  an  “academic  surgeon”  or  “experimental 
surgeon.” 

It  has  now  liecome  generally  accepted  by  the 
surgical  community  that  there  are  two  careers  be- 
tween which  a man  entering  surgery  may  choose, 
and  that  the  decision  between  them  is  preferably 
made  during  the  training  period.  Thev  are  equally 
dignified,  equally  satisfying,  and  ecjually  essential 
to  the  continuation  of  the  activity  of  surgery. 

One  ])oint  in  the  changes  taking  place  perhaps 
remains  to  he  resolved.  Because  the  surgeon  whose 
talents  and  temperament  led  him  to  direct  his  major 
effort  to  clinical  research  sought  a university  en- 
vironment which  could  supply  laboratory  facilities 
and  a hospital  in  which  he  could  maintain  his  iden- 
tity as  a surgeon,  he  was  expected  to  take  over  a large 
share  of  the  teaching  function  of  these  institutions. 
The  medical  schools  were  at  the  time  laboring  under 
the  necessity  to  increase  the  scientific  instruction  of 
their  students.  In  fact,  many  university  hos])itals, 
newly  founded  on  a continental  pattern  excluded 
the  experienced  practitioners  of  the  community 
from  membership  on  wdiat  was  called  a full-time 
staff.  It  may  have  been  true  that  the  demands  of  a 
busy  jiractice  often  made  the  popular  consultants  of 
the  city  late  in  meeting  their  teaching  schedules ; it 
may  lie  true  that  their  lectures  were  at  times  hastily- 
prepared  and  overweighted  with  uncritically  inter- 
preted experience.  Nevertheless,  it  came  to  he  gen- 
erally believed  by  the  profession  that  the  quality  of 
clinical  teaching  for  both  predoctoral  and  post- 
doctoral students  deteriorated  with  the  ascendancy 
of  the  so-called  academic  or  universitv  surgeon. 
Further,  a major  part  of  the  jirofession  felt  they  had 
been  deprived  of  one  of  their  most  ancient  and  treas- 
ured responsibilities. 

Responsibility  for  Teaching 

Inherent  in  the  Hippocratic  Oath  is  the  tradition 
that  physicians  should  give  voluntarily  of  their  time 
and  talents  to  perpetuate  the  healing  art.  I have 
never  known  a surgeon  who  did  not  gain  a stimulus 
from  having  an  “apprentice  lad”  or  two,  standing 
with  him  at  the  operating  table  and  accompanying 
him  on  visits  to  his  patients.  The  importance  of  this 
association  does  not  lie  in  its  status  symbol  but  in 
the  motivation  it  affords  to  the  surgeon  to  keep  his 
practice  methods  abreast  of  the  times. 

It  is  reassuring  to  know  that  the  practitioner- 
surgeon-teacher  has  by  no  means  lieen  dispossessed. 
Under  date  of  April,  1962,  the  Association  of 
American  Medical  Colleges  reported  that  the 


working  time  of  part-time  faculty  members  in  U.  S. 
Medical  Schools  in  1951  equalled  that  of  the  2,191 
full-time  teachers  and  in  1960  the  corresjionding 
number  of  working  hours  remained  ecpial  to  the 
expanded  full-time  force  of  2..558  faculty  members, 
lu  other  words,  the  amount  of  time  and  effort 
donated  by  part-time  clinical  faculty  members  to 
medical  education  has  continued  without  diminu- 
tion over  the  years.  These  same  years  because  of 
other  factors  witnessed  a diminishing  opportunity 
for  the  surgical  practitioner  to  donate  directly  his 
services  to  the  sick  poor,  another  ancient  tradition. 

The  practitioner-surgeon  customarily  donates 
his  teaching  hours  “without  fee  or  stipulation”  as 
written  in  the  Hippocratic  Oath.  Translated  into 
dollar  value,  in  1960  practicing  physicians  contrib- 
uted the  equivalent  of  over  20  million  dollars  worth 
of  professional  time  to  the  instruction  of  pre- 
doctoral medical  students,  as  well  as  an  unmeasured 
amount  of  time  to  the  training  of  interns  and 
residents. 

From  my  personal  point  of  view,  I would 
strongly  urge  the  directors  of  surgical  teaching 
programs  in  medical  schools  and  teaching  hospitals 
to  maintain  this  partition  of  hours  of  instruction. 
I would  also  urge  those  surgeons  who  are  placing- 
primary  emphasis  on  practice,  to  treat  this  oppor- 
tunity not  as  a prerogative  hut  as  a challenge  to 
develop  and  improve  their  teaching  skills  and  keep 
abreast  of  contem])orary  trends  in  science  and  in 
education.  They  have  a great  deal  to  bring  to  the 
student  of  surgery  if  they  will  devote  time  and 
thought  to  this  endeavor,  hut  the  assumption  that 
excellence  in  teaching  is  a casual  by-product  of 
skilled  performance  in  clinical  practice  is  not  only 
hazardous  hut  already  out-dated. 

Having  confined  my  remarks  to  a general  expo- 
sition of  the  structure  and  mechanisms  of  advance 
in  contemporary  surgery,  I shall  at  this  point  pro- 
vide specific  examples  in  illustration.  It  will  be 
recalled  that  I have  described  the  essential  steps  for 
advance  under  two  categories.  First,  the  recogni- 
tion, modification,  and  application  of  concepts 
which  emerge  from  scientific  laboratories  so  that 
they  may  be  applied  to  the  purpose  of  surgerv.  A 
ready  example  is  the  concept  of  acid-base  equi- 
librium. formulated  largely  by  Prof.  L.  J.  Hender- 
son. which  has  found  such  extensive  application  in 
all  fields  of  medicine.  The  concept  of  restoring  and 
maintaining  the  balance  of  biochemical  units  during 
critical  illness  which  has  disturbed  the  body  equi- 
librium dominates  clinical  practice  today.  Its  appli- 
cation has  by  no  means  been  the  contribution  of  the 
surgeon  alone  ; indeed  the  pediatricians  spearheaded 
the  approach. 

As  a corollary  to  this  activity  of  the  so-called 
academic  surgeon  I have  also  mentioned  the  feed- 
liack  mechanism  from  bedside  to  basic  laboratory. 

continued  on  next  page 
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Technological  Advances 

The  second  category  of  circumstances  which  lead 
to  advance  has  to  do  with  the  way  the  surgical  com- 
ninnity  looks  at  things.  It  is  particularly  pertinent 
to  technological  advances. 

That  technology  is  developed  when  a pressing 
need  becomes  apparent  to  sufficient  numbers  of  an 
inventive  minded  community  is  claimed  as  an 
old  Yankee  conceit.  To  ask  why  two  Xew  England 
dentists.  Horace  Y'ells  of  Hartford  and  A\'illiam  G. 
Morton  of  Boston,  were  in  the  vanguard  of  the 
quest  for  an  anesthetic  agent  while  the  surgeons  of 
the  period  played  a secondary  role  at  the  best,  is  a 
loaded  question.  That  the  dentists  had  developed 
the  art  of  making  dentures  and  the  dental  commu- 
nitv  was  confronted  by  the  need  to  persuade  their 
reluctant  clients  to  have  broken  and  carious  snags 
extracted  provides  a highly  realistic  answer.  Fum- 
bling attempts  to  relieve  pain  had  been  made  from 
the  dawn  of  history,  l)ut  the  concept  of  anesthesia  — 
in  fact,  the  very  word  itself  — was  non-existent. 

I shall  now  attempt  to  interpret  the  main 
sequence  of  events  in  two  of  the  major  advances  of 
20th  centurv  surgery.  Going  hack  to  the  1914-18 
World  War.  it  may  be  said  that  the  need  for  the 
development  of  surgery  of  the  chest  was  demon- 
strated emphatically  to  a large  segment  of  the 
.\merican  surgical  community.  This  was  thrown 
into  relief  by  the  fact  that  German  academic  sur- 
geons were  more  advanced  in  the  application  of 
existing  physiological  knowledge  to  urgent  practice 
requirements  of  chest  wounds.  The  brief  surgical  ex- 
perience of  the  U.S.  Army  personnel  during  World 
War  I was  inconsequential.  After  the  close  of  the 
war.  a few  decades  saw  the  flowering  and  perfec- 
tion of  the  surgery  of  the  thorax  in  the  hands  of  many 
.\merican  surgeons.  It  may  be  added  that  there  \Vas 
a parallel  rediscovery  of  physiological  principles.  Of 
course,  there  were  many  other  factors  at  play.  The 
technical  developments  of  diagnostic  radiology  pro- 
\ ided  more  certain  guide  lines  to  diagnosis,  and  the 
anesthesiologist  with  his  concern  for  balance  of 
oxygen  and  carbon  dioxide  replaced  the  anesthetist 
who  had  been  concentrated  on  the  relief  of  pain. 

Hans  Zinnser  once  remarked  that  “during  a war 
pay-dirt  is  turned  up  by  the  shovelful."  and  that  it 
took  many  years  to  sift  and  refine  the  experience. 
This  is  a far  more  realistic  view  than  the  more 
romantic  exclamation  of  Sir  Clifford  Allhutt : “How 
fertile  the  blood  of  warriors  in  rearing  good  sur- 
geons." Because  the  following  anecdote  illustrates 
some  asi)ects  of  my  general  discussion  and  adds  a 
point  not  i)reviously  mentioned  I shall  introduce  it 
at  this  point. 

A Case  Report 

On  the  last  day  of  September,  1944,  a mor- 
tally wounded  American  soldier  was  brought 
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to  a forward  hospital  in  the  Mediterranean 
Theater  of  Operations.  He  was  in  profound 
shock  but  following  transfusion  his  condition 
improved.  An  x-ray  examination  was  made 
and  he  was  taken  to  the  operating  tent  just 
seven  hours  after  the  shell-burst  that  had 
caused  his  wounds. 

The  10th  rib  on  the  left  side  was  resected 
and  the  chest  cavity  opened  widely.  A fragment 
of  shell  entering  from  below  had  perforated  the 
diaphragm,  pierced  the  pericardium  and  lodged 
in  the  wall  of  the  heart.  The  fragment  of  steel 
measured  2 x 2 x 0.5  centimeters  and  one  of  its 
irregular  projections  extended  through  the 
wall  of  the  ventricle  into  the  chamber  of  the 
heart.  It  was  removed  and  bleeding  from  the 
ventricle  controlled  by  the  index  finger  of  the 
surgeon  which  was  inserted  into  the  left  ven- 
tricular cavity.  The  wound  of  the  heart  was 
closed  with  sutures.  The  pericardial  defect  was 
closed,  leaving  a 2.5  centimeter  opening  for 
drainage.  The  diaphragm  was  then  incised  and 
a large  tear  of  the  spleen  and  its  pedicle  dis- 
closed. The  spleen  was  removed.  Perforations 
on  the  anterior  and  posterior  walls  of  the 
stomach  were  sutured.  Two  large  perforations 
of  the  colon  required  mobilization  of  the  bowel 
and  bringing  it  to  the  surface  of  the  abdominal 
wall  through  a separate  incision.  It  was  found 
that  the  lower  pole  of  the  kidney  had  been 
lacerated  hv  the  missile,  so  through  an  incision 
in  the  flank  a drain  was  placed  to  this  lesion. 
After  the  diaphragm  and  the  major  incision 
were  sutured,  smaller  wounds  of  the  hack, 
thighs  and  legs  were  cared  for. 

During  the  operation,  eight  pints  of  blood 
were  given  by  transfusion.  The  condition  of 
the  patient  at  the  end  of  the  operation  was 
better  than  when  it  started.  The  pulse  rate  was 
100  and  the  blood  pressure  normal.  On  Octo- 
ber 14th  the  patient  was  transferred  to  a 
general  hospital  in  excellent  condition.  On  the 
first  of  Xovemlier  the  segment  of  large  bowel 
was  repaired  and  replaced  in  the  abdomen.  By 
X'ovember  18th  the  soldier  was  walking  and 
all  wounds  were  healed.  Six  weeks  after  the 
wounding  he  was  returned  to  the  United  States. 

Comments 

To  resurrect  this  case  history  from  a twenty  year 
old  notebook  has  called  for  considerable  temerity  on 
my  part,  and  I would  not  have  thought  of  doing  so 
had  I not  recalled  certain  notations  set  down  after 
having  witnessed  this  episode.  I shall  give  you 
these  notations  almost  in  their  original  form.  “The 
case  is  indeed  a ‘miracle’ — hut  happenings  cease  to 
he  miracles  when  they  take  place  many  times  a day 
in  Italy,  in  France  and  in  whatever  place  our  young 
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surgeons  are  scattered  throughout  the  world.”  “It 
has  l)een  vaguely  sensed  at  home  that  there  is  some- 
thing unusual  going  on  over  here.”  “There  is  still 
a tendency  to  ‘explain’  results  on  the  basis  of  the 
use  of  sulpha  drugs,  ]:)lasma.  evacuation  hy  C-47’s 
and,  more  recently,  penicillin.  But  while  all  these 
have  helloed  enormously,  each  in  its  own  way,  there 
is  something  bigger  behind  it  all  — some  far  more 
powerful  influence  affecting  the  war  surgery  of 
today.” 

“There  is  nothing  unusual  about  the  operating 
room.  In  fact,  it  is  just  a tent  with  a hoard  floor. 
There  are  no  green  or  blue  tiled  walls,  no  chromium 
or  monel  metal  fixtures.  Light  comes  from  ordinary 
bulbs  hacked  hy  shiny  ration  tins.” 

d'hen  my  notes  focus  on  the  surgeon.  “Major  C — 
( I shall  omit  his  name  liecause  it  would  cause  him 
acute  embarrassment  to  he  singled  out  among  doz- 
ens of  his  colleagues  who  are  doing  similar  things  ) 
is  thirty-two  years  of  age,  graduated  from  a medical 
school  just  ten  years  ago.”  The  steps  of  his  training 
are  then  reviewed : internship  in  a university  hos- 
pital followed  by  residency  in  another.  Then  a 
single  year  as  assistant  to  a surgeon  in  practice  in  a 
small  city.  Certified  by  the  American  Board  of 
Surgery  in  1942,  and  a month  later  commissioned 
in  the  Army  of  the  United  States  with  overseas 
assignment.  “Here,  then,”  my  notes  continue,  “is  a 
master  craftsman  at  the  age  of  32,  actually  per- 
forming technical  procedures  at  the  level  of  the 
IMayos,  Cushing,  Crile  and  other  figures  of  the 
immediate  past,  and  far  beyond  the  legendary  fig- 
ures of  W’arren,  Gross  and  Senn.” 

“It  is  apparent  that  a new  discovery  has  been 
made  in  surgery  — a discovery  that  ranks  with  that 
of  anesthesia,  asepsis  and  chemotherapy.  It  dawns 
on  one  that  he  is  witnessing  a new  era.  The  discov- 
ery has  been  the  abolishment  of  technical  inadequacy 
in  surgery."  “Surgery  has  thus  conquered  one  of 
the  major  hurdles  in  the  path  of  its  progress- — 
technical  incompetence.”  And  this  of  course  refers 
to  the  wide  adoption  of  residency  training  programs 
after  the  foundation  of  the  American  Board  of 
Surgery  in  1936. 

T he  Future  of  Surgery 

Wdth  the  abolition  of  technical  inadequacy  and 
the  support  of  scientific  discoveries,  there  has  come 
about  a change  in  the  attitude  of  surgeons  toward 
the  future  of  their  branch  of  the  profession.  For 
illustration  return  for  a moment  to  the  period  in 
which  surgery  was  a practical  art.  About  1804 
Baron  Boyer  of  France  declared  that  surgery  had 
then  reached,  almost  if  not  actually,  “the  highest 
degree  of  perfection  of  which  it  was  capable.”  And 
again,  the  famous  German  surgeon,  Dieffenbach, 
believed  that  surgery  had  reached  the  highest  peak 
in  the  magnitude  of  operations  when  Astley  Cooper 


ligated  the  abdominal  aorta  on  the  14th  of  June, 
1817.  No  surgeon  of  experience  and  scientific  train- 
ing today  would  be  so  foolhardy  as  to  set  such 
arbitrary  limits  to  the  future  of  surgical  activity. 

In  the  case  report  given  from  W’orld  War  II  a 
lethal  injury  had  been  inflicted  on  an  American 
soldier  hy  an  enemy  intent  on  destroying  life.  The 
surgeon  was  forced  to  increase  the  magnitude  of  his 
operation  under  the  intent  to  saz'c  life.  All  of  the 
existing  adjuvants  supplied  by  scientific  di.scoveries 
were  available  to  support  this  endeavor.  In  the 
jdirase  of  Zinnser,  what  has  been  sifted  from  this 
shovelful  of  “pay  dirt”  in  the  following  two  decades  ? 
Before  attempting  to  answer  this  question  it  should 
be  noted  that  in  the  same  month,  September  1944, 
that  the  oi)eration  just  described  was  taking  place, 
a mobile  laboratory  staffed  by  medical  officers  rep- 
resenting various  clinical  sciences,  was  organized 
and  sent  to  the  combat  area  by  recommendation  of 
tbe  Surgeon  of  the  Theater.  Their  assignment  was 
to  study  the  treatment  of  the  severely  wounded  and 
their  findings  have  been  recorded  under  the  title : 
“The  Physiologic  Effects  of  Wounds.”  A similar 
laboratory  was  active  in  Korea.  The  data  thus 
assembled,  supplemented  and  extended  as  a matter 
of  course  hy  continuing  endeavor  in  civilian  labora- 
tories have  clarified  many  previously  obscure  reac- 
tions of  tbe  human  organism  exposed  to  the  stressful 
circumstance  of  trauma  of  great  magnitude. 

W ithout  laboring  the  point,  it  is  my  personal 
opinion  that  just  as  thoracic  surgery  emerged  from 
the  first  WTrld  War,  so  the  brilliant  flowering  of 
open  heart  surgery  which  has  taken  place  in  the 
past  two  decades,  l)oth  in  the  L^nited  States  and 
England,  can  he  traced,  at  least  in  part,  to  the 
changed  approach  to  the  problems  of  tbe  severely 
wounded  in  W’orld  War  II.  Neither  the  magnitude 
of  an  undertaking  nor  the  precarious  condition  of 
the  patient  offers  an  insurmountable  barrier  against 
which  a well  prepared  surgical  team  can  refuse  to 
contend.  I hasten  to  add  that  World  W’ar  II  was  an 
experience  of  the  entire  surgical  community,  not 
only  of  the  surgeons  who  participated  directlv  hy 
operating  under  canvas. 

As  to  the  “pathways  to  future  progress”  I have 
little  to  add.  W’ho  knows  what  “Brave  New  World” 
the  surgeon  of  the  future  will  face?  Armed  with 
technical  competence,  supported  by  an  ever  increas- 
ing activity  in  many  sciences,  and  guided  by  a 
positivist  philosophy  which  will  protect  him  from 
the  entanglement  with  words  rather  than  deeds, 
the  surgeon  of  the  future  will  find  his  own  pathways 
to  serve  the  needs  of  his  society.  And  I shall  express 
my  conviction  in  closing,  that  when  another  audi- 
ence assembles  to  celebrate  the  200th  Anniversary 
of  the  Rhode  Island  Hospital,  some  surgeon  not  yet 
born  will  present  his  discourse  on  the  progress  of 
surgery  and  its  future. 
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Mr.  Chairman.  President  Gerry,  members  of 
tlie  Board  of  Trustees,  distinguished  guests, 
ladies  and  gentlemen  ! It  is  a great  honor  indeed  to 
address  you  on  this  festive  and  historical  occasion. 
I am  very  grateful  to  Doctor  Landsteiner  and  to 
Mr.  Pratt  for  their  invitation.  That  invitation 
evoked  a series  of  reminiscences  which  have  some 
connection  with  the  subject  of  my  talk  and  which, 
therefore.  I take  the  liberty  of  relating  to  you. 

In  1926.  thirty-seven  years  ago.  I.  then  a physicist 
with  W'estinghouse  Research  Laboratories,  began 
mv  work  in  what  is  now  known  as  mathematical 
hiolog}-.  The  term  did  not  exist  at  that  time.  I was 
by  no  means  the  first  person  to  apply  mathematics 
to  biological  phenomena  — biometry  was  then  a 
well-developed  science.  Moreover,  a number  of 
important  contributions  to  mathematical  theories 
of  some  biological  phenomena  were  previously 
made  from  time  to  time  by  very  eminent  scientists. 
Those  attempts,  however,  were  of  a sporadic  nature. 
I conceived  the  idea  of  a mathematical  biology  that 
would  stand  in  the  same  relation  to  experimental 
biology  as  mathematical  physics  stands  to  experi- 
mental physics.  This  mathematical  biology  would 
deal  not  merely  with  a statistical  analysis  of  empiri- 
cal data,  but  would  develop  systematically  a math- 
ematical theory  of  all  biological  phenomena  and 
thus  enable  us  to  understand  the  most  fundamental 
and  intimate  mechanisms  that  underlie  various  bio- 
logical pbenomena. 

*An  address  delivered  at  the  General  Session  of  the 
Centennial  Convocation  of  Rhode  Island  Hospital,  at  The 
Meehan  .Auditorium,  Providence,  R.  I.,  on  September  27, 
1963. 


This  was  obviously  not  a one-man  task.  All  I 
could  hope  to  do  was  to  take  a few  first  steps  that 
later  on  could  be  followed  by  other,  better  qualified 
ones.  My  first  publications  in  this  new  field  were  not 
very  exciting.  Yet  there  were  then  men  who  seemed 
to  see  a future  in  my  attempts,  attempts  which  an 
eminent  physiologist  dubbed  as  “intellectual  curi- 
osities." Thus  one  nice  day  in  the  summer  of  1929 
I received  a letter  from  Professor  Ellice  McDonald 
of  the  L’niversity  of  Pennsylvania,  inviting  me  to 
give  a lecture  on  my  work  before  a meeting  of  the 
Pennsylvania  Cancer  Society  in  Clearfield.  Penn- 
sylvania. I accepted  and  went  to  that  beautiful  spot. 
I found  myself  among  numerous  eminent  physicians 
and  surgeons  who  discussed  in  their  papers  their 
different  clinical  problems.  My  turn  came.  I pre- 
sented what  few  results  there  were  to  present  and 
ended  my  lecture  with  the  statement  of  a fantastic 
dream  or  vision,  whichever  you  prefer  to  call  it. 
I said.  “A  time  will  come,  though  I probably  will 
not  live  to  see  it.  when  a physician,  instead  of  feeling 
the  patient’s  pulse  and  listening  with  a stethoscope, 
will  attach  to  the  patient  a number  of  electrodes  and 
other  measuring  instruments,  will  take  the  reading 
of  a number  of  dials,  and  then  with  the  record  of 
these  readings  will  sit  down  at  his  desk  and  calcu- 
late by  means  of  a slide  rule  exactly  what  to  do  with 
the  patient.’’  Everybody  listened  and.  as  you  can 
well  guess,  nobody  said  a word ! 

Today,  thirty-four  years  later,  the  physician  still 
feels  the  patient’s  pulse  and  uses  the  stethoscope. 
But  look  at  the  vast  array  of  different  physical 
measuring  instruments  he  uses  in  his  clinical  diag- 
nostic work.  And  every  day  brings  new  applications 
of  high-speed  electronic  computers  for  diagnostic 
purposes.  A long  lecture  could  be  given  on  this 
subject  alone.  Xot  being  a computer  man,  I will 
merely  mention  it.  In  this  particular  aspect  my 
dream  or  vision  has  been  over-realized.  In  1929 
nobody  ever  dreamed  of  electronic  computers.  In 
my  naivete  I thought  that  a slide  rule  would  do. 
^^'e  know  now  that  it  doesn’t. 

Two  years  ago.  in  May.  1961,  I received  an  invi- 
tation to  deliver  an  after-dinner  speech  at  the 
International  Symposium  for  Xeoplastic  Growth, 
held  at  the  Henry  Ford  Hospital  in  Detroit.  I was 
puzzled  by  that  invitation.  I telephoned  Dr.  Bren- 
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nan,  from  whom  the  invitation  came,  and  told  him 
that  there  must  surely  he  some  error  in  sending  an 
invitation  to  a mathematical  biologist  to  address 
four  hundred  clinicians,  and  that  this  was  prohably 
a case  of  mistaken  identity.  Dr.  Brennan  assured  me 
that  this  was  not  the  case  and  that  they  had  me  in 
mind.  I went  there  and  addressed  an  international 
gathering  of  clinicians.  W hat  a difference  in  the 
reception  of  my  talk  in  1929  and  in  1961  ! A formal 
discussion  was  out  of  order  because  it  was  an  after- 
han(|uet  speech.  But  as  soon  as  we  all  walked  out 
into  the  hall  there  followed  almost  an  hour  long 
fruitful  informal  discussion.  True  enough,  I had  a 
great  deal  more  to  sav  in  1961  than  in  1929.  Yet  all 
this  proves  the  correctness  of  the  old  Latin  saying, 
“Tempora  mutantur  et  nos  ipsos  mutamur.”  Times 
indeed  have  changed  so  much  that  I had  the  nerve 
to  accept  invitations  last  year  to  lecture  before  the 
Faculty  of  Aledicine  of  the  Free  L^niversity  of 
Brussels  and  the  Faculty  of  Aledicine  of  the  Uni- 
versitv  of  Lille.  And  today  I have  the  honor  of 
addressing  you.  ladies  and  gentlemen. 

As  I said,  mathematical  biology  is  the  biological 
counterpart  of  mathematical  physics.  Like  the 
mathematical  physicist,  the  mathematical  biologist 
works,  so  to  say,  for  theory’s  sake  — for  the  fun 
of  it.  In  his  work  he  does  not  necessarily  think  of 
possible  practical  applications,  any  more  than  the 
mathematical  physicist  does.  History  of  science  has 
shown,  however,  that  the  greatest  practical  achieve- 
ments are  sometimes  brought  about  as  a result  of 
abstract  theoretical  speculation.  Without  the  theo- 
retician Alaxwell  we  would  not  now  have  our 
electrical  and  radio  industries.  Without  the  abstruse, 
pure  speculations  of  Einstein  we  would  not  have 
the  atomic  age.  Mathematical  biology  is  still  ayoung 
science.  But  even  here  possible  practical  aspects 
begin  to  loom. 

Theory  is  sometimes  contrasted  with  experiment 
as  being  temporary  and  transient,  while  experimen- 
tal facts  are  permanent.  Is  this  really  so?  The  text- 
books of  physics  some  fifty  or  fifty-five  years  ago 
spoke  of  the  law  of  Dulong  and  Petit,  according  to 
which  the  molar  specific  heat  of  solids  is  a constant. 
This  was  considered  an  experimental  fact.  W’e  now 
know  that  the  specific  heat  of  all  solids  drops  to 
zero  as  the  temperature  tends  to  absolute  zero.  The 
refinements  of  experimental  techniques  sometimes 
make  a fact  of  yesterday  a myth  of  today.  Experi- 
mental facts  hold  only  within  the  limits  of  accuracy 
of  experimental  technique.  A theory  applies  and 
remains  good  onh-  within  a certain  range  of  phe- 
nomena. There  is  possibly  more  similarity  than 
difference  between  theory  and  experiment.  There- 
fore one  should  not  take  too  seriously  either  a 
theory  or  an  experimental  discovery.  Perhaps  it  is 
best  not  to  take  one’s  self  too  seriously.  I believe 
this  advice  was  given  by  Einstein. 


I shall  now  briefly  mention  some  medical  as])ects 
of  mathematical  biology.  The  emj)hasis  is  definitely 
on  the  word  some,  because  it  is  quite  impossible  to 
discuss  even  briefly  all  medical  aspects  that  have 
already  apjieared.  I'urthermore  the  emphasis  is  on 
the  word  aspects,  which  I intentionally  use  instead 
of  the  word  applications.  An  application  im|)lies 
some  rule  of  thumb  by  means  of  which  some 
formula  can  he  applied  in  a given  practical  case. 
We  are  still  far  removed  from  this  stage.  There  is, 
however,  a continuous  transition  between  aspect 
and  application,  and  some  of  the  exam])les  that  I 
will  mention  may  perhaps  be  classified  hv  some  of 
you  as  applications.  My  discussion  of  the  individual 
selected  examples  will  perforce  he  very  brief.  Those 
of  you  who  may  he  interested  in  details  I refer  to 
my  forthcoming  book  which  bears  the  same  title  as 
this  lecture  and  which  is  now  lieing  published  by 
Charles  C.  Thomas. 

Removal  of  Airborne  Particles 

We  shall  first  mention  the  problem  of  removal 
of  airborne  particles  in  the  human  respiratorv  tract. 
When  we  breathe  air  that  contains  solid  or  liquid 
aerosol  particles,  those  particles  do  not  as  a rule 
penetrate  into  the  alveoli  but  are  retained  in  differ- 
ent parts  of  the  upper  respiratory  passages.  This  is 
of  great  protective  value  in  case  the  particles  are 
toxic  or  otherwise  injurious  to  the  organism.  The 
importance  of  knowing  how  much  of  the  particles 
contained  in  the  air  penetrate  to  various  depths  in 
the  human  respiratory  passages  is  obvious,  espe- 
cially in  cases  of  industrial  workers  who  are  exposed 
to  polluted  air.  An  experimental  determination, 
besides  being  laborious,  can  be  made  only  for  non- 
toxic and  noninjurious  particles.  An  extrapolation 
from  noninjurious  to  injurious  particles  is  made 
very  difficult  by  the  fact  retention  depends  both  on 
the  size  and  on  the  mass  of  the  particles.  Particles 
of  the  same  size  but  of  different  mass  are  retained 
differently.  Thus  the  experimental  study  would 
require  the  matching  of  given  inj  urious  particles  by 
noninjurious  ones  which  have  the  same  size  as  well 
as  the  same  density.  K calculation  is  clearly  indi- 
cated here.  The  first  calculations  were  made  by 
Eindeisen  in  Germany  before  World  M ar  IT  A 
much  more  exhaustive  study  has  been  made  by  my 
colleague  and  former  student.  Professor  Herbert 
D.  Landahl.  This  work  was  done  by  him  while  he 
worked  for  the  government  during  the  war.  Sub- 
sequent interesting  mathematical  generalizations 
were  made  by  Bernard  Altschuler  and  others. 

Four  factors  play  a role  in  the  retention  of  par- 
ticles. Some  particles,  notably  the  larger  ones,  are 
retained  by  the  nasal  hairs.  In  a dense  forest  a rabbit 
may  run  fast  between  the  trees  while  an  elephant  may 
not  be  able  to  move.  Similarly  the  forest  of  nasal  hairs 
will  stop  the  larger  particles.  Another  factor  is  the 
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retention  at  the  more  or  less  sharp  bends  that  ocair 
in  the  respiratory  tract.  Just  as  a car  can  skid  and 
jump  off  the  road  at  a sharp  cune.  so  a heavy 
particle  may  "skid"  at  a sharp  bend,  due  to  its 
inertia.  It  will  jump  out  of  the  current,  hit  the  wall, 
and  get  caught  b}-  the  mucus.  Brownian  movement 
and  sedimentation  by  gravity  also  play  a role.  Lan- 
dahl  calculated  the  effects  of  all  these  factors  and 
derived  equations  that  enable  us  to  calculate  for  a 
given  size  and  mass  of  the  particles  tlie  percentages 
retained  in  different  parts  of  the  respiratory  pas- 
sages for  different  rates  of  respiration  and  for 
different  tidal  volumes.  With  his  coworkers 
Landahl  compared  the  results  of  his  calculations 
with  experimental  data  obtained  on  noninjurious 
particles.  For  practical  purposes  the  experimental 
results  agree  quite  well  with  the  calculations. 

Thus  it  is  now  possible  to  calculate  the  amounts 
of  particles  retained  in  different  parts  of  the  respira- 
tory tract,  once  the  size  and  mass  of  the  particles 
are  known.  This  can  be  done  for  injurious  as  well 
as  noninjurious  particles. 

Some  Aspects  of  Cardiovascular  Dyiamics 

The  next  example  deals  with  some  aspects  of 
cardiovascular  dynamics.  As  far  back  as  the  second 
half  of  the  eighteenth  century  the  famous  mathe- 
matician Leonard  Euler  develof)ed  a theory  of  the 
cardiovascular  system  which  in  its  fundamental 
concept  is  identical  with  what  is  now  known  as  the 
elastic  chamber  theory.  Euler's  work  was  published 
in  Russia  a hundred  years  after  his  death,  in  Latin, 
as  Euler  wrote  it  originally.  Therefore,  it  remained 
practically  unknown.  At  the  turn  of  the  centur}- 
O.  Frank,  without  knowledge  of  Euler's  work, 
developed  an  essentially  similar  theory  in  a number 
of  papers.  One  consequence  of  the  theory  is  that  tlie 
diastolic  pressure  curve  in  the  aorta  is  a simple 
e.xponential.  the  exponent  being  proportional  to  the 
volume  elasticity  of  the  aorta.  Since  the  diastolic 
pressure  curve  can  be  measured  in  living  humans, 
the  possibility  thus  looomed  of  determining  the 
elasticity  of  the  aorta  in  a patient.  The  practical 
implications  of  such  a possibility  are  obvious. 

Unfortunately,  as  you  all  know,  the  diastolic 
pressure  curve  is  not  an  exponential.  It  has  a 
plateau-like  hump,  the  origin  of  which  is  still  not 
clear.  This  discredited  the  elastic  chamber  theory  in 
the  eyes  of  some  scientists  who  proposed  instead  to 
determine  the  elasticity  of  the  aorta  from  the  speed 
of  propagation  of  the  pulse  waves.  This  speed  is 
connected  with  the  elasticity  by  a theoretical  equa- 
tion derived  independently  by  several  scientists.  It 
was  jxjinted  out  that  the  hump  in  the  diastolic  pres- 
sure curve  may  be  perhaps  explained  by  standing 
waves  due  to  reflection  of  pulse  waves  at  the  branch- 
ings of  the  vessels. 

There  appeared  then  what  seemed  to  be  two 
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opposing  theories : the  elastic  chaml)er  theory  and 
the  pulse  wave  theory.  Actually,  however,  the  two 
theories  are  not  at  all  mutually  exclusive.  In  fact 
they  are  completely  compatible.  We  know  that  the 
aorta  and  other  arteries  are  elastic  to  some  extent. 
Therefore  there  can  be  no  doubt  that  to  some  extent 
the  aorta  functions  as  an  elastic  chamber,  just  like 
any  ordinary  garden  hose  does  to  some  extent.  On 
the  other  hand  it  is  also  known  that  pulse  waves 
are  reflected  at  the  branchings,  and.  therefore,  that 
standing  waves  arise.  The  problem  is  not  which  of 
the  two  factors  exists.  The  problem  is  how  much 
each  of  these  two  factors,  as  well  as  many  other 
factors  which  have  not  yet  been  properly  studied, 
contributes  quantitatively  to  the  observed  phenom- 
ena in  the  cardiovascular  system.  Mathematical 
biology  can  be  of  particular  help  in  this  respect. 

Even  though  the  diastolic  pressure  curve  is  not 
an  exponential,  we  may  try  to  calculate  at  least  the 
order  of  magnitude  of  the  aortic  elasticity  by 
approximating  the  diastolic  pressure  cun  e by  the 
best  fitting  exponential.  This  is  appallingly  crude. 
But.  ladies  and  gentlemen,  the  physicists  have 
made  even  cruder  approximations  with  good  suc- 
cess. The  classical  kinetic  theory  of  gases  conceived 
a molecule  of  a gas  as  a rigid  elastic  sphere.  W e 
now  know  that  a molecule  consists  of  a number  of 
electrons  revolving  around  complex  nuclei  and  that 
a molecule  has  no  sharply  defined  boundary.  What 
could  be  cruder  than  an  approximation  by  an  elastic 
sphere  ? Yet  this  approximation  permits  derivation 
of  the  laws  of  Boyle  and  Mariotte,  and  of  Gay- 
Lussac.  and  calculation  of  the  specific  heats  of  gases, 
their  thermal  conductivity,  and  their  diffusion 
coefficients.  The  actual  diastolic  pressure  cune 
differs  from  an  exponential  by  about  20  to  25  per 
cent.  Therefore  die  calculated  values  of  the  aortic 
elasticity  will  also  differ  from  the  true  ones  by  about 
that  much.  This  gives  us  at  least  an  idea  of  the 
magnitude  of  the  elasticin.  Such  determinations 
have  been  made.  Recently  the  values  of  the  aortic 
elasticity  were  calculated  by  Roston  and  Leight 
on  the  basis  of  Roston's  mathematically  improved 
elastic  chamber  theory,  on  some  70  catheterized 
patients.  The  values  are  all  found  to  be  of  the  order 
of  1.000  dyn.cnr^.  but  vary  from  individual  to  indi- 
vidual bv  factors  as  large  as  3 or  4.  Whether  this 
A ariation  is  due  to  the  crudeness  of  the  theor\-  or  to 
the  fact  that  subjects  had  different  cardiovascular 
disorders  cannot  be  said.  A small  correlation  be- 
tween age  and  elasticity  is  found,  much  too  small 
to  be  of  practical  use. 

Freeman  Cop)e  has  improved  the  elastic  chamber 
theory  by  considering  nonlinear  elasticity,  as  indi- 
cated by  numerous  experiments.  He  derives  a set  of 
equations  that  contains  a number  of  directly  meas- 
urable parameters  and  the  elastic  constants  of  the 
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aorta.  The  relations  which  the  equations  give  l)e- 
tween  directly  measurable  parameters  were  found 
to  he  in  good  agreement  with  observed  ones.  There- 
fore calculation  of  the  aortic  elasticity  by  means  of 
those  equations  is  justified.  The  values  thus  calcu- 
lated from  data  by  Landowne  and  others  are  of  the 
same  order  of  magnitude  as  those  calculated  by 
Roston  and  Leight.  They  show,  however,  a greater 
consistency  and  a definite  trend  with  age.  The  aorta 
does  become  less  elastic  with  age.  Cope  applied  his 
ecpiations  to  calculate,  for  exam])le.  the  eiifects  of 
drugs  or  of  physical  exercise  on  the  elasticity  of  the 
human  aorta.  W hile  we  are  still  far  away  from 
exact  diagnostic  determinations,  yet  further  devel- 
opment of  the  theory  is  more  than  likely  to  provide 
us  with  practically  useful  methods. 

Pharmaco-d  ynamics 

The  next  field  w'hich  w'e  shall  briefly  mention  is 
that  of  pharmacodynamics.  Here  we  deal  with 
problems  of  diffusion  of  a drug  from  blood  into 
tissue,  diffusion  inside  of  the  tissue,  its  rate  of  de- 
struction in  the  tissue,  and  other  similar  phenomena. 
The  mathematical  description  of  those  phenomena 
leads  to  jirohlems  of  interest  both  medically  and 
mathematically.  Among  outstanding  contributors 
to  this  field  are  Stevenson,  Bellman,  Kalaba, 
Jacquez,  Segre,  and  many  others.  For  lack  of 
time  we  shall  mention  here  only  a few  simple 
possible  applications  taken  from  the  work  of  other 
investigators. 

In  the  1930’s  Gelen  developed  a simple  theory  of 
the  penetration  of  a drug  into  the  tissue  and 
its  destruction  there.  A decade  later  E.  Beccari 
generalized  the  theory  and  showed  that  from  the 
empirically  observed  relation  between  the  rate  of 
continuous  injection  of  a drug  into  the  bloodstream 
and  its  thresbold  dose  it  is  possible  to  calculate  tbe 
rate  of  diffusion  of  the  drug  from  blood  into  the 
tissue  and  its  rate  of  destruction  in  the  tissue,  pro- 
vided the  destruction  proceeds  as  a monomolecular 
reaction,  that  is,  exponentially.  Beccari  calculated 
the  two  constants  for  digitalis  from  data  available 
to  him. 

Relatively  recently  H.  D.  Landahl  showed  that 
by  injecting  different  doses  of  a drug  at  regular 
intervals  which  vary  from  experiment  to  experi- 
ment and  by  observing  tbe  effects  it  is  possible  to 
calculate  the  rate  of  decay  of  a drug  in  a tissue  for 
types  of  decay  of  a much  more  general  kind  than 
exponential  decay.  He  also  derived  a relation  be- 
tween the  rate  of  decay  of  a drug  in  the  tissue 
in  vivo  and  its  therapeutic  index.  The  possible 
medical  aspects  of  such  studies  are  evident. 

Chemical  dynamics 

The  next  problem  deals  with  some  aspects  of 
chemical  dynamics  of  the  endocrine  system,  ^\’hen 


in  a chemical  system  the  reaction  rate  of  each 
chemical  component  is  either  independent  of  the 
concentration  of  the  other  components  or  depends 
linearly  on  these  concentrations,  then  such  a system 
tends  eventually  to  a state  of  equilibrium  in  which 
all  the  concentrations  have  constant  values.  These 
constant  values  may  in  particular  be  zero.  If,  how- 
ever, the  rate  of  reaction  of  at  least  one  component 
depends  on  the  concentrations  of  the  other  compo- 
nents in  a nonlinear  manner,  then  for  a proper 
choice  of  various  coefficients  involved  the  systems 
will  not  tend  to  an  equilibrium  characterized  by 
constant  values  of  the  concentration.  The  concen- 
trations will  instead  oscillate  indefinitely  around 
some  value. 

Some  thirty  years  ago  R.  Gjessing  observed  that 
j)atients  with  periodic  relapsing  catatonia  show  a 
corresponding  periodicity  in  their  basal  metaliolic 
rate.  This  naturallv  led  to  the  suspicion  that  the 
disease  may  be  a manifestation  of  a peculiar  mal- 
functioning of  tbe  thyroid  gland,  which  for  some 
reason  would  secrete  at  a periodically  fluctuating 
rate.  Gjessing  showed  that  administration  of  thy- 
roid hormone  had  therapeutic  effects.  It  is,  however, 
essential,  as  Gjessing  found,  that  the  administra- 
tion of  the  thyroid  hormone  he  made  at  a definite 
point  of  the  cycle,  lest  undesiral)le  side  effects 
develop. 

Lew'is  Danziger  and  George  Elmergreen  investi- 
gated mathematically  whether  periodic  fluctuations 
may  occur  as  a result  of  the  interaction  between  tbe 
thyroid  gland  and  tbe  anterior  pituitary  gland.  Tbe 
anterior  pituitary  secretes  thyrotropin  which  affects 
the  rate  of  formation  of  the  thyroid  hormone  and 
the  latter  in  its  turn  affects  the  rate  of  formation  of 
thyrotropin.  Making  plausible  assumptions  about 
the  nonlinear  character  of  the  above  interaction, 
Danziger  and  Elmergreen  derived  equations  which 
show  that  when  certain  inequalities  hold  between 
the  coefficients  of  those  equations,  periodic  fluctua- 
tions of  thyroid  and  thyrotropin  levels  will  occur. 
Their  equations  show,  moreover,  that  when  the 
periodicities  exist  the  introduction  of  an  appropri- 
ate dose  of  exogenous  thyroid  will  stop  them  and 
will  result  in  a constant  level  of  thyroid.  IMoreover, 
the  equations  show  that  the  exogenous  thyroid  must 
be  introduced  at  a definite  ])oint  of  the  cycle ; other- 
wise harmful  overshoots  of  the  thyroid  level  occur. 

Thus  the  theory  explains  all  the  clinical  observa- 
tions of  Gjessing.  It  does  more,  however.  It  follows 
from  the  theory  that  if  a goitrogen  is  administered 
prior  to  the  administration  of  the  thyroid,  then  the 
thyroid  can  be  administered  at  any  point  of  the 
cycle  without  harmful  effects.  Using  ])ropyl  thioura- 
cil  as  goitrogen,  Danziger  verified  this  conclusion 
on  two  patients.  The  results  were  reported  in  1958 
at  the  International  Psychiatry  Congress  in  Zurich. 
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Since  then  Danziger  verified  the  conclusion  on  a 
few  more  patients. 

Wlien  I discussed  the  problem  a few  years  ago 
with  Doctor  Danziger,  I remarked.  “It  would  be 
much  more  convincing  if  you  had  at  least  a hundred 
cases  instead  of  three  or  four.”  To  this  he  replied 
as  follows:  “And  where  on  earth  do  you  find  a 
hundred  cases  of  periodic  relapsing  catatonia  in  one 
institution?"  That’s  that ! The  disease  being  a very 
rare  one,  we  obviously  cannot  as  yet  draw  any 
watertight  conclusions  as  to  the  validity  of  the 
theory.  Again,  however,  the  potential  possibilities 
of  such  studies  are  obvious. 

Quite  recently  I generalized  Danziger  and 
Elmergreen’s  theory  by  considering  the  effects  of 
the  size  and  shape  of  the  secreting  gland  cells,  and 
of  the  diffusion  coefficients  and  permeabilities  of  the 
cells  to  the  corresponding  hormones.  I found  that 
rounded-up  shapes  of  cells  and  small  diffusion  co- 
efficients and  permeabilities  favor  the  state  of  equi- 
librium characterized  by  constant  concentrations. 
A flattening  or  elongation  of  the  cells,  or  an  increase 
of  diffusion  coefficients  and  permeabilities  should 
favor  periodic  fluctuations.  All  this  is  still  purest 
theory.  It  suggests,  however,  interesting  possibili- 
ties. Thus  a mechanical  trauma  or  a tumor  pressing 
on  the  gland  may,  by  elongating  or  flattening  the 
cells,  induce  periodicities.  Appropriate  changes  in 
hydration  of  the  cells  may  do  that.  This  opens  a 
number  of  new  problems  for  experimental  study. 

Mathetnatical  Theory  of  Central  Nervous  System 

Xow  we  shall  discuss  some  medical  aspects  of 
the  mathematical  biology  of  the  central  nervous 
system.  A mathematical  theory  of  the  central 
nervous  system  was  developed  by  me  and  my  asso- 
ciates during  the  last  twenty-five  years.  The  theory 
not  only  gives  a good  quantitative  explanation  of 
such  relatively  simple  phenomena  as  dependence  of 
reaction  time  on  intensity  of  stimulus,  discrimina- 
tion of  relations,  psychophysical  judgment,  l)ut 
even  of  such  complex  phenomena  as  conditioning, 
learning,  perception  of  Gestalt,  perception  of  ab- 
stract relations,  and  esthetic  perception.  A few 
years  ago  I applied  this  theory  to  some  types  of 
psychoneuroses.  It  is  known  that  situations  which 
produce  psychological  conflicts  are  likely  to  induce 
neurotic  behavior.  Presentation  of  simultaneous  or 
alternating  conflicting  stimuli  to  an  animal  is,  since 
Pavlov’s  days,  a standard  technique  in  inducing 
experimental  neuroses  in  animals.  The  mathemati- 
cal theory  of  the  central  nervous  system  shows  that 
this  is  precisely  what  should  happen.  The  theory, 
moreover,  indicates  the  possibility  of  a numerical 
measurement  of  the  intensity  of  the  neurotic  state. 

The  following  situation  may  be  of  interest  in 
I)ublic  health  problems.  Different  individuals  in  our 
society  have  different  incomes  or  different  social 
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statuses.  The  income  is  a readily  measurable  quan- 
tity, expressed  in  tangible  units  — dollars.  The 
income  distribution  is  well  known  in  our  society. 
The  social  status  is  more  elusive  in  its  nature.  How- 
ever, methods  for  measuring  it  in  relative  units 
have  been  developed,  for  example,  Hollingshead’s 
method  for  the  determination  of  the  Index  of  Social 
Position. 

Two  individuals  with  the  same  income  have,  in 
general,  different  economic  needs.  The  distribution 
of  economic  needs  has  as  yet  not  been  determined, 
however.  If  the  need  of  an  individual  considerably 
exceeds  his  income,  this  creates  a conflict  between 
what  he  has  and  what  he  would  like  to  have,  and, 
therefore,  is  likely  to  be  inducive  of  neurosis.  The 
same  may  hold  also  when  income  exceeds  very 
much  the  need.  A situation  where  an  individual 
does  not  know  what  to  do  with  his  money  is  surely 
not  likely  to  result  in  a well-balanced  behavior. 

The  theory  shows  that  if  we  know  the  distribu- 
tion curve  of  incomes  and  the  distribution  curve  of 
needs,  we  could  calculate  the  relative  incidences  of 
neuroses  in  different  groups.  What  was  said  about 
income  and  need  applies  tniitatis  mutandis  to  social 
status  and  what  may  be  called  “social  aspiration.” 

The  theory  was  compared  with  available  data  in 
the  following  manner.  B\-  reversing  the  mathemati- 
cal argument,  we  computed  from  the  incidence  of 
neuroses  in  various  social  classes,  as  determined  by 
Hollingshead  and  his  coworkers,  the  “social  aspira- 
tions” and  compared  those  with  some  data  obtained 
by  Bernard  Rosen.  The  agreement  was  found  to 
lie  good. 

Quite  recently,  in  fact  this  summer,  I extended 
and  generalized  the  theory  to  some  psychoses  of 
the  schizophrenic  type.  The  existence  of  delusions, 
paranoia,  and  mutism  follow  from  the  theory.  Some 
interesting  conclusions  can  be  made  about  thera- 
peutic procedures  in  psychoses.  This  is  obviously 
a dangerous  matter  to  discuss  before  a medical 
audience,  especially  when  one  does  not  know  what 
brand  of  psychiatrists  are  present  in  the  audience. 
The  unfortunate  “cold  war”  between  the  advocates 
or  organic  therapy  and  those  of  psychotherapy  is 
well  known.  The  former  sometimes  accuse  the 
latter  of  nothing  short  of  voodooism  ; e.xtremists  on 
each  side  claim  success  for  their  point  of  view  and 
deny  success  to  their  opponents. 

History  of  science  has  shown  that  truth  is  found 
rarely  in  extreme  positions.  Apparently  contradic- 
tory and  mutually  e.xclusive  situations  ma\'  turn 
out  to  he  not  contradictory  at  all.  \\’hat  could  have 
been  more  contradictory  and  mutually  exclusive 
than  the  corpuscular  theory  of  light  propounded  by 
Xewton  and  the  wave  theory  of  Huygens?  The 
latter  was  considered  for  more  than  two  centuries 
as  the  “true”  one.  Yet  now  we  know  that  light  is 
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l)()th  a corpuscle  and  a wave ! Hut  it  took  a mathe- 
matical physicist,  Louis  de  Rroglie,  to  realize  and 
ex])lain  this  ! Similarly,  the  mathematical  theory  of 
psychoses  is  more  than  likely  to  throw  important 
light  on  the  present  controversy  and  to  explain  the 
apparently  contradictory  facts. 

In  all  the  problems  di.scussed  hitherto  the  pro- 
cedure of  research  was  to  construct  conceptual 
physicomathematical  models  of  certain  biological 
phenomena,  and  to  derive  from  these  models  ecpia- 
tions  that  jiermit  us  to  calculate  some  quantity  that 
is  not  directlv  measurable  from  a set  of  directly 
measurable  ones.  Thus  from  the  elastic  chamber 
theorv  equations  are  derived  which  permit  us  to 
calculate  from  directly  observable  things,  such  as 
the  systolic  and  diastolic  pressure,  etc.,  the  elastic- 
ity of  the  aorta,  not  directly  measurable  in  the  living. 
Models  are  not  unfamiliar  to  the  physicist.  Rut  the 
physicist  also  tries  to  establish  some  general  prin- 
ciples or  laws  which  are  not  models  in  themselves, 
hut  which  apjdy  to  any  model.  Such  are  the  laws  of 
Newton,  the  principles  of  thermodynamics,  the 
])rinciple  of  relativity,  etc. 

For  the  last  twenty  years  I have  been  searching 
for  such  general  principles  in  biology  and  have  ten- 
tatively formulated  two.  Time  does  not  permit  me 
to  go  into  anv  details.  Suffice  it  to  say  that  one  of 
those  principles  permits  the  calculation  of  a large 
number  of  important  constants  which  characterize 
the  cardiovascular  system  from  the  knowledge  only 
of  the  metabolic  requirement  of  the  organism.  The 
stroke  volume,  the  radius,  and  length  of  the  aorta, 
the  systolic  and  diastolic  pressures,  the  peripheral 
resistance,  the  duration  of  the  cardiac  cycle,  and 
the  volume  elasticity  of  the  aorta  can  thus  he  calcu- 
lated. A preliminary  evaluation  for  humans  gives 
us  only  orders  of  magnitude.  Those  orders  of 
magnitude  are  found  to  be  correct.  There  are  no 
practical  applications  of  this  as  yet,  but  even  the 
agreement  of  the  orders  of  magnitude  shows  that 
we  are  on  the  road  to  interesting  new  relations 
which  may  have  important  medical  aspects. 

Ladies  and  gentlemen.  I began  my  talk  with  the 
statement  of  a dream  or  vision  that  I had  thirty- 
four  years  ago.  I shall  end  it  by  telling  you  of 
another  dream  or  vision,  hut  I will  not  stick  my 
neck  out  as  to  how  soon  this  dream  may  come  true. 
Medicine  is  essentially  applied  biology,  just  as  engi- 
neering is  applied  physics.  As  we  have  seen,  some 
of  the  greatest  progress  in  engineering  was  due  to 
abstract  theoretical  speculations  by  mathematical 
physicists.  Similarly  some  great  discoveries  in  medi- 
cine will  be  brought  about  by  tbe  speculations  of 
mathematical  biologists.  A knowledge  of  funda- 
mentals of  mathematical  physics  is  now  standard 
equipment  of  an  engineer.  Similarly  a knowledge  of 
the  fundamentals  of  mathematical  biology  will  be- 


come standard  equipment  of  the  practical  medical 
man.  Not  only  will  the  curricula  of  the  medical 
schools  contain  courses  in  mathematical  biology, 
but  large  hospitals  like  tins  will  have  on  their  staff 
not  only  pathologists  and  bacteriologists,  who  do 
not  handle  patients  directly,  but  also  mathematical 
biologists,  who  will  do  research  of  ])ractical  impor- 
tance and  may  be  consulted  about  puzzling  and 
complicated  cases.  This  merger  of  the  speculative 
theorizing  with  the  practical  wisdom  of  the  clin- 
ician will  lead  us  onto  new  roads  to  imj)ortant 
discoveries  which  will  benefit  all  mankind. 
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INTRACARDIAC  COMPENSATORY  MECHANISMS 
IN  CONGENITAL  HEART  DISEASE* 

Max  Bloom,  m.d. 


The  Author.  Max  Bloom,  M.  D.,  of  Profidcitce,  R.  I. 
Clinical  Director,  Cardio- pulmonary  Laboratory  Serv- 
ice, Miriam  Hospital,  Providence,  R.  I. 


Introduction 

CONGENITAL  HEART  DEFECTS  may  be  Compensated 
spontaneously  by  a variety  of  intracardiac  mech- 
anisms. Sometimes  these  mechanisms  may  he  re- 
markably effective  in  maintaining  life.  Occasionally, 
normal  hemodynamics  may  he  restored.  At  other 
times,  such  mechanisms  may  obscure  anatomical 
diagnosis,  reverse  the  beneficial  effects  of  surgery, 
or  aggravate  a hemodynamic  abnormality.  Since 
the  effects  of  compensating  mechanisms  mav  he 
easily  overlooked  in  evaluating  cases  for  surgerv, 
we  have  been  promjtted  to  stress  their  importance 
by  reporting  some  of  our  observations. 

1.  A Ventricular  Septal  Defect  with  Left-to-Right 
Shunt  may  have  Spontaneous  Hemodynamic 
Cure  or  Improvetnent. 

CASE  1.  This  asymptomatic  seven  and  eight- 
twelfths  year  old  hoy  presented  a loud  systolic 
murmur  along  the  left  sternal  border.  Chest  x-ray 
studies  were  not  clearly  outside  the  limits  of  normal. 
There  was  some  question  about  the  presence,  of 
slight  right  A entricular  enlargement  and  pulmonarv 
plethora.  Electrocardiogram  was  not  outside  the 
limits  of  normal.  On  }^Iarch  6.  1957  a right  heart 
catheterization  revealed  a substantial  left-to-right 
shunt  at  the  ventricular  level  (Table  1).  The  pres- 
sure in  the  right  ventricle  was  slightly  elevated,  and 
there  was  no  pulmonary  outflow  tract  obstruction. 
By  Eehruary  23.  1960  his  weight  had  increased 
from  55  Ihs.  to  71  Ihs.  (25.0  Kg.  to  32.7  Kg.  ).  and 
his  chest  had  grown  larger.  A chest  x-ray  examina- 
tion in  Xovemher  1959  showed  slight  decrease  in 
the  cardio-thoracic  ratio,  and  his  electrocardiogram 
was  the  same.  A repeat  catheterization  showed  no 
shunt.  A systolic  gradient  of  14  mm.  of  mercury  had 
a])peared  across  the  outflow  tract  of  the  right 
ventricle. 

C--\SE  2.  This  six  and  one-twelfth  vear  old 
asymptomatic  girl  presented  a soft,  blowing  systolic 
murmur  along  the  left  sternal  border.  Electro- 

*From the  Carciio-pulmonary  Laboratory,  The  ^liriam 
Hospital,  Providence.  Rhode  Island. 


cardiogram  revealed  right  ventricular  hypertrophy, 
and  a chest  x-ray  study  showed  pulmonary  plethora 
and  a dilated  pulmonary  artery.  Heart  catheteriza- 
tion on  July  1 1.  1956  was  interpreted  as  showing  a 
left-to-right  shunt  through  a ventricular  septal  de- 
fect (Table  2).  The  pulmonary  artery  saturation 
suggested  that  the  shunt  was  not  of  large  size.  It 
was  noted  that  the  right  ventricular  pressure  was 
definitely  elevated  without  any  outflow  tract  or 
pulmonary  valve  obstruction.  By  January  15,  1958 
she  had  grown  considerably  in  size,  and  her  weight 
had  increased  from  40  to  50 J4  pounds  (18.2  Kg.  to 
22.8  Kg. ) . Electrocardiogram  had  not  changed,  and 
the  chest  x-ray  examination  showed  a decrease 
in  the  cardiothoracic  ratio.  Catheterization  now 
revealed  the  absence  of  shunting  and  normal  pres- 
sures. The  murmur  was  still  present  hut  was  a 
little  softer. 


CASE  3.  This  three  month  old  baby  hoy  was 
seen  after  recent  treatment  for  congestive  heart 
failure.  He  was  not  in  heart  failure  when  studied. 
A loud  systolic  murmur  was  present  along  the  left 
sternal  border.  Electrocardiogram  showed  marked 
right  ventricular  hypertrophy  and  chest  x-ray 
examination  (Fig.  1)  revealed  marked  cardio- 
megaly.  An  angiocardiogram  demonstrated  the 


Fig.  1.  P-A  view  of  chest  showing  enlarged  heart. 
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Table  1.  SUMMARY  OF  DATA  ON  CASE  1 


Date 

.\ge 

3\'t.  Lbs. 

EKG 

N-Ray 

Murml’rs 

Ci.ixicAi.  State 

3-57 

7 8/12 

55  (25.0  Kg.) 

N ' 

N 

LS-LSR 

AS 

2-60 

10  7/12 

72  (32.7  Kg.) 

N 

N-CTR-D 

LS-LSB 

AS 

C.\THETERIZATION  RESULTS  : 

ONYGEN 

SATURATION 

SVC 

IVC 

RA 

RV 

PA 

3-57 

74.6 

68.0 

72.1 

81.0 

81.0 

2-60 

77.6 

77.4 

76.5 

77.6 

77.1 

CATHETERIZATION  RESULTS  : PRESSURES  IN  MILLIMETERS  OF  MERCURY 
3-57  R\^  PA 

2-60  30/1.5  32/8.5 

34/3 20/4 

LEGEND  FOR  TABLE  1 

Wt.  Lbs.  = weight  in  pounds,  LS— LSB  = loud  systolic  murmur  at  the  left  sternal  border, 
AS  = asymptomatic,  N = normal,  N-CTR-D  =:  cardiothoracic  ratio  diminished,  SVC  = 
superior  vena  cava,  IVC  = inferior  vena  cava,  RA  =:  right  atrium,  RV  =r  right  ventricle, 
PA  =:  pulmonary  artery. 


Table  2.  SUMMARY  OF  DATA  ON  CASE  2 

Date 

■Age 

Wt.  Lbs. 

EKG 

X-Ray 

Murmurs 

Clin'Ical  State 

7-56 

6 1/12 

41  (18.2  Kg.) 

RVH 

DIL.  PA 

SS-LSB 

AS 

1-58 

7 5/12 

5034  (22.8  Kg.) 

RVH 

DIL.  PA 
CTR-D 

SS-LSB 

AS 

CATHETERIZATION  RESULTS  : 

<7c  OXYGEN 

SATURATION 

SVC 

IVC 

RA 

RV 

PA 

7-56 

62.6 

68.8 

71.0 

82.0 

72.5 

1-58 

74.1 

76.8 

73.9 

73.5 

73.4 

C.ATHETERIZATION  RESULTS  : 

PRESSURES 

IN  MILLIMETERS  OF  MERCURY 

RV 

PA 

BA 

7-56 

63/4 

63/14 

88/54 

1-58 

22/2 

18/9 

LEGEND  EOR  TABLE  2 

Wt.  Lbs.  = weight  in  pounds,  RVH  = right  ventricular  hypertrophy,  DIL.  PA  dilated 
pulmonary  artery,  CTR-D  = cardio  thoracic  ratio-diminished,  SS-LSB  = soft  systolic 
murmur-left  sternal  border,  AS  = asymptomatic,  SVC  = superior  vena  cava,  IVC  = 
inferior  vena  cava,  RA  = right  atrium,  RV  = right  ventricle,  PA  = pulmonary  artery, 
BA  = brachial  artery. 


Table  3.  SUMMARY  OP  DATA  ON  CASE  3 


Date 

Age 

W't.  Lbs. 

EKG 

X-Ray 

Murmurs 

Clinical  State 

9-56 

3/12 

lOH  (4.7  Kg.) 

MRVH 

CE,  MPP 

LS-LSB 

Fair 

9-57 

1 3/12 

— 

RVH-D 

CE,  PPD 

LS-LSB 

AS 

CATHETERIZATION  RESULTS  : 

Uc  OXYGEN 

SATURATION 

SVC 

IVC 

RA 

RV 

PA 

FA 

9-56 

79.0 

— 

80.2 

91.0 

— 

. — 

9-57 

66.0 

73.5 

64.1 

64.7 

— 

93.0 

CATHETERIZATION  RESULTS  : 

PRESSURES 

IN  MILLIMETERS  OF  MERCURY 

RV 

FA 

9-56 

134/3* 

129/93* 

9-57 

53.2/5 

LEGEND  EOR  TABLE  3 


Wt.  Lbs.  = weight  in  pounds,  * = not  simultaneous,  MRVH  = marked  right  ventricular 
hypertrophy,  RVH-D  = right  ventricular  hypertrophy  diminished,  CE,  MPP  = cardiac 
enlargement,  marked  pulmonary  plethora  diminished,  LS— LSB  = loud  systolic  murmur-left 
sternal  border,  AS  = asymptomatic,  SVC  = superior  vena  cava,  IVC  = inferior  vena 
cava,  RA  = right  atrium,  RV  =:  right  ventricle,  PA  = pulmonary  artery,  FA  = femoral 
artery. 

continued  on  next  page 
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aliseiice  of  any  right  ventricular  outflow  tract  ob- 
struction and  showed  an  increase  in  the  pulmonary 
vasculature.  A heart  catheterization  on  September 
26.  1936  revealed  a large  left-to-right  shunt  at  the 
ventricular  level.  The  right  ventricular  pressure 
was  systemic  (Table  3). 

On  September  18.  1937.  at  the  age  of  one  and 
three-twelfths  years,  he  was  seen  again.  He  had 
developed  normally.  The  murmur  was  essentially 
unchanged.  Electrocardiogram  showed  less  right 
ventricular  hypertrophy.  A chest  x-ray  examination 
revealed  less  pulmonary  plethora  and  a diminished 
cardiothoracic  ratio.  Catheterization  now  could 
demonstrate  no  shunt.  The  right  ventricular  pres- 
sures had  dropped  from  134  mm.  of  mercury  in 
systole  to  33. 

Comment 

It  is  important  to  note  that  the  degree  of  improve- 
ment in  these  three  patients  appeared  to  be  inde- 
pendent of  the  initial  severity  of  the  hemodynamic 
fault.  One  cannot  resist  speculating  about  the  modus 
operandi  of  compensation.  We  feel  some  insight  can 
be  gained  by  considering  that  growth,  with  increas- 
ing size  of  the  heart,  lungs,  and  great  vessels  tends 
to  decrease  the  hemodynamic  abnormality  caused 
by  a ventricular  septal  defect  since  the  defect  be- 
comes proportionately  smaller.  Increasing  capacity 
of  tbe  pulmonary  arterial  tree  and  cardiac  chambers 
tends  to  minimize  the  effect  of  a given  aliquot  of 
blood  shunted  from  left  to  right.  One  suspects  that 
there  must  be  a critical  defect  size  beyond  which 
the  effects  of  growth  alone  would  not  produce 
significant  compensation. 

That  growth  alone  may  have  reduced  shunting  is 
consistent  with  our  data  and  that  of  Xadas  et  ah' 
They  demonstrated  tiny  residual  shunts  by  angio- 
cardiography in  two  children  whose  ventricular 
septal  defects  developed  spontaneous  functional 
closure.  That  approximation  of  the  edges  of  a ven- 
tricular septal  defect  may  close  it  functionally  is 
suggested  by  examination  of  certain  autopsy  speci- 
mens where  residual  slit-like  openings  may  be 
found."  The  pathological  findings  here  suggest  that 
earlier  in  life  the  defect  may  have  been  larger  and 
allowed  shunting.  Anatomical  proof  of  ventricular 
septal  defect  closure  in  a case  of  tricuspid  atresia 
has  recently  been  presented.^  Other  autopsy  S])eci- 
mens  when  manipulated  suggest  that  nearby  struc- 
tures. such  as  the  tricuspid  and  aortic  valves,  hyper- 
trojjhied  portions  of  the  ventricular  septum,  and 
fibrous  tissue  around  the  edges  of  a defect,  act 
during  systole  to  obstruct  the  defect.'  ”’  Approxima- 
tion of  defect  margins  during  systole  has  been 
observed  at  the  operating  table.'  Presumably  shunt- 
ing would  have  been  more  severe  had  this  approxi- 
mation not  occurred.  Moreover,  phonocardiograms 
of  some  patients  with  a ventricular  septal  defect 
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suggest  that  the  defect  closes  during  systole.*'  Our 
experience  indicates  that  it  may  be  wise  in  many 
instances  to  restudy  ventricular  septal  defect 
patients  after  a period  of  growth  before  deciding 
on  surgery. 

II.  Obstruction  of  a V entrictdar  Septal  Defect  in 
Tetralogy  of  Fallot  may  occur  so  that  Pulmonic 
Stenosis  with  Intact  V entricular  Septum 
is  mimicked. 

CASE  4.  This  nine  and  six-twelfths  year  old 
girl  was  first  seen  complaining  of  fainting  spells. 
She  presented  a loud,  harsh  systolic  murmur  along 
the  left  sternal  border  and  a diminished  pulmonic 
second  sound.  Cyanosis  with  clubbing  of  the  fingers 
and  toes  was  present.  Electrocardiogram  revealed 
right  ventricular  hypertrophy.  A selective  angio- 
cardiogram performed  by  injection  into  the  right 
ventricle  revealed  a cardiac  chamber  above  the  main 
cavity  of  the  right  ventricle.  The  superior  boundary 
of  this  abnormal  chamber  was  formed  by  a stenotic 
pulmonary  valve.  The  inferior  boundary  was 
formed  liy  a severe  infundibular  obstruction.  A 
post-stenotic  dilatation  of  the  main  pulmonary 
artery  was  also  observed.  The  aorta  and  pulmonary 
artery  did  not  fill  simultaneously  (Fig.  2). 


Fig.  2.  Selective  angiocardiogram  performed  from 
the  right  ventricle  showing  pulmonic  valvular  steno- 
sis with  post-stenotic  dilatation  of  the  pulmonan' 
artery  and  an  infundibular  stenosis  creating  an  ana- 
tomical and  physiological  third  cardiac  chamber. 
Note  that  the  aorta  and  pulmonary'  artery  did  not 
opacify  simultaneously. 
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A right  heart  catheterization  performed  on  Sep- 
tember 5,  1956  revealed  only  a small  right-to-left 
shnnt.  Severe  infnndihnlar  and  jnilmonic  valvular 
ohstruction  was  demonstrated.  The  right  ventricu- 
lar pressure  was  higher  than  the  left  judging  hy  a 
nonsimnltaneous  hrachial  artery  ])ressnre-pulse 
recording  (Tabled). 

It  was  thought  that  right  ventricular  outflow  tract 
obstruction  was  the  main  clinical  problem.  Accord- 
ingly, a pulmonary  valvulotomy  and  right  ventricu- 
lar infundibulectomy  were  performed  through  a 
purse-string  opening  in  the  right  ventricular  wall. 
The  patient’s  color  improved  and  the  flow  through 
the  pulmonary  artery  was  seen  to  increase. 

On  August  16,  1957  she  was  seen  again.  She  had 
been  asymptomatic  following  surgery.  Electro- 
cardiogram, x-ray  findings,  and  murmur  had  not 
changed.  Cyanosis  and  clubbing  had  vanished.  A 
right  heart  catheterization  was  performed  and  re- 
vealed a left-to-right  shunt  at  the  ventricular  level. 
The  catheter  entered  the  ascending  aorta  through  a 
ventricular  septal  defect.  Arterial  saturation  was 
virtually  normal.  The  right  ventricular  pressure 
was  lower  than  the  systemic  pressure,  and  there  was 
less  valvular  obstruction. 

On  October  1,  1958  she  was  still  well.  Another 
catheterization  was  performed.  There  was  no 
shunting,  and  right  ventricular  pressure  was  much 
higher  than  left  ventricular  pressure.  Arterial 
saturation  was  normal.  An  angiocardiogram  per- 
formed by  peripheral  venous  injection  of  opacifying 


material  showed  again  no  simultaneous  filling  of  the 
aorta  and  pulmonary  artery. 

In  1959  she  complained  of  severe  effort  intoler- 
ance and  was  catheterized  again.  There  ai)peared  to 
he  no  shunting,  and  the  right  and  left  ventricular 
pressures  were  approximately  the  same.  In  1960  a 
femoral  artery  sample  showed  an  oxygen  saturation 
of  87.7  per  cent  and  a Decholin®  arm-to-tongue 
circulation  time  of  seven  seconds. 

It  was  thought  that  the  main  problem  was  recur- 
rent infundibular  stenosis  and  that  the  ventricular 
septal  defect  was  functionally  unimportant  and 
probably  of  small  size.  At  surgery  the  right  ven- 
tricular outflow  tract  was  enlarged  liy  a gusset,  and 
a large  ventricular  septal  defect  was  covered  hy 
sewing  in  a synthetic  patch.  She  died  of  post- 
oj^erative  pulmonary  complications.  Autopsy  re- 
vealed a probe-patent  foramen  ovale,  a normal 
tricuspid  valve  covering  a 2 cm.  by  2 cm.  ven- 
tricular septal  defect  in  the  membranous  portion 
of  the  septum  below  the  abnormal  cardiac  chamber 
and  an  infundibular  stenosis  surgically  corrected 
( Fig.  3a,  b,  c ) . 

Comment 

The  following  statements  support  the  notion  that 
the  ventricular  septal  defect  was  functionally  re- 
duced during  life : The  right  ventricular  outflow 
tract  obstruction  was  severe.  If  the  large  ventricular 
septal  defect  had  remained  as  patent  during  life  as 
it  was  at  autopsy,  one  would  have  expected  a large 

continued  on  next  page 


Table  4.  SUMMARY  OF  DATA  ON  CASE  4 


Date 

Age  Wt.  Lbs. 

EKG 

X-Ray 

Murmurs 

Clinical  State 

9-56 

9 6/12  50^  (23.0  Kg.) 

MRVH 

ABN 

LS-LSB 

Poor 

8-57 

10  5/12  57  (25.9  Kg.) 

MRVH 

ABN 

LS-LSB 

Good 

10-58 

11  6/12  71  (32.3  Kg.) 

MRVH 

ABN 

LS-LSB 

Good 

12-59 

12  9/12  85)^  (38.9  Kg.) 

MRVH 

ABN 

LS-LSB 

Poor 

CATHETERIZATION  RESULTS 

: % OXYGEN  SATURATION 

SVC  IVC  RA 

RV  PA 

BA 

FA 

PV 

L\^ 

9-56 

67.2  69.0  59.7 

51.4  - 

88.4 

— 

— 

8-57 

65.5  64.2  66.8 

71.6  79 

93.8 

— 

— 

— 

10-58 

63.4  67.0  63.4 

65.5  — 

— 

94.3 

— 

12-59 

80.6  77.1  72.9 

— — 

— 

— 

95.9 

95.3 

C.A.THETERIZATION  RESULTS 

: PRESSURES  IN  MILLIMETERS  OF  MERCURY 

RV  INF 

PA 

BA 

PV 

LV 

AOR 

9-56 

117/0*  60/20 

12/0 

105/81* 

— 

— 

— 

8-57 

103/6  46/5 

26/8 

117/94 

10-58 

160-180/0**  — 

— 

90/60** 

12-59 

115/5  — 

— 

— 

— 

118/6 

— 

LEGEND  FOR  TABLE  4 

Wt.  Lbs.  = weight  in  pounds,  * = These  pressures  were  not  taken  simultaneously,  a minute 
or  two  elapsed  between  measurements.  * * — These  pressures  were  taken  simultaneously. 
The  brachial  artery  pressure  was  carefully  taken  with  a sphygmomanometer  using  both  the 
auscultatory  and  palpation  method.  MRVH  rr  marked  right  ventricular  hypertrophy, 
ABN  = abnormal  (see  text),  LS— LSB  = loud  systolic  murmur-left  sternal  border, 
SVC  = superior  vena  cava,  IVC  = inferior  vena  cava,  RA  = right  atrium,  RV  = right 
ventricle,  PA  pulmonary  artery,  BA  = brachial  artery,  FA  = femoral  artery,  PV 
pulmonary  vein,  LV  = left  ventricle,  INF  infundibular  area,  AOR  = aorta. 
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Fig.  3-  (a)  Autopsy  specimen  showing  the  right  ventricle  open.  The  wall  of  the  abnormal  third 
heart  chamber  is  clearly  seen  bounded  above  by  the  pulmonic  valve.  Note  the  very  large  gusset 
sewn  into  the  right  ventricular  wall  and  outflow  tract.  ( b ) This  view  shows  the  right  ventricular 
cavity  with  the  synthetic  patch  sewn  over  the  ventricular  septal  defect.  The  tricuspid  valve  is 
reflected,  (c)  The  left  ventricle  is  exposed  showing  the  large  ventricular  septal  defect. 


right-to-left  shunt.  This  was  not  the  case.  In  fact, 
the  relatively  mild  arterial  desaturation  was  com- 
patible with  a right-to-left  shunt  at  the  atrial  level, 
as  is  not  uncommonly  seen  in  cases  of  pulmonic 
stenosis  with  intact  ventricular  septum.  Lack  of 
pressure  equililiration  between  the  ventricles  was 
also  observed.  A higher-than-systemic  right  ven- 
tricular pressure  was  not  accompanied  liy  a right- 
to-left  shunt  in  1958.  Moreover,  angiocardiograjihy 
performed  by  injection  into  the  right  ventricle  and 
into  a peripheral  vein  did  not  show  simultaneous 
opacification  of  the  aorta  and  pulmonary  artery, 
even  though  copious  injections  were  made.  It  is 
difficult  to  explain  these  observations  without  con- 
cluding that  in  life  the  large  ventricular  septal 
defect  was  reduced  in  size  during  systole. 

A few  similar  cases  have  been  reported,'*  ’ in 
which  anomalous  origin  and  valve-like  action  of  the 
tricuspid  valve  seemed  the  likely  mechanism  of 
defect  closure  during  systole.  In  our  case,  although 
the  defect  lay  behind  the  tricuspid  valve,  it  did  not 


seem  likely  that  this  was  the  cause  of  obstruction. 
Rather,  it  appeared  that  the  abnormal  cardiac 
chamber,  expanding  during  right  ventricular  sys- 
tole, obstructed  the  defect. 

This  case  illustrates  also  the  recurrence  of 
infundibular  obstruction  after  surgical  correction. 
Growth  of  the  heart  and  continued  muscular  hyper- 
trophy may  have  caused  this. 

III.  A Right  V e utricular  Outflow  Tract  Obstruc- 
tion may  develop  to  reduce  a Left-to-Right 
Shunt.  This  may  become  the  Dominant 
Dynamic  Problem. 

CASE  5.  This  asymptomatic  seventeen  month 
old  male  child  was  studied  on  February  15,  1956. 
He  presented  a loud  systolic  murmur  along  the  left 
sternal  border.  An  electrocardiogram  showed  bi- 
ventricular hypertrojihy,  and  chest  x-rays  showed 
pulmonary  plethora  and  slight  cardiac  enlargement. 
His  catheterization  studies  revealed  a sulistantial 
left-to-right  shunt  and  normal  pressures  in  the  right 
heart  ( Table  5 ) . 


Table  5.  SUMMARY  OF  DATA  ON  CASE  5 


U.\TE 

Age 

Wt.  Lbs. 

EKG 

X-Ray 

Mur.murs 

Clinical  St.\te 

2-56 

1 5/12 

20  ( 9.1  Kg.) 

BVH 

CE,  PP 

LS-LSB 

AS 

6-58 

3 6/12 

27^  (12.6  Kg.) 

BVH 

PP 

CTR-D 

LS-LSB 

AS 

CATHETERIZATION  RESULTS  : 

% OXYGEN  SATURATION 

SVC 

IVC 

RA 

R\" 

PA 

PC 

FA 

2-56 

61.6 

55.5 

64.2 

74.4 

77.2 

97.2 

89.2 

6-58 

79.2 

— 

78.0 

82.4 

81.0 

c.\thetp:rization  results  : 

PRESSURES  IN 

MILLIMETERS  OF  MERCURY 

RV 

PA 

BA 

FA 

2-56 

28/9 

25/13 

69/44 

6-58 

70/0 

40/20 

90/60 

LEGEND  FOR  TABLE  5 

Wt.  Lbs.  = weight  in  pounds,  BVH  = biventricular  hypertrophy,  CE-PP  = cardiac 
enlargement-pulmonary  plethora,  PP  = pulmonary  plethora,  CTR-D  = cardio-thoracic 
ratio-diminished,  LS-LSB  loud  systolic  murmur-left  sternal  border,  AS  = asympto- 
matic, S'VC  = superior  vena  cava,  I'Ve  = inferior  vena  cava,  RA  = right  atrium,  R'V  = 
right  ventricle,  PA  = pulmonary  artery,  PC  pulmonary  capillary  wedge,  FA  = femoral 
artery,  BA  = brachial  artery. 
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, 1 


▼I  v:i  v:ii^  viv 

Fig.  4.  Unusual  electrocardiogram  before  operation. 
Note  the  unusual  P wave  inversions. 


On  June  1 1,  1958  after  a weight  gain  of  7Yx  Ihs. 
(3.5  Kg.),  he  was  catheterized  again.  The  shunt 
was  now  smaller,  and  the  right  ventricular  pressure 
was  elevated  with  a snhstantial  gradient  between 
the  right  ventricle  and  pulmonary  arterv. 


Comment 

Surgical  handing  of  the  pulmonary  artery  has 
been  performed  to  palliate  a ventricular  septal 
defect  with  a left-to-right  shunt.  This  case  demon- 
strates that  a compensating  infundibular  obstruc- 
tion, presumably  due  to  hypertrophy  of  the  right 
ventricular  outflow  tract,  may  occur  sjiontaneonsly 
and  produce  the  same  effect.  With  further  growth 
of  the  patient  and  continuing  hypertrophy  of  the 
outflow  tract,  obstruction  could  become  a serious 
handicap.  Ga.snF  has  reported  cyanotic  cases  that 
became  indistinguishable  clinically  from  Fallot’s 
tetralogy  after  developing  infundibular  obstruction. 

It  is  common  in  our  experience  to  find  small 
gradients  across  the  right  ventricular  outflow  tract 
in  ventricular  septal  defect  cases  with  small  shunts. 
It  is  likely  that  some  of  these  obstructions  compen- 
sated larger  shunts  present  earlier  in  life. 

IV.  Pulmonic  Stenosis  may  be  compensated  by  the 
Development  of  Tricuspid  Ke gurgitation  or 
by  a Right-to-Left  Atrial  Shtint. 

CASE  6.  This  three  and  one-twelfth  year  old 
girl  was  seen  in  severe  heart  failure.  Examination 
revealed  slight  cyanosis,  a large  heart,  and  large 
liver.  A soft  hut  harsh  pulmonic  systolic  murmur 
was  present.  Iflectrocardiogram  was  unusual  with 
bizarre  P and  T waves  ( Fig.  4).  Chest  x-ray  find- 
ings, too,  were  unusual  (Fig.  5).  An  angiocardio- 
gram was  interpreted  as  consistent  with  Elistein’s 
anomaly  and  pulmonic  stenosis.  She  did  not  im- 
prove with  drug  therapy,  and  it  seemed  obvious  that 
she  would  die  soon.  A limited  catheterization  was 
done  (Table  6)  and  revealed  severe  pulmonic  ste- 


Fig.  5.  Preoperative  P-A  view  of  chest.  Note  large 
right  atrium. 


20/9  - RT.  ATRTUM  PRE-OP 
5-1-61  D.L. 

Fig.  6.  Tracing  for  the  right  atrium  showing  ven- 
tricularization  of  pressure  pulse. 

nosis  and  ventricularization  of  the  right  atrial 
pressure-pulse  (Fig.  6).  At  surgery  an  enormous 
right  atrium  and  a very  tight  pulmonic  valvular 
stenosis  were  found.  A large  regurgitant  jet  was 
felt  in  the  right  atrinm.  The  tricuspid  valve  was 
normally  developed.  It  was  in  a normal  position.  A 

continued  on  next  page 
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Table  6.  SUMMARY  OF  DATA  ON  CASE  6 


D.^te 

Ace 

Wt.  Lbs. 

EKG 

X-Ray 

Mckmuks 

Clinical  St.vte 

5-61 

3 1/2 

28^  (13.0  Kg.) 

AB,B 

AB.  B 

PS 

Terminal  Failure 

4-62 

4 1/2 

32  (14.5  Kg.) 

AB,  B 

IMP 

PS 

Excellent, 

No  Failure 

CATHETERIZATION  RESULTS  ; 

G ONYGEN 

SATURATION 

RA 

5-61 

59.0 

CATHETERIZATION  RESULTS  : 

PRESSURES  IN  MILLIMETERS  OF  MERCURY 

RA 

RV 

PA 

5-61 

20/9 

156/30 

36/15 

4-62 

12/4 

66/0 

LEGEND  FOR  TABLE  6 


Wt.  Lbs.  = weight  in  pounds,  AB,  B = abnormal,  bizarre,  PS  = the  murmur  suggested 
pulmonic  stenosis,  RA  = right  atrium,  RV  right  ventricle,  PA  = pulmonar>-  anery. 


pulmonary  valvulotomy  was  performed  by  the 
Brock  technique.  The  jtatient  made  an  uneventful 
recovery.  All  signs  of  heart  failure  vanished.  She 
was  recatheterized  on  April  25.  1962  and  found 
to  have  a more  normal  right  atrial  pressure-pulse 
and  a right  ventricular  pressure  of  66  mm.  Hg. 
Postoperative  chest  x-ray  studies  showed  reduction 
of  the  large  right  atrial  shadow  to  normal.  The 
post-operative  electrocardiogram  indicated  some 
improvement. 

C.\SE  7.  This  58  year  old  man  was  told  that  he 
had  a heart  murmur  at  the  age  of  seven.  He  had 
experienced  exertional  dyspnea  and  cyanosis  since 
childhood.  During  the  past  year  symptoms  had  pro- 
gressed. and  he  had  begun  to  experience  dizzy 
spells.  Physical  findings,  electrocardiogram,  and 
chest  x-ray  examination  suggested  the  diagnosis  of 
tetralog}-  of  Fallot  with  tight  pulmonic  stenosis. 
Blood  studies  revealed  a hemoglobin  of  twenty 
grams  and  an  hematocrit  of  seventy-five  per  cent. 
A selective  angiocardiogram  performed  by  injec- 
tion into  the  outflow  tract  of  the  right  ventricle 
showed  pulmonic  stenosis.  There  was  no  simulta- 
neous filling  of  the  aorta  and  pulmonary  artery 
(Fig.  7).  A right  heart  catheterization  (Table  7) 
revealed  a right  ventricular  pressure  suhstantially 
higher  than  systemic  pressure  and  a large  gradient 
across  the  pulmonic  valve.  The  right  atrial  pressure- 
pulse  revealed  a tall  A wave  measuring  12  mm.  Hg. 
Decholin®  was  injected  into  the  right  ventricle  and 
reached  the  tongue  in  seventeen  seconds.  .A.fter  in- 
jection into  the  right  atrium,  Decholin®  reached  the 
tongue  in  seven  seconds. 

At  surgery,  a tight  pulmonic  valvular  stenosis 
was  found  and  relieved.  The  foramen  ovale  was 
patent,  and  the  tricuspid  valve  was  normal.  The 
ventricular  se])tum  was  intact. 

Comment 

In  both  cases  the  pulmonic  valves  were  severely 
stenotic,  their  orifices  admitting  only  a fine  wire. 


The  right  ventricle  in  the  first  case  was  decom- 
pressed hy  the  development  of  functional  tricuspid 
regurgitation.  This  obscured  the  diagnosis.  With- 
out this  compensatory  mechanism  it  is  probable 
that  there  would  have  been  progressive  right  ven- 
tricular dilatation  and  death.  In  the  second  case  the 
right  ventricle  was  decompressed  hy  a right-to-left 
atrial  shunt.  This  too  obscured  the  diagnosis.  It  is 
probable  that  the  second  patient  had  extensive  de- 
velopment of  bronchial  collateral  arteries,  and  that 
this  mechanism  suhstantially  enhanced  the  pul- 
monary l)lood  flow.®-^*’ 


Fig.  7.  Selective  angiocardiogram  showing  pulmonic 
valvular  stenosis  with  post-stenotic  dilatation  of  the 
pulmonary  arter>-.  The  aorta  and  pulmonary  artery- 
do  not  fill  simultaneously. 


FEBRUARY,  1964 
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Table  7.  SUMMARY  OF  DATA  ON  CASE  7 


D.\te 

.Age 

Wt.  Lb.s. 

EKG 

X-R.\y 

Murmurs 

Clinic  Ai.  State 

HCT 

12-58 

58 

132  (60.0  Kg.) 

RVH 

ABN 

LS-LSB 

Wry  Poor 

75% 

5-60 

60 

132  (60.0  Kg.) 

RA'H 

ABN 

LS-LSB 

Good 

63% 

C.ATHETERIZ.ATION  RESULTS 

: G- 

OXYGEN  SATUR.ATION 

R\^ 

PA 

FA  BA 

12-58 

68.0 

66.0 

84.0  — 

5-60 

93.0* 

C.ATHETERIZ.ATION  RESULTS 

: PK 

:ESSURES  IN  MILLIMETERS  OF 

MERCURY 

RV 

PA 

FA  BA 

12-58 

150/20 

20/10 

— 140/90** 

LEGEND  FOR  TABLE  7 


Wt.  Lbs.  = weight  in  pounds,  * = A femoral  artery  sample  was  obtained  on  a follow-up 
examination.  No  catheterization  was  done  in  I960.  * * = This  pressure  taken  with  a 

sphygmomanometer  using  both  the  auscultatory  and  palpation  methods.  HCT  = hemato- 
crit, RVH  = right  ventricular  hypertrophy,  ABN  = abnormal  (see  text),  LS-LSB  = loud 
systolic  murmur-at  the  left  sternal  border,  RV  = right  ventricle,  PA  = pulmonary 
artery,  FA  = femoral  artery,  BA  = brachial  artery. 


Summary 

Cases  have  l)een  reported  which  demonstrate  ( 1 ) 
improvement  of  left-to-right  shunts  by  apparent 
reduction  in  size  of  ventricular  septal  defects, 
(2 ) obstruction  of  a large  ventricular  septal  defect 
in  a cyanotic  case  of  Fallot's  tetralogy,  (3  ) develop- 
ment of  infundibular  obstruction  with  reduction  of 
a left-to-right  shunt,  and  (4)  the  occurrence  of 
severe  tricuspid  regurgitation  or  a right-to-left 
atrial  shunt  in  cases  of  severe  pulmonic  stenosis. 

Spontaneous  intracardiac  com])ensation  of  a 
hemodynamic  fault  may  ( 1 ) restore  virtually  nor- 
mal hemodynamics,  (2)  beguile  a physician  into 
thinking  that  a complicated,  possibly  inoperable 
lesion  is  simple,  ( 3 ) render  surgery  superfluous, 
(4)  cause  a simple,  operable  lesion  to  ap])ear  com- 
plicated and  inoperable,  and  ( 5 ) he  adequate  to 
sustain  life  until  an  ideal,  low-risk  operation  is 
available. 
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Modern  Cadillacs  24-Hour  Service 

Radio  Dispatched  Oxygen-Equipped 


SERVING  RHODE  ISLAND 


Physician’s  Ambulance  Service,  Inc. 


‘ nee’s  cnlii 


ly  i^eim/e  S^w/uda  / 


^^nviee  ” 


138  Atwood  Street  Providence,  R.  I. 

Phone:  UN  1-7200 


CAN  YOU  NAME  IT.> 

( See  Page  56. ) 

Answer:  Appendiceal  abscess. 

The  cecum  and  terminal  ileum  show  ex- 
trinsic compression  and  displacement  by  a 
paracecal  mass  without  evidence  of  mucosal 
alteration.  The  changes  are  quite  charac- 
teristic. 
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RESOLUTIONS  ADOPTED  ON  THE  DEATH  OF 
DOCTOR  J.  MURRAY  BEARDSLEY 


/.  By  the  House  of  Delegates  of  the  Rhode  Island 

Medical  Society 

WHEREAS  Doctor  J. 
Murray  Beardsley  served 
the  Rhode  Island  Medical 
Society  alily  and  with 
distinction  as  its  elected 
Treasurer  from  May, 
1959,  until  his  death  on 
January  15,  1964,  and 

WHEREAS  Doctor 
Beardsley  also  gave  gen- 
erously of  his  time  and 
ability  to  many  of  the 
Societ3’’s  activities,  in- 
p eluding  many  years  of 
j^articipation  as  a mem- 
ber of  the  committee  on  arrangements  for  the 
annual  scientific  meetings,  as  a mem1)er  of  the 
Council  and  of  the  House  of  Delegates,  and  as 
Treasurer  of  the  Providence  Aledical  Association 
from  1947  to  1951,  and 

WHEREAS  he  was  a leader  in  promoting  surgical 
training,  in  developing  specialized  care  for  the 
severely  ill  patient,  and  distinguished  in  clinical 
research,  and 

WHEREAS  he  also  served  the  people  of  Rhode 
Island  as  an  outstanding  physician  and  surgeon, 
heading  the  surgical  staff  at  Rhode  Island  Hospital 
for  ten  years  and  at  the  Charles  V.  Chapin  Hospital 
for  thirteen  years,  Xow  therefore, 

BE  IT  RESOLVED  that  the  House  of  Delegates  of  the 
Rhode  Island  iMedical  Society,  assembled  in  meet- 
ing on  this  29th  day  of  January,  1964,  does  hereby 
express  its  deep  regret  upon  the  death  of  Doctor 
J.  Murray  Beardsle\-,  and  its  sincere  sym|)athy  to 
his  widow. 

11.  By  the  Rhode  Island  General  Assembly 

Doctor  James  Murra\"  Beardsley,  outstanding 
surgeon  and  medical  innovator,  died  MTdnesday, 
January  15,  1964. 


Doctor  Beardsley  had  a long  and  distinguished 
medical  career  in  Rhode  Island,  beginning  with  his 
internship  at  Rhode  Island  Hospital  in  1929.  He 
left  briefly  to  accept  a residency  in  Xew  York,  hut 
returned  in  1931  to  establish  private  practice.  At 
that  time  he  became  a member  of  the  Rhode  Island 
Hospital  staff'  and  continued  to  be  one  until  his 
death. 

During  World  War  1 1 he  was  a member  of  the 
Army’s  48th  Evacuation  Hospital,  a unit  which 
went  directly  into  service  from  Rhode  Island  Hos- 
pital. Doctor  Beardsley  was  separated  from  the 
Army  in  1946  as  a Lieutenant  Colonel. 

.\t  the  Rhode  Island  Hospital  he  headed  the  team 
which  created  the  original  sixteen  bed  intensive 
care  unit,  which  has  since  been  widely  adojited  in 
other  hospitals  and  is  recognized  as  an  important 
advance  in  post-operative  treatment  of  surgical 
patients. 

Doctor  Beardsley  held  imjiortant  positions  in  the 
hospital.  He  was  president  of  the  medical  staff"  in 
1951  and  chief  of  surgery  for  ten  years,  after  which 
he  became  senior  consultant  to  the  department  of 
surgery. 

He  was  surgeon-in-chief  at  the  Charles 
Chapin  Hospital  from  1946  to  1959.  For  some  years 
he  was  a consulting  surgeon  at  the  \'eterans  Ad- 
ministration Hospital.  Aliriam,  Woonsocket,  Our 
Lady  of  Fatima,  and  Westerh'  hospitals. 

He  was  a member,  officer  and  fellow  of  numerous 
medical  societies,  ranging  from  the  local  to  the 
international. 

Alen  with  such  great  abilities  are  rare  and  his 
death  is  a great  loss  to  the  communit\' ; now.  there- 
fore. he  it 

RESOLVED,  that  the  General  Assembly  of  the  State 
of  Rhode  Island  and  Providence  Idantations  does 
hereby  express  deep  regret  upon  the  death  of 
Doctor  James  iMurra)’  Beardsley,  outstanding  sur- 
geon and  medical  innovator  ; directing  the  Secretary 
of  State  to  transmit  a duly  certified  copy  of  this 
resolution  to  i\Irs.  J.  IMurray  Beardsley,  his  widow. 


Editorials 


MATHEMATICS,  MEDICINE  AND  BIOLOGY 


T ORD  Kelvin  said,  in  effect,  that  there  is  no 
science  if  the  material  studied  does  not  fit 
mathematical  representation.  Much  deeper  is  this 
meaning  than  the  mere  cloaking  of  a field  of  study 
in  mathematical  symbolism.  AInch  more  is  needed 
to  make  it  a respectable  science.  A stage  of  the 
development  of  a science  has  occurred  when  applied 
mathematics  finds  increasing  areas  of  application. 
This  stage  permits  the  full  flowering  of  the  field  of 
inquiry  into  a true  science.  This  distinction  is  neces- 
sary to  avoid  the  loose  thinking  and  confusion  that 
surround  the  increasing  use  of  mathematics  in 
medicine  and  the  erroneous  belief  that  mathematics 
in  medicine  is  synonymous  with  the  use  of  the 
computer.  Use  of  the  computer  merely  indicates 
that  medical  material  and  biologic  study  are  being 
approached  in  mathematical  terms  and  theor}',  for 
which  the  computer  may  do  some  of  the  work. 
Statistics  and  statistical  analysis  are  not  “math- 
ematics, medicine  and  biology”  either,  hut  merely 
a small  phase  of  it,  and  hear  the  same  relation  to 
mathematical  biology  and  medicine  as  does  the 
computer. 

Whlliam  Hiss  epitomized  the  true  concept  of 
mathematical  biology  in  his  statement,  “The  ulti- 
mate aim  of  embryology  is  the  mathematical  deriva- 
tion of  the  adult  from  the  distribution  and  growth 
in  the  germ.”  Biology  and  medicine  are  sciences 
dealing  with  living  material.  They  may  well  need  a 
mathematics  of  their  own,  apart  from  the  math- 
ematics of  the  physical  world.  If  what  has  been  true 
in  the  past  in  physics,  and  especially  atomic  physics, 
is  applicable  to  biological  science,  then  the  hard  core 


of  liiological  phenomena  will  he  reduced  to  pure 
mathematics.  This  mathematics,  when  it  is  first 
introduced,  may  he  as  radical  as  the  theory  of  rela- 
tivity and  the  geometry  of  curved  space. 

If  this  conjecture  about  the  development  of  math- 
ematical biology  is  correct,  and  historically  it  should 
be,  then  the  encouragement  of  its  study  is  warranted. 
Alodern  pure  mathematics  and  physics  which  made 
possible  atomic  fission  did  not  s])ring  dc  }wvo  out 
of  the  brain  of  Einstein,  hut  rather  was  carefully 
built  on  the  work  of  Riemann  and  the  great  school 
of  mathematics  and  physics  at  Gottingen.  These 
men  and  their  intellectual  ideas  were  fostered  and 
nurtured  in  a department  made  great  by  Gauss  as 
its  head.  Departments  of  mathematical  biology  have 
been  established  in  several  universities  to  develop 
the  special  discipline  of  medical  biology.  It  is  hoped 
that  here  the  mathematics  of  biology  will  flower. 

These  concepts  were  developed  by  Doctor 
Nicholas  Rashevsky,  Chairman  of  the  Committee 
on  Alathematical  Biology  at  the  Universitv  of 
Chicago,  in  the  opening  address  at  the  Convocation 
of  the  One  Hundredth  Anniversary  of  the  Rhode 
Island  Hospital,  the  theme  of  which  was  “Medical 
Care  in  Tomorrow’s  W’orld.”  His  address  is  pub- 
lished in  this  issue  of  the  Journal. 

Great  hope  for  the  future  must  be  based  upon 
great  ideas.  Great  ideas  can  he  stimulated  in  the 
proper  environment  of  pure  science.  As  physicians, 
it  is  well  that  we  support  morally,  intellectually,  and 
financially  this  quest  for  the  key  to  the  future  of  our 
art  and  science. 


THE  ABUSED  CHILD,  PARENTS,  AND  THE  LAW 


PROBLEM  OF  THE  PHYSICALLY  ABUSED  child 

is  not  a pleasant  one.  Is  the  incidence  increasing  ? 
Although  reliable  statistics  are  not  available,  the 
suliject  has  been  discussed  with  increasing  fre- 
quency in  the  medical  literature  and  in  the  lay  press. 
The  Children’s  Division  of  the  American  Humane 
Society  collected  during  the  period  of  January  to 
December  1962  in  the  newspapers  of  48  of  the  50 
states  a total  of  662  cases  of  child  abuse.  The  victims 
ranged  in  age  from  early  infancy  through  seventeen 


years.  Alore  than  half  of  the  children  were  under 
four  years  of  age,  while  barely  ten  per  cent  were 
over  ten.  More  significant  is  the  fact  that  81  per  cent 
of  the  178  children  who  died  were  under  four  years 
of  age,  and  53.9  per  cent  were  under  two  years 
of  age. 

The  pediatricians,  judges,  lawyers,  social  work- 
ers, and  other  child  care  experts  who  attended  the 
United  States  Children’s  Bureau  National  Confer- 
ence in  Washington,  D.C.,  in  1962  recommended 
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the  drafting  of  a model  state  law  to  protect  the 
physically  abused  child. 

In  1963  the  Rhode  Island  Division  of  Child 
Welfare  Services  reported  that  some  nine  cases  of 
child  abuse  in  this  state  had  been  brought  to  their 
attention.  This  probably  represents  only  a small 
fraction  of  the  actual  total  number  of  cases : but 
statistics  are  misleading,  since  in  most  instances 
pbvsicians  or  others  involved  in  child  care  have 
often  failed  to  report  cases  because  they  are  not  sure 
of  the  best  procedure  to  follow.  Suspicion  without 
])roof  may  not  be  sufficient  justification  for  inter- 
ference. The  larger  problem  of  parental  neglect  is 
clearly  related.  There  is  need  for  precise  legislation 
for  protection  of  children  against  physical  mistreat- 
ment, clear  definitions  of  what  constitutes  child 
abuse,  and  a practical  plan  for  management  of  such 
cases. 

Legislation  was  introduced  in  11  states  in  1963 
requiring  that  doctors  report  cases  of  child  abuse. 
Statutes  were  adopted  by  the  legislatures  in  seven 
of  the  states.  The  Rhode  Island  Medical  Society 
through  its  Advisory  Committees  on  Social  M'el- 
fare  and  Child  Health  is  actively  participating  with 
other  professions  and  agencies  in  sponsoring  legis- 
lation for  this  purpose.  A meeting  of  the  subcom- 
mittee of  the  Child  M’elfare  Services  Advisory 
Committee  of  the  Rhode  Island  Department  of 
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Social  \\Tlfare  was  held  in  Providence  in  December 
1963  to  study  the  need  for  such  legislation.  There 
were  present,  in  addition  to  representatives  of  the 
Medical  Society,  delegates  from  the  bar ; familv 
court ; police  department ; state  bealth  department : 
social,  welfare,  and  private  organizations ; elected 
state  officers  ; and  leading  citizens  of  thecommunitv. 
.\11  available  information  and  statistics  involving 
cbild  abuse  were  presented  and  discussed.  It  was 
the  unanimous  opinion  of  those  present  that  the 
State  of  Rhode  Island  should  promptly  develop 
legislation  so  that  it  may  fulfill  its  obligations  in 
l)reventing  a repetition  of  the  unhappy  experience 
of  1962  during  which  year  178  deaths  due  to  child 
abuse  were  reported. 

This  is  not  a political  issue ; it  is  a humane  issue. 
Making  a parent  responsible  is  sometimes  more 
difficult  than  making  a child  responsible.  Passing  a 
law  will  not  automatically  guarantee  protection  to 
these  unfortunate  children  : but  a law  requiring  the 
reporting  by  physicians  and  institutions  of  physical 
abuse  of  children,  and  providing  immunitv  to  the 
reporting  agents  or  agencies  from  any  liability,  civil 
or  criminal,  is  essential.  It  will  incidentally  provide 
the  necessary  protective  social  services.  In  accord- 
ance with  the  recommendation  of  the  United  States 
Children’s  Bureau  this  model  law  should  be  passed 
forthwith. 


PHENYLKETONURIA 


■p  HEXYLKETOXURiA  ( PKU ) is  oue  of  a variety  of 

inborn  errors  of  metabolism  which  may  be  asso- 
ciated with  brain  damage.  Each  of  the  several  amino 
acid  disorders  exhibits  a formidable  maze  of  bio- 
chemical, clinical,  and  genetic  features.  All  have  in 
common  a known  or  presumed  block  in  the  metabo- 
lism of  a specific  amino  acid,  with  resulting  elevation 
of  the  specific  amino  acid  or  one  of  its  metabolites 
in  the  blood.  When,  because  of  high  plasma  con- 
centration, glomerular  filtration  of  the  amino  acid 
exceeds  the  cai)acity  of  the  kidney  tubides  to  reab- 
sorb it,  the  concentration  of  the  amino  acid  in  the 
urine  is  also  increased. 

Phenylketonuria,  first  described  by  the  Norwe- 
gian chemist  Foiling  in  1934,  is  important  to  the 
I)hysician  for  the  following  reason.  When  detected 
early,  it  can  be  treated  by  a diet  which  is  low  in 
j)henylalanine  but  otherwise  adequate,  thus  reduc- 
ing both  the  level  of  phenylalanine  in  the  blood  and 
the  level  of  its  breakdown  products  in  the  urine 
( i)henylpyruvic  acid  and  idienylacetic  acid  i . Be- 
cau.se  the  most  consistent  clinical  feature  of  PKL’  is 
mental  retardation,  which  appears  usually  before 
the  fifth  month  of  life,  early  detection  is  imperative. 
Children  afflicted  with  PKU.  born  with  apparently 
normal  intellectnal  potential,  will  without  treat- 


ment develop  progressive  central  nervous  system 
deterioration  during  the  first  four  years  of  life. 
Epileptic  attacks  are  present  in  25  per  cent  of  the 
children,  although  seizures  decrease  in  severity 
with  increasing  age.  Akinetic  attacks  and  massive 
“flexion  spasms”  may  occur,  and  in  some  cases 
electroencephalographic  abnormalities  including 
hypsarrhythmia. 

Phenylketonuria  is  inherited  as  a simple  Men- 
delian  recessive  character.  Genes,  through  the 
mediation  of  the  desoxyribonucleic  acid  (DXA) 
mechanism,  serve  as  guides  in  arranging  the  amino 
acids  during  the  formation  of  the  various  proteins. 
The  specific  defect  in  PKL"  is  the  failure  of  an 
important  enzyme,  phenylalanine  hydroxylase,  to 
develop  in  the  liver  after  birth.  Enzymes  are 
proteins.  The  genetic  fault  in  PKE",  according  to 
current  concepts,  is  the  presence  of  a mutant  gene 
which  results  in  the  formation  of  an  analogue  of 
this  enzyme,  which  is  deficient  in  its  structure  in 
such  a way  as  to  be  inactive.  Because  of  this  enzyme 
deficiency.  j)henylalanine.  which  makes  up  4 to  6 
per  cent  of  dietary  protein,  cannot  be  converted  to 
tyrosine,  which  is  then  metabolized  to  form  other 
compounds.  As  a result,  phenylalanine  accumulates 
in  the  blood,  and  the  products  of  its  incomplete 
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metal)olism  spill  over  into  the  urine. 

Physical  signs  in  PKU  are  few.  The  ])atient. 
usually  smaller  than  average  in  size,  frequently 
suffers  from  eczema.  Since  phenylalanine  has  the 
ca])ahility  of  inhihiting  the  enzyme  tyrosinase 
necessary  to  the  production  of  melanin,  decreased 
melanin  formation  results.  Irrespective  of  heredi- 
tary’ determinants,  the  patients  will  generally  he 
blond  and  hlue-eyed,  and  have  a lightly  pigmented 
skin.  The  urine  has  been  described  as  having  a 
“musty”  or  “mousy”  odor.  This  is  apparently 
caused  by  the  hydrolytic  decomposition  of  phenyl- 
acetylglutamine  in  the  urine,  with  conse(|uent 
liberation  of  phenylacetic  acid  which  has  a char- 
acteristic pungent  odor.  None  of  these  findings  is 
])athognomnnic  of  PKU.  The  diagnosis  must  he 
confirmed  by  laboratory  tests. 

The  ])rohlem  of  routine  testing  for  PKU  of  all 
infants  in  America  is  a complicated  one.  Yet  it 
offers  e.xciting  possibilities,  for  treatment  with  a 
diet  low  in  phenylalanine  can  prevent  mental 
retardation.  The  mass  screening  of  infants  and 
children  for  PKU  should  he  the  primary  respon- 
sibility of  the  physician,  assisted  by  the  State 
Health  Department. 

Phenylketonuria  occurs  about  once  in  every 

8.000  births.  In  Rhode  Island,  which  records  about 

18.000  births  per  year,  two  new  cases  a year  may 
be  expected.  The  Rhode  Island  State  Health 
Department  created  a section  for  metabolic  diseases 
in  1958  for  the  control  of  this  and  other  disorders. 
The  Rhode  Island  Medical  Society,  with  the  co- 
oi)eration  of  the  State  Health  Department,  initiated 
in  1962  a statewide  program  for  screening  and 
testing  urines  for  PKU.  Approximately  21,000 
tests  have  been  recorded  to  date ; one  case  of  PKU 
has  been  discovered  through  the  testing  program. 
Yet  this  is  not  expensive  compared  to  the  saving 
in  human  misery  and  to  the  total  cost  in  dollars  to 
society  for  the  lifetime  custodial  care  of  one  severely- 
retarded  child,  estimated  to  be  $100,000. 

Breakdown  products  of  PKU  do  not  appear  in 
the  urine  until  the  second  or  third  week  of  life,  and 
in  some  cases  not  until  the  sixth.  A diagnostic  PKU 
kit  is  given  to  each  mother  as  she  leaves  the  hospital 
with  her  newborn.  She  is  instructed,  when  the 
infant  is  six  weeks  of  age,  to  saturate  with  the 
baby’s  urine  the  piece  of  filter  paper  which  is  pro- 
vided in  the  kit.  The  specimen  is  forwarded  to  the 
State  Health  Department  for  PKU  testing.  It  is 
essential,  after  obtaining  an  abnormal  urine  test, 
to  determine  the  serum  phenylalanine,  which  is  the 
only  conclusive  method  of  confirming  the  diag- 
nosis. Although  this  method  has  been  extremely 
useful,  it  is  now  generally  accepted  that  the  urine 
PKU  test  is  inadequate.  It  is  applied  rather  late  for 
maximum  benefit,  generally^  after  the  fourth  to 


sixth  week  of  life ; it  is  often  ap])lied  incorrectly ; 
and  “false  negative”  reactions  may  occur  with  the 
result  that  patients  are  missed.  false  negative 
may  result  if  the  urine  specimen  is  not  fresh. 

The  Child-School  Health  and  the  Perinatal  -Mor- 
tality Committees  of  the  Rhode  Island  Medical 
Society  and  its  House  of  Delegates  have  all  urged 
the  adoption  of  the  more  dependable  Cuthrie  test. 
Effective  IMarch  1,  1964,  the  Rhode  Island  State 
1 lealth  Department,  in  co-operation  with  the  Rhode 
Island  Medical  Society,  will  introduce  the  Guthrie 
Inhibition  Assay  Test  to  rei)lace  the  urine  test 
(ferric  chloride)  in  the  Phenylketonuria  (PKU) 
Control  Program. 

The  Guthrie  Test  is  based  on  the  princii)le  that 
phenylalanine  and  its  breakdown  ])rodncts  ])henyl- 
acetic  acid  and  phenylpyruvic  acid  specifically  pre- 
vent inhibition  of  the  growth  of  Bacillus  subtilis  by 
B-2-thienylalanine  added  to  a special  blood  agar 
culture  medium.  The  test  consists  of  api)lying  a drop 
of  fresh  blood  obtained  from  the  heel  of  the  infant 
to  a small  piece  of  filter  paper.  After  drying,  a disc 
of  the  paper  is  placed  on  the  agar  surface  of  the 
inoculum.  GrozvtJi  of  the  organism  near  the  disc  in 
the  special  medium  indicates  a positive  test  and 
excess  phenylalanine  content.  Absence  of  growth 
indicates  a negative  test.  The  State  Health  Depart- 
ment has  set  up  laboratory  facilities  for  doing  the 
Guthrie  Test  for  PKU  on  a mass  basis. 

The  Guthrie  Test  appears  to  have  great  promise. 
It  is  now  recommended  that  it  he  used  e.xtensively 
to  test  all  hospital  nursery  infants  before  discharge 
from  the  hospital.  Each  specimen  will  be  sent  to  the 
Rhode  Island  State  Health  Department  for  anal- 
ysis. As  an  additional  safeguard,  it  is  recommended 
that  a second  Guthrie  Test  be  done  between  tbe 
fourth  and  six  weeks  of  life.  The  specimen  for  this 
second  test  is  obtained  l)y  the  physician  and  for- 
warded to  the  State  Health  Department  for  deter- 
mination. A PKU  testing  kit  is  provided  for  this 
purpose.  Positive  or  suspicious  laboratory  results 
will  be  reported  to  the  phy^sician.  In  addition,  there 
will  he  provided  upon  request  more  definitive  lab- 
oratory services,  medical  consultation,  and  dietary 
substitutes  for  proven  PKU  patients. 

\Ve  are  now  presented  with  a rare  opportunity  to 
prevent  a type  of  mental  retardation.  Evidence  is 
clear  that  in  phenylketonuria,  a disorder  associated 
with  mental  retardation,  early  treatment  offers  the 
genuine  hope  of  normal  intellectual  and  physical 
development.  At  the  present  time,  few  abnormali- 
ties of  amino  acid  metabolism  are  well  documented. 
Others  remain  to  be  elucidated,  l)ut  recent  investi- 
gations indicate  that  we  may  expect  further  discov- 
eries in  the  realm  of  the  “new”  metabolic  diseases. 
In  the  meantime  physicians  are  urged  to  participate 
in  this  program  of  PKU  detection. 
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DNA  PRIMER 


IT  IS  NOW  WELL  ESTABLISHED  that  riboiiucleic  acid 
( RXA)  has  a key  role  in  protein  synthesis. 
RX.\  is  composed  of  chains  of  four  nucleotides. 
The  nucleoticle  molecule  contains  one  each  of  the 
following  units : phosphoric  acid,  ribose  (a  pentose, 
or  5-carbon  sugar),  and  a purine  base.  The  four 
nucleotides  of  the  RXA  molecule  contain  one  each 
of  the  following  purine  basis : adenine,  guanine, 
cystosine.  and  thymine. 

Desoxyribonucleic  acid  ( DN^A  ) . a component  of 
chromatin,  the  genetic  stuff  of  cell  nuclei,  is  simi- 
larly constructed,  except  that  each  pentose  unit  is 
deficient  in  one  oxygen  atom  (d-2-desoxy-ribose). 
Since  1944  it  has  been  known  that  the  genetic  in- 
structions for  protein  synthesis  are  contained  in  the 
structure  of  DXA.  X-ray  diffraction  and  other 
studies  haye  indicated  that  the  molecule  of  DX^^A 
has  a double  helical  structure,  i.e.,  two  spiral  coil 
sjirings  lying  parallel  and  next  to  each  other,  with 
bonds  between  them. 

Protein  synthesis  results  from  the  integrated 
action  of  three  types  of  RX’^A  : (1)  ribosoinal, 
(2)  messenger,  and  (3)  soluble.  The  messenger 
RXA  becomes  attached  to  ribosomal  RXA  and 
then  acts  as  a receiyer  for  soluble  RX'A  molecules, 
which  haye  the  important  function  of  carrying  indi- 
yidual  amino  acids.  Because  of  this  specialized 
function,  soluble  RX^A  is  also  called  “transfer”  or 


“adaptor”  RXA.  Its  symbol  is  sRX’^A.  This  reac- 
tion can  he  summarized  as  follows  : 

Ribosomal  RX^A  4-  Messenger  RXA 

Ribosomal  RX"A-i\Iessenger  RX’^A 
Ribosomal  RXA- Messenger  RXA  4-  sRXA- 

amino  acid  ^ Ribosomal  RX^A- Messenger 
RX’^A-amino  acid  -f  sRX'A 
M'here  does  DX"A  come  into  the  picture?  Eyi- 
dence  indicates  that  the  genetic  chromatin  material 
DX^A  acts  as  a template  or  pattern  for  a comple- 
mentary RX^A  molecule  — more  specifically  the 
messenger  RX"A.  The  order  of  the  amino  acids 
aligned  on  the  messenger  RN A-  ribosomal  RX"A 
complex  is  determined  by  specific  pairing,  between 
the  messenger  template  ( DX^A  ) nucleotides  and 
those  of  the  sRXA  molecule.  Thus  the  DX^A  code  is 
transcribed  on  the  messenger  RX"A  and  then  trans- 
lated by  the  sRX’^A  into  an  ordered  arrangement  of 
amino  acids.  The  amino  acids  are  then  joined  to- 
gether through  peptide  linkages  into  specific  pro- 
teins by  enzyme  action. 

Simple  examples  of  protein  synthesis  using  a 
DX’^A  template  haye  been  carried  out  in  seyeral 
laboratories.  The  answers  to  a number  of  problems 
in  cancer,  yiral  diseases,  and  genetic  aberrations 
probably  lie  in  alterations  and  disturbances  in  this 
system. 


AIMS  RESTATED 


■piBLISHED  ELSEWHERE  IX  THIS  ISSUE  (the 

Editor’s  Alailhox)  is  a communication  from 
Professor  M.  V.  Edds,  Jr.,  Chairman  of  the.Diyi- 
sion  of  INIedical  Sciences  at  Brown  Uniyersity,  in 
which  he  restates  the  aims  of  the  Medical  Science 
program  at  the  Uniyersity.  We  are  pleased  that  the 
physicians  of  Rhode  Island  will  haye  the  oppor- 
tunity to  read  and  study  his  interesting  comments. 

At  the  same  time  it  giyes  us  an  occasion  for  some 
editorial  ruminations  on  the  subject.  Doctor  Edds 
is  of  the  opinion  that  “Brown  Uniyersity ’s  new 
program  in  Medical  Science  is  widely,  but  errone- 
ously, helieyed  to  be  aimed  exclusiyely  at  producing 
scientists  and  research  physicians.”  We  were  not 
aware  of  any  such  widespread  “misconception.” 
We  can  at  least  assure  that  these  columns  do  not 
entertain  such  fears  or  misconceptions.  M'ith  the 
increasing  complexity  of  medical  science  and  medi- 
cal practice,  we  shonld,  in  fact,  consider  a strongly 
scientific  orientation  an  excellent  qualification  for 
either  the  jiracticing  physician  or  the  medical  scien- 
tist ( M.D.  or  I’h.D.  j. 

Since  the  release  in  June,  1961,  of  the  academic 


feasibility  report  on  medical  education  in  Brown 
E'niyersity,  the  direction  of  the  present  program 
has  been  clear.  There  is  no  reason  to  he  surprised 
at  Doctor  Edds’  statement  “that  the  program  leads 
to  the  degree.  IMaster  of  IMedical  Science,  and  that 
it  will,  therefore,  not  be  producing  physicians  of 
any  kind.”  He  further  points  to  the  admirable  goal 
of  graduating  “a  series  of  men  and  women  who  are 
unusually  well  grounded  in  the  sciences  basic  to 
medicine,  who  understand  how  these  relate  to  clin- 
ical prolilems,  who  haye  encountered  the  humane 
and  social  studies  in  sufficient  depth  to  appreciate 
their  releyance  to  human  health  and  disease,  and 
who  in  the  long  rnn  may  become  leaders  in  their 
chosen  fields.” 

W'e  are  disappointed,  neyertheless.  that  Brown 
Uniyersity  has  not  more  directly  accepted  the  chal- 
lenge of  educating  physicians,  whether  they  he 
practitioners,  educators,  or  scientists.  Some  of  our 
earlier  editorial  comments  in  this  matter  seem  eyen 
now  to  haye  yalidity.  In  January  of  1960  we  stated  : 
“In  Proyidence  there  are  already  in  existence  large 
and  modern  hospital  Imildings  each  with  a high 
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patient  census  and  a wealth  of  clinical  material, 
and  more  bed  capacity  is  to  be  constructed  in  the 
near  future.  If  increased  medical  teaching  facilities 
are  to  be  brought  to  New  England,  Providence  is 
emphatically  the  logical  site.” 

Further  comments  puldished  in  these  columns  in 
July,  1961,  after  the  release  of  the  academic  feasi- 
bility report,  have  equal  relevance,  we  believe,  at 
this  time,  and  are  worth  reprinting;  “W'e  feel  . . . 
that  the  proposed  plan  is  rather  better  calculated  to 
attract  students  to  the  biological  science  depart- 
ments, than  to  recruit  superior  scholars  for  clinical 
medicine  and  medical  research.  This  result  is  per- 
haps not  unexpected  considering  the  orientation  of 
the  faculty  panel  on  ‘academic  feasibility’  which  has 
been  responsible  for  drawing  up  this  plan. 

”...  The  outstanding  successful  medical  schools 
in  the  country  practically  all  have  facilities  and 
faculties  largely  additional  to  and  somewhat  inde- 
])endent  of  other  college  or  university  components. 
Undergraduate  or  graduate  biological  science  de- 
l)artments  are  not  of  the  substance  or  bent  required 
to  constitute  a first-rate  medical  school.  . . . 

“Certainly  adequate  teaching  of  human  anatomy 
and  pathology  [which  are  taught  in  the  pre-clinical 


years]  is  of  (|uite  a dift'erent  order  than  is  generally 
found  in  academic  institutions.  Furthermore,  hos- 
pital affiliations  are  neces.sary  even  in  the  ‘])re- 
clinical’  years  for  proper  orientation  in  the  teaching 
of  these  disciplines,  as  well  as  for  the  related  physi- 
cal diagnosis  now  usually  taught  during  the  ])re- 
clinical  years.” 

It  is  relevant  and  imj)ortant  to  these  latter  aims 
that  the  existing  hospitals  in  the  metropolitan  area 
he  nurtured  and  strengthened.  To  attain  this  goal  it 
is  necessary  to  attract  outstanding  young  scientists 
and  medical  educators  to  these  institutions.  These 
young  men  seek  and  demand  university  faculty 
appointments,  an  aspiration  from  which  the  uni- 
versity cannot  stand  aloof.  The  university  and  the 
hospitals  have  compelling  reciprocal  interests. 
These  affiliations  should  he  substantial  and  in  depth. 

Although  we  do  not  as  yet  discover  sufficient 
reasons  to  dismiss  our  reservations  concerning  the 
long-range  accomplishments  of  Brown’s  limited 
experiment  in  medical  education,  we  are  happ\-  to 
receive  and  to  record  Doctor  Fdds’  further  assur- 
ances of  the  firm  intentions  of  Brown  University 
vigorously  to  pursue  excellence  in  this  undertaking. 
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Some  investment 
information  on 
TAX-FREE  bonds 
of  interest  to 
professional 
people 


You  are  cordially  invited  to  send  for  a 
free  booklet  which  points  out  many  of 
the  reasons  why  we  feel  medical  doctors 
and  other  professional  people  are  finding 
municipal  bonds  a high  quality  invest- 
ment opportunity. 


For  Example: 

• Security  second  only  to  government 
bonds. 

• Consistent  regular  income. 

• Interest  exempt  from  Federal 
Income  Tax 

• Marketability 


Write  today  for  this  free  and  informative 
brochure. 


G.H.4A/ALKEE^  CO. 
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MILK  COMMISSION  REPORT  — PROVIDENCE  MEDICAL  ASSOCIATION,  1963 


CERTIFIED  MILK  ill  Provideiice  during  1963  was 
obtained  from  the  following  farms : Cherry  Hill 
Farm,  North  Beverly.  Mass. : Hampshire  Hills 
Farm,  Wilton,  X.  H. ; Hillside  Farm.  Cranston, 
R.  1. 

Through  the  courtesy  and  co-operation  of  the 
Boston  Commission  we  have  accepted  their  certifi- 
cation of  one  farm  from  Massachusetts  and  one 
from  New  Hampshire. 

-All  of  the  herds  are  under  State  and  Federal 
supervision  and  are  free  from  Tuberculosis  and 
Brucella  abortus  infections. 

\'itamin  D Certified  iMilk  is  defined  as  whole 
Certified  Milk  rendered  antirachitic  by  irradiation 
or  by  the  addition  of  a concentrate  and  shall  he  of 
sufficient  vitamin  potency  to  show,  by  biological 
assay,  a content  of  at  least  400  U.S.P.  units  per 
quart. 

Certified  Fat-free  (Skim)  Milk,  containing  not 
more  than  0.05  per  cent  butter  fat.  and  with 
\dtamin  A added  has  conformed  to  the  standards 
set  by  the  American  Association  of  iMedical  Milk 
Commissions. 

During  the  past  year  the  analysis  of  milk  samples 
has  been  performed  in  the  laboratory  of  the  Milk 
Department  of  Providence,  which  is  located  at  the 
Charles  V.  Chapin  Hospital.  Doctor  Joseph  Smith, 
the  Milk  Inspector,  and  his  assistant,  Mr.  Richard 
S.  AlcKenzie,  have  been  most  co-operative  in  doing 
this  work  for  the  Milk  Commission. 

The  Commission  approved  an  announcement 


from  H.  P.  Hood  Company  regarding  Lo-Sodium 
Certified  Milk.  This  Commission  accepts  Certified 
iMilk  products  from  the  Boston  Commission  and 
Lo-Sodium  milk  is  another  product  made  from 
Certified  Milk. 

The  Sanitary  Inspector  is  appointed  by  the  Com- 
mission to  sujiervise  the  sanitary  conditions  at  the 
farm  and  the  physician  is  responsible  for  the  health 
of  the  employees  at  the  farm.  Both  of  the  men  are 
licensed  practitioners.  The  Veterinarian  to  the  farm 
is  also  appointed  by  the  Commission. 

Doctor  D.  William  Bell  was  appointed  to  this 
Commission  by  the  President  of  the  Medical  Soci- 
ety. We  welcome  Doctor  Bell  to  this  Commission 
and  feel  that  he  will  he  a fine  addition  to  the  Com- 
mission. He  replaces  Doctor  Maurice  Kay  who  died 
December.  1962. 

Doctor  Mario  Wgliani  was  appointed  a member 
of  the  Milk  Commission  to  serve  for  the  year  1963. 

Both  of  these  men  are  Pediatricians  and  appre- 
ciate the  high  grade  of  milk  produced  by  farms  that 
sell  Certified  Milk. 

John  T.  Barrett,  m.d..  Chairman 
Reuben  C.  Bates,  m.d..  Secretary 
D.  William  Bell.  m.d. 

Harold  G.  Calder.  m.d. 

John  E.  Farley,  m.d. 

John  P.  Grady,  m.d. 

Henry  E.  Utter,  m.d. 

Mario  \'igliani,  m.d. 


MONTHLY  AVERAGES  OE  CERTIEIED  MILK  EOR  1963 


CHERRY  HILL 

H.  P.  HOOD 

HAMPSHIRE 

HILLS 

HILLSIDE 

EARM 

Pasteurized 

Pasteurized 

Pasteurized 

Bac- 

Bac- 

Bac- 

teria 

teria 

teria 

]>er 

per 

per 

B.F. 

T.S. 

c.c. 

B.F. 

T.S. 

c.c. 

B.F. 

T.S. 

c.c. 

January 

3.9 

12.64 

16 

4.1 

13.10 

33 

3.7 

12.42 

132 

February 

3.9 

12.68 

35 

4.0 

12.95 

46 

3.9 

12.77 

525 

March 

3.9 

12.72 

15 

4.0 

12.92 

67 

3.8 

12.61 

17 

.•\l)ril  

4.1 

12.85 

25 

3.7 

12.44 

40 

3.9 

12.75 

27 

May 

3.9 

12.66 

53 

3.9 

12.76 

46 

June 

3.9 

12.71 

140 

3.7 

12.48 

172 

July  

3.9 

12.58 

44 

3.7 

12.23 

50 

AuRUSt  

4.1 

12.76 

40 

3.7 

12.08 

215 

September 

4.0 

12.74 

50 

3.9 

12.34 

60 

October  

3.9 

12.74 

77 

4.1 

12.71 

246 

November  

4.0 

12.81 

233 

4.2 

12.93 

195 

December  

4.0 

12.77 

15 

3.9 

12.64 

133 

Yearly  .Average  

4.0 

12.72 

62 

3.9 

12.85 

46 

3.9 

12.56 

151 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

H.  P.  HOOD  & SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 
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MEDICINE  AND  THE  RACIAL  ISSUE 

(Press  Comments) 


From  the  MEDICAL  TRIBUSE.  ISC. 
Portland.  Ore.  — The  American  Medical  Asso- 
ciation. faced  with  its  first  resolution  on  racial  dis- 
crimination since  Xegro  physicians  picketed  the 
annual  meeting  last  Tune,  clung  to  a 13-year-old 
pronouncement  that  was  described  then  as  constitut- 
ing "a  long-standing  policy  of  nondiscrimination." 

The  issue  was  introduced  at  the  Clinical  Meeting 
here  in  a resolution  from  the  Rhode  Island  delega- 
tion. which  asked  that  A.M.A.  deny  membership  to 
anv  of  its  federated  societies  that  keep  out  a ‘'quali- 
fied physician  because  of  race,  religion,  or  place  of 
national  origin." 

When  the  A.M.A.  legislative  machinery  brought 
the  resolution  to  the  floor  of  the  House  of  Delegates 
for  final  action,  discussion  was  brief  and  the  ensuing 
vote  nearly  unanimous : 

"That  this  resolution  be  not  adopted  and  the 
House  reaftirm  its  position  adopted  in  1950." 

Just  to  make  certain  that  all  the  member  groups 
knew  what  the  position  was.  the  delegates  also 
directed  that  a copy  of  the  1950  declaration  be  sent 
again  to  each  state  medical  society. 

What  it  says,  in  part,  is  that  "constituent  and 
component  societies  having  restricting  membership 
provisions  based  on  race  [should]  study  this  ques- 
tion in  the  light  of  prevailing  conditions  with  a view 
to  taking  such  steps  as  they  may  elect  to  eliminate 
such  restrictive  provisions." 

This  “study."  the  1950  statement  continued, 
should  be  directed  “to  the  end  that  all  men  and 
women,  professionally  qualified,  shall  be  eligible 
for  membership  in  the  American  ^ledical  Associa- 
tion and  its  component  and  constituent  medical 
societies  without  regard  to  race,  color,  or  creed." 
* * * 

Discussion  on  the  Rhode  Island  resolution  pre- 
sented here  was  largely  confined  to  a reference 
committee  hearing,  through  which  all  resolutions 
must  pass  before  going  to  the  House  for  a vote. 

.\n  Alabama  physician  stood  up  to  say  that 
Rhode  Island  "gratuitously  attempts  to  tell  other 
sections  of  the  country  what  to  do.”  He  challenged 
the  Rhode  Islanders  to  "give  an  accounting"  of 
what  physicians  are  being  e.xcluded  from  member- 
ship in  medical  societies  and  what  their  qualifica- 


tions are. 

A physician  from  Rhode  Island  replied  that  they 
did  not  know  how  man}'  county  societies  keep 
Negroes  out  “but  the  fact  that  the  Board  of  T rustees 
submitted  Supplementary  Report  K indicates  that 
a problem  exists." 

That  report,  the  only  other  item  on  discrimina- 
tion to  come  before  the  House  here,  used  the  same 
phrasing  as  the  1950  policy  statement  to  urge  that 
hospital  medical  stalls  aim  toward  removing  any 
race  requirements  in  considering  eligibility  of  any 
physician  for  staff  privileges. 

The  House  adopted  Supplementary  Report  K 
with  no  discussion  at  all  — scarcely  a month  after 
a U.S.  Court  of  Appeals  in  Richmond.  Va..  ruled 
that  segregation  was  unconstitutional  in  hospitals 
built  with  Federal  money. 

But  on  the  Rhode  Island  resolution  there  was 
more  to  be  heard.  A Mrginia  physician  warned  that 
"in  the  long  run.  compulsion  might  do  more  harm 
than  good."  A New  Jersey  doctor,  tongue  firmly  in 
cheek,  replied : "M  e ve  heard  from  the  Southern 
states  that  there  is  no  color  bar : then  this  is  the 
time  to  pass  this  resolution  . . . since  we  all  agree." 

Sew  York  Delegate  Speaks 

Once  the  Rhode  Island  measure  hit  the  House 
floor.  Dr.  Ezra  A.  Wolff,  delegate  from  New  York, 
described  the  situation : 

"This  is  an  emotionally  charged  problem  and 
much  in  the  public  e}  e.  If  we  stand  pat  we  will  draw 
fire  from  those  who  want  progress.  But  extreme 
action  will  divide  us." 

He  suggested  that  the  Rhode  Island  plan — "to 
deny  membership  to  those  who  denv  membership" 
— might  better  be  amended  to  set  up  an  appeal 
mechanism  for  physicians  who  were  e.xcluded  from 
membership  in  a society.  Dr.  M'olff  then  moved  to 
thus  amend  the  resolution. 

.\n  Alabama  delegate  said  his  state  society 
already  has  such  an  appeal  mechanism  “and  we 
also  take  in  colored  physicians  — I know  of  no  one 
who  has  been  turned  down.“ 

voice  vote  scuttled  Dr.  Wolff's  amendment, 
and  the  ne.xt  move  of  the  House  was  to  turn  down 
the  Rhode  Island  resolution. 

* * 


continued  on  page  99 
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BOOK  REVIEWS 


THE  SPECIFICITY  OF  SEROLOGICAL 
REACTIONS  l)y  Karl  Landsteiner.  \\dth  a 
Bibliography  of  Dr.  Landsteiner’s  Works  and  a 
Xew  Preface  by  iMerrill  W.  Chase.  With  a Chap- 
ter on  Molecular  .Strnctnre  and  Intermolecnlar 
Forces  by  Linns  Panling.  Dover  Publications, 
Inc.,  New  York,  1962.  $2.00 

The  concepts  underlying  the  interaction  of  anti- 
body and  antigen  as  elaborated  by  Dr.  Karl  Land- 
steiner some  20  years  ago  in  “The  Specificity  of 
Serologic  Reactions’’  are  still  basic  for  the  beginner 
and  advanced  worker  alike  in  an  understanding  of 
the  elements  of  immunology.  While  it  is  true  that 
factual  knowledge  and  a more  complete  understand- 
ing of  the  nature  of  antigens  and  antibodies  and 
their  interaction  have  increased  tremendously 
during  the  intervening  years,  the  information  pre- 
sented in  this  edition  is  still  valid,  timely  and  appli- 
cable. The  discussion  includes  Dr.  Landsteiner’s 
original  work  on  the  nature  of  cell  antigens,  the 
nature  of  antibodies,  the  concept  of  haptens,  and 
their  relation  to  hypersensitivity  caused  by  chemical 
allergens,  all  of  which  have  Ireen  basic  in  the  devel- 
opment of  the  modern  science  of  immunochemistry. 

This  new  Dover  edition  presents  the  text  as 
revised  by  Dr.  Landsteiner  at  the  time  of  his  death 
in  1943,  and  with  this  revised  edition  he  had  com- 
piled a massive  luhliography  covering  over  2,100 
references  listed  at  the  end  of  each  chapter.  This 
new  edition  also  lists  a complete  hihliography  of 
Dr.  Landsteiner’s  publications. 

This  very  valuable  book  is  recommended  to  any- 
one concerned  with  the  fundamental  concepts  of 
immunology.  Its  special  value  lies  in  the  explana- 
tions and  definitions  of  terms  and  the  phenomena  of 
serologic  reactions  for  those  unacquainted  with  the 
subject. 

Raymond  M.  Young,  ph.d. 

ATLAS  OF  VASCULAR  SURGERY  l)y  Falls 

B.  Hershey,  m.d.,  and  Carl  H.  Caiman,  m.d.  The 

C.  V.  Mosby  Company,  St.  Louis,  1963.  $18.00 

This  is  an  excellent  atlas  covering  the  pathologi- 
cal and  physiological  aspects  of  vascular  disease  as 
well  as  the  diagnostic  and  surgical  techniques 
involved.  It  can  be  of  help  to  surgical  residents, 
general  surgeons  and  those  specializing  in  this  type 


of  surgery.  I highly  recommend  this  book  as  one  of 
tbe  best  available. 

Warren  W.  Francis,  m.d. 

STRABISMUS.  Symposium  of  the  New  Orleans 

Academy  of  Ophthalmology.  Edited  by  George 

M.  Haik,  m.d.  The  C.  V.  Mosby  Company,  St. 
Louis,  1962.  $18.00 

Ocular  deviations  of  patients  including  both 
adults  and  children  are  considered.  There  are  four- 
teen separate  discussions  of  assigned  subjects,  each 
one  complete  with  a summary  of  round  table  dis- 
cussion. Etiology,  neurology,  symptomatology,  and 
treatment  are  considered  for  each  subject. 

The  round  table  discussions  are  most  informative 
as  they  tend  to  tie  in  the  author’s  special  interest 
with  factual  findings  and  theory.  Primarily  of 
interest  to  all  ophthalmologists,  the  contents  of  this 
volume  will  also  he  useful  to  workers  in  the  field  of 
visual  science. 

Charles  W.  Does,  m.d. 

PEDIATRIC  CARDIOLOGY  by  Alexander  S. 

Nadas,  m.d.  Second  Edition.  W.  B.  Saunders 

Company,  Philadelphia,  1963.  $16.00 

In  1957,  Dr.  Nadas  wrote  his  first  edition  of 
“Pediatric  Cardiology.’’  There  were  587  pages  of 
well-illustrated  information,  representing  the  strik- 
ing new  progress  in  this  field.  We  now  have  in 
1963,  the  second  edition,  828  pages  and  with  12  per 
cent  more  lines  per  page. 

The  newer  developments  in  both  diagnostic  and 
surgical  techniques  of  the  past  six  years  have  been 
phenomenal.  Dr.  Nadas  presents  this  material  in 
his  usual  clear,  instructive,  masterful  manner.  It  is 
so  fascinating  that  one  can  read  it  as  one  reads  a 
novel.  He  primarily  draws  on  the  vast  amount  of 
material  and  experience  at  the  Boston  Children’s 
iMedical  Center  and  he  also  refers  to  the  experience 
of  other  world  authorities. 

The  book  is  divided  into  three  parts : ( 1 ) The 
Tools  of  Diagnosis,  (2)  Acquired  Heart  Disease, 
and  (3)  Congenital  Heart  Disease.  The  chapters 
on  Electrocardiography,  The  Vectorial  Approach, 
and  Phonocardiography,  although  totaling  less 
than  100  pages,  are  textbook-like  in  concept,  but 
easy  to  read  and  understand. 


continued  on  next  page 
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Tlie  anatomical  changes,  the  pliysiology,  together 
with  a clear  nnderstancling  of  the  hemodynamic 
changes  involved,  the  newer  concepts  of  flow  and 
resistance,  the  clinical  picture,  together  with  many 
roentgenograms,  ECG's.  and  dye  dilution  studies, 
are  presented  in  a concise,  orderly,  and  easily 
understood  manner. 

Corrected  transposition  of  the  great  arteries, 
although  known  to  pathologists  for  a long  time,  was 
practically  unknown  to  cardiologists  until  after  the 
first  edition  was  published.  In  this  second  edition, 
it  becomes  an  important  as  well  as  exciting  sub- 
chapter  on  transpositions.  i\Iany  infants  with 
lesions  previously  considered  inoperable  are  now 
being  helped  and  salvaged  by  new  and  hold  surgical 
techniques.  These,  plus  their  indications,  as  well  as 
a reassessment  of  surgical  results,  are  discussed. 

Finally,  the  Appendix,  with  its  35  tables  of 
Tabular  Data,  makes  this  edition  a “must.”  It  brings 
to  one’s  fingertips  information  such  as  dosage 
tables,  practical  dift'erential  points,  normal  blood 
pressures  for  various  ages,  various  ECG  patterns 
and  norms,  classifications,  incidences,  and  clinical 
aids. 

To  those  interested,  this  volume  has  become  the 
“Bible”  of  Pediatric  Cardiology. 

Baxice  Feixberg,  m.d. 
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Ciha  Foundation  Svmposium  on  PL'LMOXARY 
STRUCTURE  AXD  FUXCTIOX.  Edited  for 
the  Ciha  Foundation  by  A.  S.  de  Reuck  and 
Maeve  O’Connor.  Little.  Brown  & Companv, 
Boston.  1962.  $11.50 

This  is  the  report  of  an  excellent  symposium  on  ! 

pulmonary  structure  and  function  which  took  place  i 

in  July  1961.  Many  well-known  pulmonary  physi- 
ologists. pathologists,  neuro-physiologists,  chemists, 
and  internists  of  the  Lnited  States.  England. 
Canada.  France  and  Germany  jrarticipated.  This 
report  has  twenty-one  chapters,  each  followed  by 
a discussion  in  which  many  related  j^rohlems  are 
discussed. 

In  the  first  three  chapters,  recent  advances  in 
pulmonary  anatomy,  the  proprioceptive  mechanism 
of  respiration,  and  the  jjulmonary  glomus,  which  is 
called  “Little  Orphan  Annie,”  are  thoroughly  dis- 
cussed. The  interesting  and  highly  provocative  sub- 
ject of  secretions  of  the  lung  and  pulmonary  fluids 
in  respect  of  their  surface  tension  in  various  patho- 
logical problems  are  presented  in  the  next  few  chap- 
ters. and  discussed  by  various  participants.  This 
work  is  obviously  at  its  beginning  so  far  as  the 
])hysics  of  the  whole  apparatus  is  concerned.  Here 
is  a field  that  one  can  easily  recognize  as  wide-open 
for  combined  study  by  physicists,  physiologists,  and 
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anatomists,  embracing  the  whole  problem  of  forces, 
shapes,  and  dimensions  of  the  finer  structures  of 
the  lung.  The  physiological  consequences  of  uneven 
distribution,  ventilation  and  perfusion,  and  local- 
ization of  uneven  or  abnormal  function  studied  with 
radio-active  oxygen  and  carbon  dioxide  once 
checked  by  x-ray.  is  nicely  presented  in  two  separate 
cha])ters.  It  is  obvious  that,  using  this  ingenious 
method,  more  precise  structural  studies  will  in  due 
course  he  made  on  tissues  which  have  been  defined 
physiologically.  The  pulmonary  capillary  hlood  flow 
and  gas  exchange,  the  rate  of  uptake  of  respiratory 
gases  by  the  hlood.  and  the  vascular  resistance  in 
\arious  physiological  and  pathological  conditions 
are  thoroughly  discussed  by  various  investigators 
in  this  field.  Finally,  the  pathologists  cover  the 
recent  advances  in  various  pulmonary  problems 
with  a special  emphasis  on  pulmonary  emphysema. 

As  a whole,  this  is  a fine  symposium  and  offers  a 
valuable  conspectus  of  some  of  the  recent  work  in 
pulmonary  physiology. 

J.  John  Yashar.  m.d. 
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MEDICINE  AND  THE  RACIAL  ISSUE 

continued  front  page  96 

Fro7n  MEDICAL  ECONOMICS  (Dec.  1963) 
,l’iCKETiN(;.  LAWSUITS  aiul  apjieals  to  the  ])ress- — 
that’s  what  a Negro  medical  leader  predicts  if  the 
A.M.A.  doesn’t  take  a stronger  stand  on  segrega- 
tion. Dr.  Kenneth  Y’.  Clement,  president  of  the 
National  Medical  Assn.,  says  Negro  M.D.s  are 
disapiiointed  by  the  mild  A.M.A.  resolution  urging 
doctors  to  “take  such  steps  as  they  may  elect’’  to 
end  hosjiital  staff"  restrictions. 

* =K 

From  MEDICAL  TRIBUNE  (Jan.  10,  1964) 
Rochester.  N.Y.  — The  Monroe  County  Medical 
Society  unanimously  adopted  two  companion  reso- 
lutions aimed  at  eliminating  racial  discrimination 
in  American  hosjiitals  and  in  component  bodies  of 
the  American  Medical  Association. 

The  930-memher  society  instructed  its  delegates 
to  carry  the  resolutions  to  the  Medical  Society  of 
the  State  of  New  York,  which  in  turn  will  he  asked 
to  carry  them  to  the  parent  A.M.xA..  for  action. 

One  resolution  notes  that  “a  significant  number 
of  hospitals,  most  of  which  are  supported  by  public 
funds,  practice  racial  discrimination  in  medical 
staff  appointments,  house  staff  selection,  and  patient 
bed  assignments.”  co»fM  o»  page 
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PILGRIMS  FIND  COMMUNAL 
AGRICULTURE  A FAILURE 

Tf  Karl  Marx  had  read  Governor  Bradford’s 
history  "Of  Plimoth  Plantation"  he  might  have 
been  a little  less  dogmatic  about  the  theories  which 
have  contributed  to  present  food  shortages  in  China 
and  Cuba,  and  made  agricultural  production  a 
prime  problem  to  the  Soviet  L nion. 

Two  centuries  before  Marx,  the  Pilgrims  tried 
communal  agriculture  — closely  akin  to  the  Marx- 
ist dogma  of  "from  each  according  to  his  ability  : to 
each  according  to  his  needs” — and  it  was  so  dismal 
a failure  it  might  have  brought  about  collapse  of 
the  entire  Pilgrim  enterprise  if  it  hadn't  been  aban- 
doned in  time. 

From  late  1620  until  the  Spring  of  1623.  largely 
because  the  Pilgrims  had  a common  debt  to  the 
Englishmen  who  financed  their  expedition,  every- 
thing in  the  colony  was  community  property. 

Here’s  what  Governor  Bradford  had  to  say  about 
the  experiment  in  retrospect : 

‘‘So  they  l)egan  to  think  how  they  might  raise  as 
much  corn  as  they  could,  and  obtain  a better  crop 
than  they  had  done,  that  they  might  not  still  thus 
languish  in  misery.  At  length  after  much  debate  of 
things,  the  Governor  (with  the  advice  of  the  chief- 
est  among  them)  gave  way  that  they  should  set  corn 
ever\-  man  for  his  own  particular,  and  in  that  regard 
trust  to  themselves ; in  all  other  things  to  go  on  in 
the  general  way  as  before. 

“And  so  assigned  to  every  family  a parcel  of  land 
according  to  the  proportion  of  their  number,  for 
that  end.  only  for  present  use  (but  made  no  division 
for  inheritance)  and  ranged  all  boys  and  youth 
under  some  family.  This  had  very  good  success  for 
it  made  all  hands  very  industrious,  so  as  much  more 
corn  was  planted  than  otherwise  would  have  been 
by  any  means  the  Governor  or  any  other  could  use, 
and  saved  him  a great  deal  of  trouble,  and  gave  far 
better  content. 

“The  women  now  went  willingly  into  the  field, 
and  took  their  little  ones  with  them  to  set  corn ; 
which  before  would  allege  weakness  and  inability ; 
whom  to  have  compelled  would  have  been  thought 
great  tyranny  and  oppression. 

“The  experience  that  was  had  in  this  common 
course  and  condition,  tried  sundry  years  and  that 
amongst  godly  and  sober  men,  may  well  evince  the 
vanity  of  that  conceit  of  Plato’s  and  other  ancients 
applauded  by  some  of  the  later  times ; that  the 
taking  away  of  property  and  bringing  in  commu- 
nity into  a commonwealth  would  make  them  happy 
and  flourishing ; as  if  they  were  wiser  than  God. 

“I'or  this  community  (so  far  as  it  was)  was 
found  to  breed  much  confusion  and  discontent  and 
retard  much  employment  that  would  have  been  to 
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their  benefit  and  comfort.  For  the  young  men.  that 
were  most  able  and  fit  for  labor  and  service,  did 
repine  that  they  should  spend  their  time  and 
strength  to  work  for  other  men’s  wives  and  children 
without  any  recompense. 

“The  strong,  or  man  of  parts,  had  no  more  in 
division  of  victuals  and  clothes  than  he  that  was 
weak  and  not  able  to  do  a quarter  the  other  could ; 
this  was  thought  injustice. 

“The  aged  and  graver  men  to  be  ranked  and 
equalized  in  labours  and  victuals,  clothes,  etc.,  with 
the  meaner  and  younger  sort,  thought  it  some  indig- 
nity and  disrespect  unto  them.  And  for  men’s  wives 
to  be  commanded  to  do  service  for  other  men,  as 
dressing  their  meat,  washing  their  clothes,  etc.,  they 
deemed  it  a kind  of  slavery,  neither  could  many 
husbands  well  brook  it. 

"Upon  the  point  all  being  to  have  alike,  and  all 
to  do  alike,  they  thought  themselves  in  the  like  con- 
dition, and  one  as  good  as  another : and  so,  if  it 
did  not  cut  off  those  relations  that  God  hath  set 
amongst  men,  yet  it  did  at  least  diminish  and  take 
off’  the  mutual  respects  that  should  be  preserved 
amongst  them.  And  would  have  been  worse  if  they 
had  been  men  of  another  condition. 

“Let  none  object  this  is  men’s  corruption,  and 
nothing  to  the  course  itself.  I answer,  seeing  all 
men  have  this  corruption  in  them.  God  in  His  wis- 
dom saw  another  course  fitter  for  them." 

Plimoth  Plantation  never  lacked  food  again,  and 
in  fact  it  produced  surpluses  to  permit  profitable 
trade  with  Massachusetts  Bay  Colonists  and  others 
who  started  arriving  in  waves  by  1630. 

. . . Reprinted  by  permission  of  “PILGRIM  TIMES,”  a 
Plimoth  Plantation  publication. 


MEDICINE  AND  THE  RACIAL  ISSUE 
It  urges  A.M.A.  representatives  on  the  National 
Commission  for  Joint  Accreditation  of  Hospitals  to 
“actively  oppose  the  accreditation  of  any  hospitals 
engaging  in  such  discriminatory  practices.’’ 

The  companion  resolution  states  that  “there  e.xist 
among  the  county  and  state  societies,  all  compo- 
nents of  the  American  Medical  Association,  several 
with  discriminatory  rules  and  practices,  which  ex- 
clude qualified  physicians  from  memhership  solely 
on  the  basis  of  race." 

“Problems  of  Isolation" 

Such  discrimination,  the  resolution  continues, 
“not  only  violates  human  dignity  and  fundamental 
human  rights  but  also  poses  problems  of  profes- 
sional isolation  and  difficulties  in  obtaining  hospital 
staff'  appointments."  It  asks  the  A.M.A.  to  record 
its  opposition  to  the  inclusion  within  its  ranks  of 
any  comj)onent  societies  “whose  by-laws  or  estab- 
lished practices  base  membership  upon  race,  creed, 
or  national  origin.” 


/ Mr.  T.  A.  H.  \ 
\ Santa  Monica,  Calif.  / 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 
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If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 
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ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
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reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


, _ As  a doctor,  you  are  invited  'o  take  advantage  of  a 

■ professional  discount  on  the  Sealy  Posturepedic. 
I We  believe  your  personal  use  will  convince  you 
" of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 
$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr. 


Residence 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference; 

□ Innerspring  Set 

□ Foam  Rubber  Set 


City 


..Zone.. 


..State 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  Off. 


a split  hair 
from  perfect . . . 


i 


THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH  P0LIS^ 


This  pin  is  0.00032  of  an  inch  larger  than  perfect. 
As  a result,  it  is  rejected.  ■ Stainless-steel  pins 
like  this  are  used  to  mold  Lilly  capsules.  From 
each  tray  of  three  hundred  new  pins,  fifty  are 
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imperfection  beyond  the  hairsplitting  limits,  the 


entire  tray  of  three  hundred  is  rejected.  ■ Lilly 
quality  control  draws  the  line  at  + 0.0003  of  an 
inch  for  some  dimensions  and  ± 0.0005  of  an  inch 
for  others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  important  controls  that  add  im- 
measm'ably  to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 


400169 


J^€yUUm€Mt 


% 


Vol.  XLVII,  No.  3 
Table  of  Contents,  Page  103 


tempting  strawbetry  taste  treat 
for  your  iron-deficient  patients 


zentron  cnewabie 

Iron,  Vitamin  B Complex,  and  Vitamin  C 


Combines  iron  xvith  B complex  vitamins  in  a cliewable  tablet 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  400i37 


400137 


102 


RHODE  ISLAND  MEDICAL 


JOURNAL 


Don’t  put  blinders  on 
your  charitable  giving 


A few  generations  back,  who 
could  guess  that  motorcars  would 
cut  short  the  usefulness  of  per- 
petual trusts  established  to  pro- 
vide watering  troughs  for  thirsty 
horses? 

And  how  could  Elias  Warner 
Leavenworth  anticipate,  eighty 
years  ago,  that  the  scholarship 
fund  he  bequeathed  to  Yale  Uni- 
versity would  go  unused  of  late,  for  lack  of 
qualified  young  men  — young  men  named 
Leavenworth? 

Not  even  the  astute  Ben  Franklin  could  see  the 
shape  of  things  to  come.  His  philanthropic  plan 
for  low-cost  loans  to  “young  married  artificers” 
who  “have  served  an  apprenticeship”  has  long 
suffered  pangs  of  obsolescence. 

Today  the  problem  remains;  how  can  the  indi- 
vidual who  creates  a charitable  fund  be  sure  the 


usefulness  of  his  gift  will  not 
fade  with  the  passing  years? 

A sound  answer  is  provided 
by  the  Rhode  Island  Foundation, 
the  nation's  second  oldest  char- 
itable community  trust. 

Your  name  and  general  char- 
itable ‘intent  can  he  preserved 
through  the  medium  of  this 
purely  Rhode  Island  institution. 
You  may  name  the  prime  beneficiary  or  not,  as 
you  choose.  A committee  of  outstanding  civic- 
leaders  will  exercise  whatever  discretion  is  neces- 
.sary  to  carry  out  your  wishes. 

Hospital  Trust,  the  Foundation’s  trustee, 
invites  you  to  examine  the  advantages  the  Rhode 
Island  Foundation  may  offer  in  connection  with 
your  charitable  plans. 

One  of  our  trust  officers  will  be  glad  to  give 
vou  the  details. 


NEW  ENGLAND’S  OLDEST  TRUST  COMPANY 
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1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 


H.  P.  HOOD  & SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 


After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 

STRESSCAPS 

Stress  Formula  Vitamins  Lederle 


Each  capsule  contains: 

Vitamin  B i (Thiamine Mononitrate)  10  mg. 

Vitamin  85  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  85  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  v 

tamin  de- 

ficiencies.  Supplied  in  decorative  "re- 

minder”  jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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neither  tension,  nor  spasm, 
nor  stasis 

stays  this  patient 
from  his 

appointed  rounds 


especially  when 

UPPER  G.l.  COMPLAINTS 
have  biliary  implications 


Average  adult  dose:  1 or,  if  necessary.  2 tablets  three  times  daily.  Precautions:  Observe  patients 
periodically  for  increased  intraocular  pressure  and  barbiturate  habituation  or  addiction;  caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehydrocholic  acid  may  cause  transitory  diarrhea;  belladonna 
may  cause  blurred  vision  and  dry  mouth.  Contraindications:  Biliary  tract  obstruction,  acute  hepatitis, 
glaucoma,  prostatic  hypertrophy.  Available;  Decholin-BB,  bottles  of  100  tablets.  AIso:^Decholin®  with 
Belladonna  (dehydrocholic  acid,  250  mg.;  belladonna  extract,  10  mg.)  and  Decholin®  (dehydrocholic 
acid,  250  mg.),  bottles  of  100  and  500  tablets. 


DISTRICT  MEDICAL  SOCIETY  MEETINGS 


107 


TTTTTTTTTTTTTTTT  TTT'TTTTTT  TTTT'T'TT  T T T T T T T T T T T T T T T TTTTT  TTTT  T TTTTT  TTT  TTTTTTTT^ 


DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Bristol  County  Medical  Association 
At  tlie  Octol)er  meeting  of  the  Bristol  County 
Medical  Society  the  following  officers  were  elected  : 
President:  Robert  Drew,  m.d.,  of  Rristol 
Viee  President:  Rruce  Smith,  m.d.,  of  Barrington 
Secretary:  William  A.  Marshall,  m.d., 
of  Barrington 

Treasurer : Manuel  IMedeiros,  m.d.,  of  Bristol 
Councillor:  Ulysse  Forget,  m.d.,  of  Warren 
Dclccjatc  to  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society: 

Paid  Botelho,  ji.d.,  of  Iffiistol 

Kent  County  Medical  Society 
\ meeting  of  the  Kent  County  iMedical  .Society 
was  held  on  Thursday,  February  6.  1964.  Dr.  Peter 
S.  Schidlowsky  of  502  Providence  Street.  West 
Warwick,  was  elected  to  active  membership.  Also 
at  this  meeting  the  transfer  of  Dr.  Khalil  Shekarchi 
was  approved  from  the  Kent  County  Medical 
Society  to  the  Pawtucket  Medical  Association. 

The  following  matters  were  also  acted  on  and 
discussed : 

.Additional  mendiers  were  appointed  to  the 
.Advisory  Committee  of  the  Woman’s  .Au.xiliary  of 
the  Kent  County  Aledical  Society.  In  addition  to 
Dr.  Paul  Barl)er,  the  President,  Dr.  Corrente 
ajijiointed  Dr.  Donald  O'Hanian  and  Dr.  Richard 
Dyer. 

A motion  was  made  and  seconded  that  the 
By-Laws  of  the  Society  lie  investigated  by  a By- 
Laws  Committee,  for  the  purpose  of  amending 
Chapter  3.  Section  1 to  have  the  Board  of  Trustees 
consist  of  the  three  immediate  past  presidents. 

'I'he  Kent  Countv  Medical  Society  was  informed 
and  approved  that  a meeting  would  he  held  on 
Thursday,  March  5,  at  the  W'arick  Country  Clul) 
with  the  legislators. 

Dr.  Edmund  Hackman  discussed  the  activities 
of  the  House  of  Delegates  of  the  Rhode  Island 
.Medical  Society  and  jiarticularly  those  relating  to 
Blue  Cross  and  Physicians  Service. 

Newport  County  Medical  Society 
.At  the  Annual  Aleeting  of  the  Newport  County 
.Medical  Society  held  on  January  29th  the  following 
officers  were  elected : 

President  Charles  A.  Serlist,  m.d. 

I 'ice  President  Richard  R.  Knowles,  m.d. 

Treasurer  Janis  Gailitis,  m.d. 

Secretary  John  Carey,  m.d. 


Councillor  to  the  State  Medical  Society: 

John  Malone,  m.d. 

Alternate  Councillor Anthony  Caputi,  m.d. 

Delegates  to  the  State  Medical  Society: 

( Charles  Dotterer,  m.d. 
\ Philomen  Ciarla,  m.d. 

Censors  Callahan,  m.d. 

} .Samuel  Adelson,  m.d. 


OFFICE  FOR  RENT 

New  Duplex  Office  Building 

1466  Warwick  Avenue 
Warwick 

( across  from  Holland  House  Restaurant) 

HO  3-8030 


Qflemsua/  Samhfiium 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  Institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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BOOK  REVIEWS 


DISEASES  OE  THE  CHEST  by  H.  Corwin 
Hinshaw.  m.d..  and  L.  Henry  Garland,  m.d. 
W.  B.  Saunders  Company.  Phil..  1963.  S20.00 

This  is  the  second  edition  of  this  work.  This  title 
was  again  used  hy  the  authors  in  the  second  edition 
despite  the  fact  that  cardiology  was  omitted.  The 
hook  is  written  for  those  interested  in  pulmonary 
diseases,  but  who  are  not  specialists.  Host  of  the 
chapters  have  been  revised  or  are  completely  new. 
The  various  subjects  are  treated  in  a very  clear 
manner.  The  authors  have  served  well  both  medical 
students  and  practicing  physicians,  for  whom  the 
hook  has  been  especially  written.  It  can  he  easily 
read  and  understood.  For  those  interested  in  pur- 
suing further  any  subject,  footnotes  are  provided 
noting  the  most  recent  publications. 

The  chapter  on  clinical  application  of  pulmonary 
function  testing  and  on  mycohacterioses  caused  by 
mvcohacteria  other  than  Mycobacterium  tubercu- 
losis is  well  treated  with  modern  terminology.  The 
x-rav  illustrations  throughout  are  of  excellent  qnal- 
itv  and  are  accompanied  by  descriptive  captions. 

This  is  an  excellent  text  for  both  the  medical 
student  and  the  practicing  physician. 

Orlando  M.  Armada,  m.d. 

Medical  Dept..  United  States  Armv.  IXTERXAL 
MEDICIXE  IX  WORLD  WAR  H.  JXl.  2; 
I nfectioiis  Diseases.  Editor-in-chief:  John  Boyd 
Coates.  Jr.  Editor  for  internal  medicine  : W.  Paul 
Havens.  Jr.,  m.d.  Office  of  the  Surgeon  General. 
U.S.  Government  Printing  Office.  Washington 
25.  D.C.,  1963.  S6.75 

This  volume,  the  second  in  the  series  dealing 
with  Internal  Medicine,  is  devoted  to  the  clinical 
as])ects  of  about  thirty  of  the  most  common  and 
important  infectious  diseases,  written  hv  a distin- 
guished contributing  staff.  It  is,  in  a way.  a chron- 
icle of  the  advances  in  American  Medicine,  since 
World  War  1 1 was  the  first  major  war  in  which 
infection  was  less  devastating  than  battle  injur}-. 

As  in  any  volume,  which  is  the  work  of  mam- 
authors.  the  chapters  vary  in  quality  and  quantitv. 
Xotahly  excellent,  however,  are  the  outstanding 
chapters  on  typhus,  tuberculosis,  clinical  trials  of 
antimalarial  drugs,  and  cutaneous  aspects  of  diph- 


theria. The  material  on  diphtheria  represents  an 
outstanding  medical  contribution  in  an  area  about 
which  we  knew  little  previously.  Fort  Bragg  Fever, 
a new  epidemic  disease,  recognized  for  the  first  time 
in  the  United  States,  is  thoroughly  described. 

I found  this  one  of  the  most  interesting  of  the 
series  to  date,  primarily  because  it  documents  the 
progress  of  medicine  during  the  War  years,  hut  also 
because  one  can  clearly  see  that  the  advances  made 
then  have  been  carried  over  into  present  dav 
medicine. 

Joseph  E.  Cannon,  m.d..  m.p.h. 

Medical  Dept.,  United  States  Armv.  PREI'EXT- 
HW  MEDICIXE  IX  WORLD  WAR  11. 
J'ol.  ; Communicable  Diseases.  Malaria. 
Editor-in-chief:  Colonel  John  Boyd  Coates,  Jr., 
M.C.  Editor  for  preventive  medicine : Ebbe  Cur- 
tis Holt.  M.D.  Office  of  the  Surgeon  General. 
U.S.  Government  Printing  Office.  Washing- 
ton 25.  D.C..  1963.  S6.75 

The  magnitude  of  the  impact  of  malaria  during 
the  war  is  indicated  by  the  fact  that  a single  volume 
of  642  pages  is  devoted  to  an  account  of  the  meas- 
ures taken  to  control  this  disease.  Though  the 
terrain  and  other  conditions  throughout  the  world- 
wide area  concerned  diff'er  greatly,  the  well-known 
principles  of  malaria  control  were  found  to  he 
generally  applicable  and  effective.  Before  these 
principles  were  applied  it  was  found  that  in  certain 
areas,  such  as  in  Sicily  and  the  Southwest  Pacific, 
loss  of  manpower  due  to  malaria  far  exceeded  that 
due  to  battle  casualties,  even  hy  as  much  as  ten 
times. 

The  experiences  and  the  most  effective  measures 
in  each  of  the  eight  theatres  of  war  are  well  de- 
scribed. A few  of  the  measures  were  novel,  and 
their  success  pointed  the  way  to  the  many  cam- 
paigns for  the  eradication  of  malaria  which  have 
been  carried  out  so  successfully  since  the  end  of 
the  war. 

The  importance  of  strict  malaria  discipline  is 
repeatedly  emphasized,  and  successes  in  X’ew 
Guinea  are  used  as  an  example.  The  difficulty  in 
impressing  the  officers  and  men  as  to  its  necessit}- 
will  he  well  remembered  hy  those  physicians  who 

continued  on  page  110 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ..  .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency ..  .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  ^ 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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served  under  such  conditions  during  the  war. 

This  is  an  outstanding  compendium  of  every 
facet  of  malaria  control  under  the  most  diverse 
conditions. 

Joseph  !•'.  Can x ox,  m.d.,  m.p.h. 

SI' RGERY  hv  Richard  Warren,  m.d.  In  Collab- 
oration with  . . . Members  of  the  Dejiartment  of 
Surgerv  of  the  Harvard  Medical  School.  With 
Illustrations  hv  Janis  Cirnlis.  W.  II.  Saunders 
Co..  Phil..  1963. '$19.50 

Surycry.  a textbook  hv  Richard  Warren  in  col- 
laboration with  members  of  the  Department  of 
Surgerv  of  the  Harvard  Medical  School,  represents 
a significant  contribution  to  the  educational  ma- 
terial availalde  to  medical  students.  The  hook  is 
logicallv  evolved  from  Dr.  John  Homans’  "Text- 
book of  Surgery."  As  Homans  became  the  standard 
surgical  text  in  its  time,  so  Sitrcjcrx  will  undoubt- 
edly become  tJic  hook  from  which  medical  students 
will  learn  their  surgery. 

It  would  be  virtuallv  impossible  within  the  limits 
of  a hook  review  to  examine  all  of  the  material  in 
this  hook.  General  surgery  in  its  widest  sense  is  the 


subject  matter,  and  in  a concise  and  literate  style 
the  liasic  diagnostic  and  therapeutic  principles  of 
surgical  disease  are  reviewed.  Included  are  the 
surgical  ]iroblems  of  all  organs  and  organ  systems. 
In  addition,  very  excellent  reviews  of  wound  heal- 
ing. infections,  burns,  tumors,  and  fluid  therapy 
are  included.  Surgical  technicjue  is  not  discussed, 
the  major  emphasis  being  on  concepts  of  therapy 
rather  than  on  specific  ajiproaches. 

Since  this  te.xt  repre.sents  a compilation  of  the 
thoughts  of  the  Surgical  Faculty  of  Harvard  Medi- 
cal School,  it  holds  together  well  as  a completed 
volume.  One  of  the  objections  that  one  might  have 
to  the  usual  "Textbook  of  . . ."  edited  by  a nation- 
allv  known  professor  is  that  this  type  of  hook  is 
usuallv  the  combined  effort  of  many  collaborators, 
each  including  his  own  bit  without  any  apparent 
harmony  with  the  rest.  Dr.  \\’arren’s  text,  how- 
ever. has  the  obvious  advantage  of  having  been 
done  bv  colleagues  from  one  institution.  It  indicates 
what  the  Harvard  Surgical  Faculty  thinks,  and  how 
thev  teach  their  students.  Thus  any  physician  who 
wishes  to  have  available  a complete,  readable,  well- 
ordered  course  in  surgery  should  include  M'arren’s 
Siir(jcr\  in  his  library. 

Ban  ICE  ^I.  Webber,  m.d. 


Wherever  you  go 
forget  your  telephone 
calls.  Well  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 


Providence  Medical  Association 


THESE  STAINLESS-STEEL  PINS  TAKE  ON  THE  APPEARANCE  OF  TINY  FLAMING  CANDLES  BECAUSE  OF  THEIR  HIGH  POLISH. 


This  pin  is  0.00032  of  an  inch  larger  than  perfect. 
As  a result,  it  is  rejected.  ■ Stainless-steel  pins 
like  this  are  used  to  mold  Lilly  capsules.  From 
each  tray  of  three  hundred  new  pins,  fifty  are 
selected  at  random.  The  diameter,  length,  taper, 
contour,  and  finish  are  carefully  measured.  If  the 
sensitive  electronic  measuring  devices  show  an 
imperfection  beyond  the  hairsplitting  limits,  the 


entire  tray  of  three  hundred  is  rejected.  ■ Lilly 
quality  control  draws  the  line  at  ± 0.0003  of  an 
inch  for  some  dimensions  and  + 0.0005  of  an  inch 
for  others.  A split  hair  can  mean  the  difference 
between  perfection  and  rejection  . . . another 
of  the  many  important  controls  that  add  im- 
measurably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 
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release 

for 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

£5K^X*HOJL%'rademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 
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Bed  of  Digitalis  purpurea 
with  Campanula  (Canterbury  Bells  i in  foreground 


Not  far  from  here  are  manufactured 
from  the  powdered  leaf 
Pit  Digitalis  (Davies,  Rose) 

0.1  Gram  (IV2  grains)  or  1 U.S.P.  Digitalis  Unit. 
They  are  physiologically  standardized, 
with  an  expiration  date  on  each  package. 
Being  Digitalis  in  its  completeness, 
this  preparation  comprises  the 
entire  therapeutic  value  of  the  drug. 

It  provides  the  physician  with  a safe  and  effective 
means  of  digitalizing  the  cardiac  patient 
and  of  maintaining  the  necessary  saturation. 
Security  lies  in  prescribing  the 
“original  bottle  of  35  pills,  Davies,  Rose.” 


Clinical  samples  and  literature  sent  to  physicians  on  request 


Davies,  Rose  &l  Co.,  Ltd.  Boston  18,  Mass. 
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MARVEL  GYMNASIUM 
BROWN  UNIVERSITY,  PROVIDENCE,  R.  I. 

Tuesday  - May  5 
Wednesday  - May  6 


Mark  these  dates  in  your  Appointment  Book 

NOW! 


Each  scored  yellow  Percodan* 


Tablet  contains  4.50  mg. 
oxycodone  HCI  (Warning: 

May  be  habit-forming), 

0.38  oxycodone  terephthalate 
(Warning:  May  be  habit-forming), 
0.38  mg.  homatropine  terephthaiate, 
224  mg.  aspirin,  160  mg. 
phenacetin,  and  32  mg.  caffeine. 

In  a comprehensive  range  of 
indications  marked  by  moderate 
to  moderateiy  severe  pain, 

Percodan  assures  speed,  duration, 
and  depth  of  analgesia  by  the 
orai  route . . . acts  within  5 to  15 
minutes . . . usually  provides 
uninterrupted  relief  for  6^  hours 
or  longer  with  just  I tablet . . . 
rarely  causes  constipation. 


analgesic  formula 

PERCODAN 


throughout  the  wide 
middle  range  of  pain— 
control  with  one 


Average  Adult  Dose  — 1 tablet  every  6 hours.  Side  Effects  and  Contraindications-Although  generally  well  tolerated,  PERCODAN 
may  cause  nausea,  emesis,  or  constipation  in  some  patients.  PERCODAN  should  be  used  with  caution  in  patients  with  known 
idiosyncrasies  to  aspirin  or  phenacetin,  and  in  those  with  blood  dyscrasias.  Also  available:  PERCODAN®-DEMi, 
containing  the  complete  PERCODAN  formula  but  with  only  half  the  amount  of  salts  of  oxycodone  and 
homatropine.  Both  products  are  on  oral  Rx  in  all  states  where  laws  permit.  Narcotic  order  required. 

Literature  on  request.  ENDO  laboratories  Richmond  Hill  18,  New  York 

•U.  S.  Pats.  2,628,185  and  2,907,768 
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PRO-BANTHINE” 

sp...  OP  propantheline  bromide 


For  Ten  Years... 
the  Standard  Anticholinergic 

Many  studies  by  many  investigators  over  many 
years  have  established  Pro-BanthTne  (propantheline 
bromide)  as  the  standard  anticholinergic  in  the  man- 
agement of  peptic  ulcer  and  other  gastrointestinal 
disorders. 

It  Is  Effective— Hundreds  of  comparative  laboratory 
and  clinical  trials  and  innumerable  gratified  patients 
have  made  Pro-Banthine  (propantheline  bromide) 
the  most  widely-prescribed  medication  in  its  class. 
It  Is  Selective  — Its  major  effect  is  on  the  gastrointes- 
tinal and  urogenital  tracts.  Secondary  activity  when 
noticeable  seldom  passes  the  point  of  temporary 
annoyance. 

It  Is  Dependable  — Moderate  doses  reduce  gastric 
secretion  and  acidity  and  diminish  gastrointestinal 
hypermotility.  The  usual  dosage  may  be  safely 


doubled  or  tripled  to  suppress  symptoms  in  patients 
with  severe  or  refractory  conditions. 

These  qualities  have  won  such  wide  recognition 
in  standard  texts  on  pharmacology  and  therapeutics 
that  to  prescribe  Pro-BanthTne  (propantheline  bro- 
mide) is  truly  to  prescribe  “by  the  book.” 

The  usual  adult  dosage  is  one  tablet  of  15  mg. 
with  meals  and  two  at  bedtime. 

Side  Effects  And  Cautions— Urinary  hesitancy,  xer- 
ostomia, mydriasis  and.  theoretically,  a curare-like 
action  may  occur  with  Pro-BanthTne  (propantheline 
bromide).  It  is  contraindicated  in  patients  with  glau- 
coma or  severe  cardiac  disease. 

Pro-BanthTne  (propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

G.  D.  SEARLE  Sc  CO. 

CHICAGO.  ILLINOIS  60680 

Research  in  the  Service  of  Medicine 


The  ItHODE  ISHIIID  MEBIUL  JOlRyi 

VOL.  XLVII  MARCH,  1964  NO.  3 


THE  NATURE  OF  SPINDLE  CELLS  IN 
MONOCYTIC  LEUKEMIA  CULTURES* 

Patricia  Farnes,  m.d. 


The  Author.  Patricia  Fames,  M.D.,  of  Providence, 
K.  I.  Department  of  Pathology,  Rhode  Island  Hospi- 
tal, Providence. 


'^HREE  YEARS  after  the  first  successful  experi- 
ments  utilizing  tissue  cultivation  in  vitro,’  ’ 
Carrel  and  Burrows  applied  tissue  culture  tech- 
niques to  a wide  varietv  of  maniinalian  tissues, 
including  bone  marrow.”  In  these  studies,  they 
noted  spindle  cells  which  grew  out  from  explants  of 
hone  marrow.  By  1913.  Foot  had  studied  chicken 
hone  marrow  in  culture,  and  observed  spindle  cells 
resembling  connective  tissue  in  the  outgrowth.’” 
He  concluded  that  all  cells  of  chicken  marrow  might 
he  transformed  into  cells  resembling  connective 
tissue.  Later,  Meier  et  al.  cultured  human  rib  mar- 
row and  again  found  prolific  outgrowth  of  cells 
having  many  characteristics  of  fibroblasts.’”  Spindle 
cells,  designated  fibroblast-like  (FLC)  because  of 
their  morphologic  characteristics,  have  been  seen 
subsequently  by  many  other  investigators  in  cul- 
tures of  human  and  animal  marrow. ” 

The  consideration  of  utmost  importance  from  an 
experimental  point  of  view  has  been  the  haemato- 
poietic potentiality  of  these  cells : that  is,  whether 
they  represent  cells  of  haematopoietic  destiny,  or 
ordinary  connective  tissue  elements.  Recently,  we 
have  provided  comparative  histochemical  data 
which  supports  the  stromal  derivation  of  these 
cells.’"”  From  these  studies,  criteria  have  emerged 
which  allow  identification  of  certain  morphologi- 
cally similar  cell  types  in  haematopoietic  cell  cul- 
tures.’ A variety  of  cell  types,  including  monocytes, 
may  assume  a bipolar  appearance  in  tissue  cul- 
tures.’"”’”' In  acute  monocytic  leukemia,  out- 
growths of  cells  may  be  composed  of  FLC  of  stromal 
origin,  leukemic  monocytes,  or  mixed  populations. 
Physiologic  studies  of  these  in  vitro  cells  are  mean- 
ingful only  when  the  cell  ty])es  under  study  have 
been  clearly  identified.  Recently,  we  have  had  the 
opportunity  to  study  cultured  marrow  from  a 

*Sui)ported  by  United  States  Public  Health  Service  grant 
C.\  05226-04,  the  Leukemia  Research  Fund  of  Rhode  Island 
Hospital,  and  a grant  from  the  Rhode  Island  Foundation. 


patient  with  acute  monocytic  leukemia.  The  histo- 
chemical results  indicate  that  criteria  mav  he  devel- 
oped for  identification  of  spindle  cells  in  mixed 
l)opulations  from  human  hone  marrow  cultures. 

Methods 

Aspirated  heparinized  human  hone  marrow  was 
cultured  by  a method  previously  described.’-’  As 
spindle  cells  developed  and  migrated  from  the 
marrow  particles,  histochemical  studies  were  per- 
formed. The  Gomori  methods  were  used  for  alkaline 
phosphatase  and  alpha  naphthyl  acetate  esterase 
activity;”  acid  jdiosphatase  was  studied  by  the 
methods  of  Gomori”  or  Barka  and  .Anderson.”  The 
results  were  compared  with  those  of  a control  series 
of  more  than  three  hundred  non-leukemic  marrow 
outgrowths. 

Results 

Outgrowths  of  spindle  cells  ( FLC  ) in  the  control 
cultures  have  characteristics  similar  to  marrow  cap- 
illaries, and  we  believe  that  they  are  derived  from 
endothelial  elements  of  marrow.’"”  This  hypoth- 
esis is  in  agreement  with  some  of  Maximow’s  data, 
since  he  felt  that  endothelium  could  be  transformed 
into  fibroblastic  tissue.’’  Table  1 shows  the  com- 
parative histochemistry  of  typical  hone  marrow 
FLC  and  the  spindle  cells  developing  in  cultures 
from  acute  monocytic  leukemia.  The  common  FLC 
have  strong  alkaline  phosphatase  activity,  and  no 
demonstrable  esterase  or  acid  phosphatase  activity 

continued  on  next  page 
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REACTIVE 
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in  early  cultures.  A significant  proportion  of  spindle 
cells  from  the  acute  monocytic  leukemia  cultures 
showed  characteristics  of  the  monocytic  series,  with 
no  demonstrahle  alkaline  phosphatase  activity,  and 
\ ariahle  amounts  of  esterase  and  acid  phosphatase 
activity.  The  leukemic  monocytes  in  vitro  showed 
less  consistency  in  their  distribution  of  esterase  and 


Figure  1.  A cell  from  a 48  hour  marrow  culture  in 
acute  monocytic  leukemia.  From  morphological 
standpoint,  the  cell  might  be  stromal  or  monocytic. 
Wright-Giemsa,  X243. 


Figure  2.  Living  cells  from  acute  monocytic  leu- 
kemia marrow  culture,  5 days.  Spindle  appearance 
might  indicate  stromal  or  monocytic  derivation. 
X25. 


acid  phosphatase  than  their  non-leukemic  counter- 
parts. A minority  of  cells  in  each  culture  showed 
characteristics  typical  of  ordinary  bone  marrow 
FLC.  Figures  1-8  illustrate  the  two  types  of  cells. 

Discussion 


The  morphologic  variability  of  monocytes,  FLC, 
and  a wide  variety  of  cell  types  in  vitro  is  well 


Figure  3-  Alkaline  phosphatase  reaction  (Gomori- 
Fast  Blue  RR ) from  non-leukemic  marrow,  5 days. 
FLC  are  strongly  reactive  for  the  enzyme.  Nuclear 
Fast  Red  Counterstain,  X25. 


Figure  4.  Alkaline  phosphatase  reaction  of  spindle 
cells  from  culture  in  acute  monocytic  leukemia.  The 
cells  show  no  demonstrable  enzyme  activity.  Nuclear 
Fast  Red,  X243. 
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known.  Althongh  monocytes  in  our  system  are  usu- 
ally slender  cells,  with  few  cytoplasmic  processes 
and  a fine  nuclear  chromatin  ])attern,  there  is  great 
variability  in  these  characteristics.  FLC  and  mono- 
cytes cannot  always  he  differentiated  hy  these  cri- 
teria. Figures  1 aud  2 illustrate  the  problem  of 
spindle  cell  identification  in  this  system. 


t 


Figure  5.  Non-specific  esterase  in  normal  marrow 
FLC,  with  alpha  naphthyl  acetate  substrate.  FLC  are 
non-reactive,  although  "macrophages”  are  strongly 
reactive.  Nuclear  Fast  Red,  X25. 


# 


Figure  6.  Esterase  activity  in  cells  from  acute  mono- 
cytic leukemia,  5 day  culture.  Cells  show  moderate 
activity.  Nuclear  Fast  Red,  X23. 


The  ])itfalls  of  cell  identification  in  tissue  culture 
on  mor])hologic  grounds  alone  have  been  repeatedlv 
mentioned  in  the  literature. In  haemic  cell 
cultures,  lymphocytes  and  myeloid  cells  show  char- 
acteristic mor])hological  differences  from  marrow 
FLC  and  monocytes. Idie  monocytic  series, 
however,  may  closely  resemble  connective  tissue 

continued  on  page  127 
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Figure  7.  Acid  phosphatase  in  normal  marrow  FLC. 
No  activity  is  seen  in  the  4 day  cultured  cells.  X243. 


# 


Figure  8.  Acid  phosphatase  activity  ( Barka-Ander- 
son ) in  5 day  cells  from  monocytic  leukemia  culture. 
Variable  activity  is  seen  in  individual  cells.  Methyl 
Green  Counterstain,  X243. 
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EFFECTS  OF  DBI®  TIME-DISINTEGRATED  (T-D)  CAPSULES 

ON  BLOOD  SUGAR 

— A Prelhiihiary  Report  — 

Albert  F.  Tetreault,  m.d. 


The  Author.  Alfred  F.  Tetreault.  M.D..  of  Providence, 
R.I.  Assistant  Physician.  Department  of  Medicine, 
Rhode  Island  Hospital. 


Recently,  ithenfonnin  HCl  (Xi  Ijeta-phenethyl- 
■ l)igiianide  HCl.  or  DBI®)*  was  compounded 
to  disintegrate  slowly  in  the  gastrointestinal  tract 
and  thus  provide  a hypoglycemic  effect  over  a 
longer  period  than  the  original  tablet.  The  observa- 
tions on  blood  sugar  recorded  in  this  study  were 
obtained  with  the  newer  DBI®  capsule.  Since 
Madison  and  Unger,  et  al.^  demonstrated  that  phen- 
formin  failed  to  alter  the  arterial-venous  diff'erence 
of  glucose  in  normal  subjects,  only  the  blood  sugar 
responses  of  diabetics  were  studied. 

The  precise  mode  of  action  of  DBI®  remains  to 
he  fullv  explained  despite  the  fact  that  its  chemical 
structure  is  known.  Williams,  et  al..--^  Marble.^  and 
Craig’’  pointed  out  that  among  other  actions,  it  also 
enhances  anaerobic  glycolysis.  Fajans,  et  al.*’  agreed 
with  this  view,  but  concluded  that  this  resulted  from 
a suppression  of  cellular  oxidation.  M’hatever  the 
process,  most  observers  indicate  that  a hypogly- 
cemic effect  due  to  DBI®  tablet  or  T-D  capsule  can 
he  demonstrated  in  patients  with  “mild”  diabetes 
and  that  this  action  is  a useful  adjunct  to  the  insulin 
therapy  of  labile  diabetes."  ® 

.Materials  and  Method 

Fourteen  diaiietic  jtatients  were  tested.  Four 
maturity-onset  diabetics  (males  between  the  ages 
of  36  and  68  years ) were  subjected  to  a standard 
glucose  tolerance  test  (SGTT.  Graph  1 ).^  Several 
weeks  later  and  under  fasting  conditions.  100  mg. 
of  DBI®  in  50  mg.  T-D  capsule  form  were  given  to 
each  of  these  subjects.  Blood  samples  for  the  deter- 
mination of  sugar  were  drawn  — fasting  and  1. 
l^A.  3.  3.  4.  6.  and  8 hours  after  DBI®  administra- 
tion (Graph  1).  Within  a few  weeks,  a standard 
glucose  load  (1.0  g.  kg. ) as  well  as  1 50  mg.  of 
DBI®  T-D  were  administered  and  blood  samples 
were  again  drawn  at  the  same  intervals  (Graph  2). 

*DBI®  T-I)  capsules  contained  50  mg.  of  active  phen- 
formin  HCl  per  capsule  and  were  supplied  by  the  U.  S. 
\ itaniin  and  Pharmaceutical  Corporation. 


This  was  repeated  within  one  month,  hut  at  this 
time  the  standard  glucose  load  was  given  two  hours 
after  ingestion  of  150  mg.  of  DBI®  T-D  (Graph  3 ). 

Ten  patients  with  unstable  diabetes  were  given 
150  mg.  of  DBI®  and  subjected  to  a standard 
glucose  tolerance  test  after  a 12  hour  fast  and 
abstinence  from  insulin  for  24  hours.  Fasting  and 
postprandial  blood  samples  over  the  ensuing  8 hours 
were  taken  for  evaluation  of  sugar  (Graph  4 i . 

All  blood  samples  were  assayed  for  sugar  accord- 
ing to  the  method  of  Folin-Wu  (.standard  error 
±4to7).i" 

Results 

F’nder  fasting  conditions  100  mg.  of  DBI®  T-D 
(Graph  1 i had  no  appreciable  eff’ect  on  the  Itlood 
sugar  levels  of  maturity-onset  diabetics.  This  was 
not  in  accord  with  the  findings  of  Weller  and 
Linder”  who.  using  the  autoanalyzer,  noted  phar- 
macodynamic effects  of  DBI®  within  15  minutes  in 
fasting  subjects.  But  whether  a glucose  load  were 
given  at  the  same  time  as  150  mg.  of  DBI®  T-D 
(Graph  2)  or  two  hours  after  150  mg.  of  DBI®  T-D 
(Graph  3).  similar  hypoglycemic  effects  could  he 
recorded  Itetween  the  second  and  third  postprandial 
hours.  Maximum  hypoglycemic  response  to  DBI® 
T-D  appeared  between  the  sixth  and  eighth  i)ost- 
prandial  hours  (Graph  2).  Dialtetics  with  a keto- 
genic  tendenev  (Graph  4).  on  the  other  hand, 
showed  either  no  appreciable  response  to  DBI®.  or 
responded  as  well  as  the  non-ketogenic.  maturit}  - 
onset  diabetics.  These  observations  are  in  keeping 
with  the  conclusions  of  Radding  and  Zimmerman”’ 
that  phenethyldiguanide  in  T-D  capsules  was  most 
effective  at  fasting-sugar  levels  of  200  mg.  per  cent 
or  less. 

Although  the  number  of  cases  studied  is  too 
small  to  draw  significant  conclusions,  consideration 
should  he  given  to  the  selection  of  cases  for  DBI® 
therapy,  as  well  as  to  the  timing  of  the  second  dose 
when  this  is  deemed  necessary.  Four  to  six  hours 
after  the  initial  DBI®  dose  would  seem  to  give  best 
results  while  avoiding  possible  nocturnal  hypogly- 
cemia. DBI®  ought  to  l)e  used  only  in  those  dial)etics 
with  a definite  hypoglycemic  response  demonstrated 
l)etween  the  second  and  third  postprandial  hours. 


EFFECTS  OF  DBI®  T I M E -D 1 S I N T EG  R AT  E D ( T-D  ) CAPSULES  IN  BLOOD  SUGAR 


121 


Summary  and  Tentative  Conclusions 

1.  Under  fasting  conditions  DBI®  (T-D  ) capsules 
had  no  appreciable  effect  on  subjects  with 
maturity-onset  diabetes  mellitus. 

2.  The  onset  of  action  of  DBI®  (T-D)  capsnles 
was  observed  between  the  second  and  third  post- 
prandial hours. 

3.  IMaximuni  hypoglycemic  response  to  DBI® 
(T-D)  occurred  between  the  fourth  and  sixth 
postprandial  hours. 

4.  DBI®  (T-D)  capsules  were  most  effective  in 
those  diabetics  with  fasting  blood-sugar  levels 
below  200  mg.  per  cent. 


Average  Blood  Sugar  level  in  four  moturify-onset 
diabetics-  Fasting,  without  a glucose  load,  and  after 
lOOmg.of  DBI  in  T-D  Capsule  form. 


PLASMA 
SUGAR 
(mg  %) 


HOURS 

Stondard  Glucose  Tolerance  Test  without  DBI. 

Standard  Glucose  Toleronce  Test  immediately  after  150  mg  of 
DBI  in  T-D  Capsule  Form. 

Each  test  wos  performed  on  the  same  four  maturity-onset  diabetics. 
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Stondard  Glucose  Tolerance  Test  without  DBI  T-D  Capsules. 

Stondord  Glucose  Tolerance  Test  two  hours  otter  the  ingestion 
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Introduction 

Pneumocystis  carixii  pneumonia,  an  entity 
well  known  to  European  pediatricians,  has  been 
reported  recently  in  other  parts  of  the  world  with 
increasing  frequency. 

The  disease  has  rarely  been  found  in  adults  and 
then  usually  in  association  with  other  disease 
processes,  predominantly  leukemias  or  lymphomas. 
This  paper  reports  the  first  such  case  in  an  adult  in 
the  Xew  England  area.  Certain  features  of  histo- 
pathologic diagnosis  are  discussed  and  the  relevant 
literature  is  reviewed. 

Case  Report 

I.  L...  a 59-year-old  white  female  clinically  diag- 
nosed as  having  multiple  myeloma  was  referred  to 
the  Tumor  Clinic  of  the  Rhode  Island  Hospital  for 
therapy  in  April  1962.  She  was  horn  in  Xova  Scotia 
and  had  lived  in  this  country  since  the  age  of  25. 
She  complained  of  pain  about  the  arms  and  chest. 
The  physical  examination  was  essentially  negative. 
The  laboratory  findings  revealed  : Hemoglobin  9.4 
gm..  white  blood  count  4300.  78  neutrophils.  12 
lymphocytes,  4 monocytes  and  6 eosinophiles.  plate- 
lets 310.000.  reticulocytes  1.6  per  cent.  A hone 
marrow  aspiration  biopsy  revealed  abundant  imma- 
ture plasma  cells,  occasionally  binucleated.  and 
some  with  distinct  nucleoli.  The  other  marrow 
elements  were  present  hut  markedly  reduced  in 
number.  X-ray  metastatic  series  revealed  numerous 
radiolucent  jiunched-out  areas,  measuring  from  a 
few  millimeters  to  3 centimeters  in  diameter.  These 
involved  the  skull,  practically  all  the  ribs,  and  the 
clavicles  (Fig.  1).  The  humeri,  femora,  and  pelvis 
were  also  involved,  but  to  a lesser  extent.  Serum 
proteins  not  determined  until  after  five  weeks  of 
therapy  were  normal  ( albumin  66.5,  alpha  1 globu- 
lin 3.8.  alpha  2 globulin  9.9,  beta  globulin  8.8.  and 
gamma  globulin  1 1 .0  per  cent) . She  was  followed  in 
the  clinic  and  treated  with  urethane.  During  the 

*F'rom  the  Department  of  Pathology,  Rhode  Island 
Hospital.  Providence,  R.  I. 


ensuing  ten  months  she  remained  asymptomatic 
despite  the  progressive  changes  manifested  hv 
serial  x-ray  studies.  Her  blood  cell  count  remained 
within  normal  limits  except  for  occasional  episodes 
of  leukopenia  which  responded  well  to  a decrease 
in  dosage  or  a temporary  omission  of  the  drug.  In 
January  1963.  prednisone  was  added  to  her  therapy 
in  doses  of  15  mg./day.  In  February  1963,  she  had 
a recurrence  of  symptoms  and  therapv  with  phenvl- 
alanine  mustard  was  instituted.  By  the  end  of 
March  her  condition  changed,  and  she  began  to 
suffer  from  dyspnea  and  a dry  cough.  The  latter 
became  productive  of  a white  mucoid  sputum.  She 
was.  however,  afebrile,  and  the  physical  examina- 
tion was  entirely  negative.  A chest  x-ray  study 
showed  increased  streaking  and  thickening  of  the 
markings  of  the  basilar  portions  ( Figs.  1 and  2 ) . 
She  was  placed  on  tetracycline  therapy ; no  im- 
provement was  observed  after  two  weeks  of  this 
treatment.  She  was  therefore  admitted  to  the 
hospital.  Her  respiratory  distress  progressed  rap- 
idly. and  she  appeared  critically  ill  and  cyanotic, 
requiring  continuous  oxygen  administration.  She 
expired  four  days  after  admission  on  April  1 2.  1963. 

Autopsy  Findings 

The  lungs  were  voluminous  and  weighed  800  and 
730  gm.  Thev  were  firm  and  non-crepitant.  On 
section  the  pulmonary  tissue  did  not  collapse,  and 
the  edges  remained  sharp.  The  cut  surface  varied 
from  pale  gray  to  grayish  purple  and  was  uni- 
formly indurated  and  dry.  The  bronchi  had  a pink, 
pale  mucosa,  the  blood  vessels  were  unremarkable. 
The  lumbar  vertebrae,  ribs,  and  skull  showed  well- 
circumscribed,  soft,  dark-red.  jelly-like  lesions 
typical  of  multiple  myeloma.  There  were  no  other 
relevant  gross  findings.  The  post  mortem  bacteri- 
ology of  the  lungs  revealed  the  presence  of  hemolytic 
Staphylococcus  epidermidis,  coagulase  negative, 
and  Monilia  albicans. 

Microscopically  the  sections  from  all  lobes  of  the 
lungs  showed  similar  findings.  The  alveoli  were 
filled  with  a foamy  eosinophilic  exudate  (Fig.  3 I. 
It  was  acellular  except  for  occasional  macrophages 
and  desquamated  septal  cells.  In  rare  alveoli  focal 
collections  of  neutrophils  were  present.  The  exu- 
date appeared  to  extend  into  the  alveolar  ducts  and 

continued  on  page  124 
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Fig.  1.  Chest  x-ray  taken  on  7/16/62:  The  lungs  are 
entirely  clear  and  the  cardiovascular  silhouette  is  not 
remarkable.  There  are  numerous,  sharply  defined, 
somewhat  ovoid  aeas  of  destruction  involving  prac- 
tically all  of  the  ribs  and  also  the  outer  end  of  the 
right  clavicle  incidental  to  multiple  myeloma. 


Fig.  3.  Lung  section  showing  foamy  alveolar  exudate 
and  thickened  septa.  ( Hematoxylin-eosin  stain.) 
X128. 


Fig.  2.  Film  taken  on  3/25/63:  Shows  a rather  coarse 
streaking  in  the  lungs  bilaterally,  particularly  marked 
at  the  bases  consistent  with  an  interstitial  pneumo- 
nitis. The  heart  remains  unchanged  ( normal  in  size 
and  shape)  and  the  numerous  bone  lesions  are  still 
visible. 


Fig.  4.  Lung  section:  Alveoli  containing  conglom- 
erates of  Pneumocystis  carinii  organisms.  ( Silver- 
methenamine  stain. ) Xl28. 


% 


& 

' \ 


Fig.  5.  Lung:  Cysts  of  Pneumocystis  carinii  showing 
a ring-like  structure  resembling  an  operculum. 
( Silver-methenamine  stain. ) X800. 
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Fig.  6.  Lung:  Cysts  of  Pneumocystis  carinii,  some  of 
which  are  crescentic  or  distorted.  ( Silver-methena- 
mine stain.)  X800. 
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small  bronchioles,  where  it  appeared  more  dense 
and  deeply  eosinophilic.  In  addition  there  were  a 
few  alveoli  jiartially  lined  by  “hyalin  memliranes" 
of  fibrin.  In  some  areas  the  alveolar  lining  appeared 
hv|)erplastic  and  comiiosed  of  cnboidal  cells.  There 
were  occasional  large  cells  reminiscent  of  cyto- 
megalv.  but  no  inclusion  bodies  were  detected.  The 
sejita  were  thickened ; they  were  composed  of  an 
edematous  proliferating  fibroblastic  tissue  with  a 
moderate  infiltrate  of  macrophages  and  lympho- 
cytes. Plasma  cells  were  present  bnt  in  very  scant 
nnml)ers. 

Pneumocystis  carinii  organisms  were  demon- 
strated only  by  special  stains.  They  ap])ear  in  large 
conglomerates  and  were  more  numerous  at  the 
periphery  of  each  alveolus  (Fig.  4).  where  the 
e.xudate  was  pale  and  with  a more  i)ronounced 
foamy  appearance.  Xo  organisms  were  seen  within 
the  septae  or  ])hagocytes. 

The  silver  methenamine  stain  (Gomori’s  modifi- 
cation ) revealed  both  the  cysts  and  the  free  forms 
of  the  parasite.  The  cysts  appeared  as  small 
spherules  of  semi-lunar  structures  with  a dark-gray 
or  black  contour.  They  measured  about  micra. 
Many  of  them  showed  at  one  pole  a ring-like  struc- 
ture. which  resembled  an  operculum  for  the  cyst 
(Fig.  5).  The  cyst  showed  some  segments  of  the 
wall  to  be  thicker  or  at  least  of  a deeper  staining. 
There  were  numerous  cysts  which  appeared  col- 
lapsed. distorted,  and  frequently  crescentic  in  shajie. 
resembling  sickle  cells  (Fig.  6).  The  free  forms 
appeared  as  small  round  or  rod-like  bodies,  stained 
black,  and  were  dift’usely  scattered  through  the 
exudate.  With  the  Periodic  Acid  Schifif  (PAS) 
stain  the  exudate  showed  a positive  reaction,  and 
within  the  s])aces  between  the  reticular  framework 
there  were  countless  small  bodies  stained  deej) 
I)uri)le.  Cystic  forms  were  also  identified.  Their 
cajisules  did  not  stain,  but  could  be  detected  as  a 
refractile  outline.  Within  the  cysts  two  or  four 
s])ore-hke  structures  were  present.  The  purple 
staining  of  the  exudate  on  the  PAS  stain  obscured 
to  a certain  degree  the  fine  structure  of  the  cysts. 
.Similar  results  were  obtained  with  the  Giemsa 
stain. 

Discussion 

'I'he  causative  agent  of  this  type  of  ])neumonitis 
is  an  organism  of  as  yet  not  clearly  defined  nature. 
The  disease  affects  primarily  premature  or  debili- 
tated infants  between  the  ages  of  6 to  16  weeks.  It 
is  relatively  frequent  in  Central  Europe  where  it 
occurs  in  small  epidemics,'  -'^  and  has  also  been 
reported  from  Chile'*  and  Israel.’’’  In  other  parts  of 
the  world  the  disease  is  rare  and  occurs  in  a spo- 
radic form.  During  the  last  10  years  many  cases 


RHODE  ISLAND  MEDICAL  JOURNAL 

from  England.'*’  Canada.’'***"  and  the  United 
.'States**’*-  *’'*’*'*  have  been  reported,  and  its  associa- 
tion with  hypogammaglobulinemia  has  been  repeat- 
edly noted. 

Pneumocystis  i)neumonia  is  very  rare  in  the  adult 
and  has  been  associated  with  other  serious  diseases, 
predominantly  of  the  hematopoietic  or  lymphoreti- 
cular  systems.  There  are  only  .14  known  cases  in 
adults,  and  they  have  been  summarized  by  Gilbert. -■* 
In  9 instances  pneumocystis  pneumonia  was  asso- 
ciated with  leukemia. and  in  10  with 
lymj)homas. Its  coincidence  with  cyto- 
megalic inclusion  body  disease  was  pointed  out  by 
Hamperl-  in  I9.*i6  when  he  diagnosed  the  disease 
by  the  microphotographs  in  the  published  cases  of 
McMillan-'*  and  Wyatt.-"  This  association  was 
again  noted  in  the  three  patients  of  Symmers-’’’  and 
in  the  ca.ses  of  Caiiers-*  and  Williams.**" 

Other  co-existent  diseases  have  been  trypano- 
•somiasis  (see  Gajduseck*),  thrombotic  thrombo- 
cytopenic purpura.-’’  Wegner’s  granulomatosis. 
chronic  peritonitis.-'*  multiple  myeloma.-"  pemphi- 
gus.*** and  jndmonary  tuberculosis  (see  Gilbert***). 
In  only  four  instances  was  no  associated  disease 
found : \’an  der  Meer  (see  Hamperl- ) . Anderson.**** 
Hennigar. ■’*•’*  and  Kaftori,-’’  although  in  Kaftori’s  case 
the  existence  of  hypogammaglobulinemia  was  noted. 
.Yccjuired  hvpogammaglolndinemia  also  occurred 
secondarily  in  Sheldon’s  patient.**** 

The  organism  was  first  described  by  Chagas  in 
1909.  and  to  the  i)resent  time  little  is  known,  other 
than  its  morphologic  appearance.  Several  theories 
regarding  the  nature  of  the  organism  as  either  a 
parasite  or  a fungus  have  been  advanced  (see 
Gajduseck*!.  However,  its  definite  classification 
must  await  the  confirmation  by  cultures  or  inocula- 
tion into  experimental  animals. 

The  fact  that  the  disease  is  more  common  in  j)re- 
mature  or  debilitated  infants,  as  well  as  in  adults 
with  neoplastic  or  chronic  diseases,  together  with 
the  finding  of  the  organism  in  healthy  animals,  sug- 
gests that  it  may  lie  of  low  pathogenicity  and  per- 
haps saprophytic,  and  that  it  may  jiroduce  disease 
when  the  host’s  resistance  is  low.  In  this  respect  the 
association  of  iineumocystis  pneumonia  with  hypo- 
gammaglobulinemia in  children  and  with  leukemias 
or  lymphomas  in  the  adult  is  also  suggestive  of  a 
])redilection  of  the  infectious  agent  for  producing 
disease  when  antibody  formation  is  impaired.  The 
incubation  period  is  uncertain  and  has  been  esti- 
mated at  between  1 or  2 months.  In  infants  the 
course  of  the  disease  is  characterized  liy  progressive 
d\’S])nea.  tachypnea,  and  cyanosis,  the  severity  of 
which  contrasts  with  the  absence  or  minimal  degree 
of  physical  findings.  Fever  is  absent,  or  slight  and 
inconstant.  In  the  adult  pneumocystis  pneumonia  is 
usuallv  overshadowed  bv  the  seriousness  of  the 
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underlying  disease,  and  in  only  a few  instances,  such 
as  in  the  case  reported  here,  does  one  find  a picture 
similar  to  that  described  in  children. 

The  x-ray  j)ictnre  both  in  infants  and  in  adults  is 
considered  to  he  characteristic  by  sonie.'^  -’  There  is 
a progressively  increasing  mottling,  sometimes  re- 
ferred as  a ground-glass  cloudiness,  extending  from 
the  hilus  to  the  perii)hery,  and  there  may  he  areas 
of  emphysema. 

Death  by  asphyxia  occurs  usually  about  one 
month  after  the  onset.  The  mortality  in  children  has 
been  variously  estimated  as  25  to  90  per  cent.  The 
mortality  in  adults  is  difficult  to  estimate,  because 
death  is  due  primarily  to  the  associated  disease 
process,  while  pneumocystis  pneumonia  is  usually 
an  incidental  postmortem  finding.  In  few  instances 
has  it  been  the  cause  of  death  in  an  adult. 

At  autopsy  the  lungs  are  voluminous  and  heavier 
than  usual.  There  is  a dift’use  consolidation  of  the 
parenchyma,  which  is  pale,  grayish  pink,  and  rather 
dry.  The  sectioned  lungs  do  not  collairse  and  the 
cut  edges  remain  sharp.  There  may  he  emphysema 
which  is  either  suhpleural,  mediastinal,  or  peri- 
cardial. According  to  Deamer  and  Zollinger,^  in  no 
other  disease  of  infancy  is  emphysema  as  frequent, 
as  diffuse,  or  in  a varied  form,  as  it  is  in  the  late 
stages  of  pneumocystis  pneumonia. 

Microscopically  the  pathognomonic  features  are 
the  thickening  of  the  se])ta,  a peculiar  and  character- 
istic foamy  alveolar  exndate,  and  the  demon- 
stration of  the  organisms  in  tissue  sections.  It  is  to 
he  pointed  out  that,  in  the  disease  as  described  by 
the  European  authors,  there  is.  in  addition  to  the 
features  described  here,  a heavy  plasmocytic  infil- 
trate of  the  alveolar  septa.  This  feature  was  lacking 
in  most  of  the  sporadic  cases  described  in  England 
and  the  United  States,  and  particularly  in  those 
associated  to  hypogammaglobulinemia  or  agamma- 
globulinemia. 

In  adults  the  presence  of  plasma  cells  has  been 
rather  inconstant.  W hile  in  some  cases  thev  were 
present. in  most  instances  they  were  rare  or 
absent, as  was  true  in  our  case,  in  which, 
in  spite  of  the  associated  multiple  myeloma,  ])lasmo- 
cytes  were  encountered  only  occasionally.  Hamper!” 
had  described  this  feature  as  a differential  point  in 
distinguishing  the  adnlt  form  from  the  epidemic 
disease  of  children  ; it  is  now  thought  to  represent  a 
manifestation  of  altered  immunological  and  cellular 
resix)nses  with  disturbed  antihodv  formation. 
The  thickening  of  the  septa  has  been  universally 
noted  : some  described  it  as  due  to  the  interstitial 
inflammatory  exudate,  others  as  due  to  edema, 
while  still  others  interpret  it  as  secondarv  to  the 
massive  invasion  of  the  se])ta  by  ])arasites.  as 
Hamperl”  had  shown  in  AlcMillan’s  case.  He 
thought  this  was  another  characteristic  of  the  adult 


form  of  the  disease  : however,  it  is  seldom  mentioned 
in  the  suhse(|uent  cases.  In  the  case  re])orted  here 
the  s.epta  were  (piite  cellular ; the  cells  resembled 
Ijlumj)  fibroblasts,  d'he  inflammatory  extulate  was 
minimal,  and  no  organisms  were  seen  in  the  alveo- 
lar walls.  The  thickening,  we  assume,  is  mostlv  due 
to  a proliferation  of  “sejital”  cells  and  perha]«  to  a 
certain  degree  of  edema.  It  is  i)ossihle  that  there  are 
various  stages  of  the  same  process  producing  first 
an  exudative  and  then  a proliferative  i)hase  of 
“interstitial"  pneumonia. 

The  foamy  exudate  is  the  most  characteristic 
microscopic  feature  of  the  disease  and  permits  a 
presumi^tive  diagnosis  even  in  the  routine  hema- 
toxylin-eosin  sections.  Perhaps  only  the  exudate  of 
alveolar  proteinosis  may  offer  some  difficulty  in  the 
differential  diagnosis,  hut  this  is  described  as  finely 
granular  rather  than  foamy.  Hennigar  et  al.'^'^  have 
performed  numerous  histochemical  studies  in  their 
case  and  have  shown  that  the  foamy  exudate  of 
pneumocystis  pneumonia  is,  as  is  that  of  alveolar 
proteinosis,  rich  in  lipids,  containing  about  twice 
as  much  lipids  as  a control  lung. 

The  organisms  are  best  demonstrated  in  smears 
or  touch  preparations  of  fresh  lung  tissue  stained 
with  Hiemsa.  In  tissue  sections  the  silver  impreg- 
nation is  the  best  method  of  demonstrating  the 
cystic  forms.  Their  capsules  stain  black,  while  the 
internal  structure  is  not  clearly  defined.  The  (irid- 
ley  stain  similarly  shows  the  cysts.  With  the  IhAS 
and  Giemsa  stains  the  organisms  can  he  identified, 
although  with  some  difficulty,  due  to  the  deep  stain- 
ing of  the  exudate.  The  cyst  capsule  does  not  stain, 
but  can  he  visualized  as  a thin  refractile  halo.  The 
spores  within  the  cysts  are  clearly  demonstrated. 

Phase  contrast  microscopy  of  unstained  sections 
has  given  excellent  results,  as  shown  hv  the  micro- 
jdiotographs  of  Hennigar  and  Kaftori.  Certain 
fluorescent  dyes  are  said  to  give  good  results 
( Sheldon  ) 

Woodward  and  Sheldon--  have  described  a suh- 
clinical  form  of  the  disease  in  which  there  is  no 
alveolar  exudate  and  only  a few  parasites.  Their 
two  cases  were  discovered  on  reviewing  32  autop- 
sies of  patients  dying  of  leukemia  or  lymphoma  who 
had  received  cytotoxic  chemotherapv. 

The  manner  of  evolution  of  the  disease  ini)atients 
that  survive  is  not  known  with  certainty.  Hamper!"^'* 
described  a resolution  stage  in  a child  recovering 
from  a clinically  diagnosed  pneumocystis  ])neumo- 
nia,  who  died  from  aspiration  of  food.  The  septa 
were  thickened,  and  there  were  few  inflammatorv 
cells,  including  lymphocytes  and  plasma  cells.  The 
alveoli  were  clear  and  contained  lipid-laden  macro- 
phages, some  with  phagocitized  parasites.  The 
alveolar  cell  lining  was  jirominent.  It  is  possible 
that  the  so-called  suhclinical  form  of  .Sheldon  rep- 
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resents,  as  Hamperl  described,  a resolution  stage, 
since  according  to  .statistical  studies  over  50  per 
cent  of  cases  in  children  recover  fully  as  indicated 
by  clinical  observations. 

'I'be  diagnosis  may  be  suspected  on  the  basis  of 
the  severitv  of  symptoms  and  roentgenographic 
findings  in  the  absence  of  positive  physical  exam- 
ination and  fever.  Deamer  and  Zollinger*  mention 
two  procedures  that  they  have  found  helpful  in 
diagnosis : routine  and  serial  chest  x-ray  studies 
and  routine  respiratory  rate  count.  By  employing 
these  methods  the  disease  was  recognized  in  many 
infants  affected  by  a mild  form  of  the  disease  which 
otherwise  would  not  have  l)een  apparent.  diag- 
nostic comi)lement  fixation  test  has  been  developed 
in  Czechoslovakia  using  an  antigen  prepared  from 
dried  lung  tissue  from  fatal  cases  of  pneumocystis 
jmeumonia.  and  has  been  successfully  used  in  some 
European  countries*  and  in  Chile.*  This  antigen, 
however,  is  not  available  in  North  America.  At  the 
])resent  time  the  diagnosis  can  only  be  confirmed  by 
lung  bioi)sy-’  or  at  autopsy.  Lung  aspiration  in 
children  as  well  as  smears  of  sputum  and  hypo- 
])harvngeal  secretions  have  been  reported  as  giving 
satisfactorv  results.  Treatment  with  all  available 
antibiotics  and  antiparasitic  and  antifungal  drugs 
has  failed,  although  some  authors  have  described 
occasional  favorable  results  with  the  latter  ( Ham- 
perl).- Adrenocorticotropic  hormone  (ACTH). 
cortisone,  gammaglobulin,  and  blood  transfusions 
similarly  have  been  proved  to  be  useless.  The  find- 
ings in  the  reported  case  conform  in  essence  to  the 
e.xperience  in  the  literature.  The  diagnosis  was  not 
made  clinically  or  grossly  at  autopsy,  but  was  estab- 
li.shed  in  tissue  sections  by  the  presence  of  the 
ah  eolar  foamy  exudate  and  the  demonstration  of 
the  organisms  by  special  stains. 

Summary 

case  of  Pneumocystis  carinii  pneumonia  is 
reported,  occurring  in  an  adult  with  multiple  mye- 
loma. The  possible  predisposing  effects  of  the  cyto- 
toxic agents  and  prednisone  is  once  again  noted. 
( )nly  35  cases  of  the  disease  occurring  in  adults  are 
known.  The  present  case  is  the  first  reported  in  the 
Xew  h'ngland  area.  The  clinical  aspects  and  patho- 
logic characteristics  of  the  disease  are  discussed. 
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NATURE  OF  SPINDLE  CELLS  IN 
MONOCYTIC  LEUKEMIA  CULTURES 

continued  from  page  1 19 

elements  in  vitro.  The  present  stndies  show  tliat 
histocheinical  criteria  may  he  helpfnl  in  distingnish- 
ing  monocytes  and  FLC  of  non-haemic  origin  in 
hone  marrow  cnltnred  in  tliis  system. 

Conclusions 

H nman  Itone  marrow  e.xplants  give  rise  to  sj^indle 
cells  which  are  usually  of  stromal  origin.  In  acute 
monocytic  leukemia,  mixed  populations  proliferate 
which  include  morithologically  similar  cells  of  dif- 
ferent parentage.  The  cells  may  he  categorized  as 
monocytes  and  stromal  cells  hy  their  histocheinical 
characteristics. 
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Masters  in  Medicine 

AN  INTERESTING  ERIENDSHIP  — THOMAS  HODGKIN,  M.D. 
AND  SIR  MOSES  MONTEEIORE,  BART. 

Jacob  Rosenbloom,  m.d.,  ph.d. 


This  interesting  essay  is  reprinted  from  the  Axxai.s 
OF  Medical  History  (3:381)  zehere  it  appeared  in 
1921.  The  Axxals  are  no  longer  pnblished.  The 
author,  Doctor  Rosenbloom.  zeas  in  his  ozen  right  a 
distinguished  and  scholarly  scientist.  A natiz'C  of  Brad- 
doek.  Pennsylvania,  zehcrc  he  zeas  born  in  1884,  he 
received  a B.S.  degree  from  the  I'nivcrsity  of  Pitts- 
burgh in  1905  and  an  M.D.  and  Ph.D.fin  biochemistry) 
from  Columbia  I'nizrrsity  in  1909.  He  taught  at  both 
of  his  alma  maters  at  zzirious  times  attaining  the  rank 
of  Associate  Professor  of  Biochemistry  at  Pittsburgh. 
He  published  some  150  different  reports  in  zvrious 
niedieal  and  biological  journals  in  the  United  States. 
England,  and  Germany  of  original  investigations. 
These  dealt  in  the  problems  in  c.vpcrimcntal  medicine, 
proteins,  tungsten,  mucoid  compounds,  diseases  of 
metabolisms,  and  medical  history.  Doctor  Rosenbloom 
is  believed  to  haz'c  been  the  first  specialist  in  America 
in  metabolic  diseases.  He  zeas  a member  of  the  A.3PA.. 
the  American  Biochemical  Society,  the  .American 
Biology.  He  died  an  untimely  death  of  pneumonia  in 
Chemical  Society,  and  the  Society  of  E.vpcrimcntal 
1923  at  the  age  of  39.  only  tzeo  years  after  the  appear- 
ance of  this  historical  sketch. 

— THE  EDITOR 

The  subjects  of  this  paper  were  men  of  widely 
diiterent  training  and  education  Imt  with 
marked  sameness  of  spirit  and  noliility  of  character. 

Sir  Moses  Haim  Montefiore.  tlie  great  Jewish 
pliilanthropist,  was  Ixirn  on  October  24.  1784.  His 
paternal  ancestors  were  Jewish  merchants  who 
settled  at  .\ncona  and  Leghorn  in  the  seventeenth 
century,  while  his  grandfather  came  to  London  in 
17.^8.  Moses  Montefiore  entered  the  Stock  Ex- 
change as  one  of  the  twelve  Jewish  brokers  licensed 
I)v  the  city  of  London.  Although  helonging  to  the 
.Sephardic  or  .Spanish  congregation  of  Jews  he 
married,  in  1812.  Judith,  a daughter  of  Levi  Barent 
Cohen,  of  the  German  Jews,  another  of  whose 
dnughters  was  married  to  Xathan  iMaver  Roths- 
child. the  head  of  the  great  hanking  firm,  and  Moses 
.Montefiore's  brother  married  a sister  of  X'athan 
Rothschild.  In  1824  Montefiore  having  amassed 
a fortune  retired  from  the  .Stock  Exchange.  He 
devoted  all  his  time  to  helping  the  lot  of  his 
co-religionists. 

He  made  his  first  pilgrimage  to  Pale.stine  in  1827 
and  this  resulted  in  a friendshij)  with  Mehemet  Ali 
which  led  to  much  practical  good.  On  his  return  he 
hel])ed  the  British  Jews  to  obtain  full  political  and 


civic  rights.  In  1837  he  became  the  City  of  London’s 
second  Jewish  sheriff  and  was  knighted.  In  all  he 
made  seven  pilgrimages  to  the  Palestine,  the  last 
being  made  in  187.L 

The  last  years  of  his  life  were  passed  on  his 
estate  in  Kent.  He  died  on  the  28th  of  July.  188.^. 
having  lived  to  he  over  one  hundred.  He  was  a 
strictly  Orthodox  Jew,  observant  of  both  the  spirit 
and  the  letter  of  the  scriptures.  In  his  grounds  he 
had  a S\  nagogue  built  where  services  are  still  held 
twice  a clay,  a college  where  ten  rahhis  live  and 
teach  the  Jewish  law  and  a mausoleum  which  con- 
tains the  remains  of  himself  and  Ladv  Montefiore. 
who  died  in  1862. 

Thomas  Hodgkin*  was  horn  at  Tottenham  in 
1798,  took  his  degree  at  Edinburgh  in  1823,  and 
became  a memlier  of  the  College  of  Idiysicians  in 
London  in  182.^.  He  belonged  to  the  society  of 
Eriends.  as  may  he  easily  gathered  from  his  style 
of  writings.  He  was  possessed  of  very  great  literary 
attainments,  being  especially  complimented  on  the 
pure  latinity  of  his  thesis  on  “Absorption"  on  the 
occasion  of  his  taking  his  degree  at  Edinburgh.  He 
passed  considerable  time  in  France  and  Italy,  where 
he  perfected  himself  in  the  Continental  languages, 
and  acquired  a strong  taste  for  pathological  pursuits. 
This  was  due.  no  doubt,  to  the  scientific  tendency  of 
his  mind,  which  jirompted  him  to  undertake  the 
study  of  those  branches  of  medicine  which  possessed 
a more  pusiti\  e character,  as  being  more  congenial 
to  his  remarkably  simple  and  truthful  nature.  On 
his  return  to  England  he  engaged  himself  with 
others  in  the  foundation  of  an  indeiiendent  school 
at  Guv’s  Hospital  hv  becoming  curator  of  the 
museum  and  demonstrator  of  morbid  anatomy.  The 
work  he  did  in  forming  the  museum  was  enormous, 
both  in  preparing  specimens  and  framing  a cata- 
logue : the  result  of  his  labour  is  seen  also  in  the 
two  volumes  of  “Lectures  on  the  Morbid  .Anatomy 
of  tbe  Serous  and  Mucous  Membranes.’’ 

Hodgkin  was  tbe  first  to  describe  the  condition 

’Four  details  regarding  Hodgkin  see  — Wilks  : ‘W  short 
account  of  the  life  and  works  of  Thomas  Hodgkin,  M.D.." 
Guy's  Hasp.  Gaz.  1909.  xxiii,  .s28 : 1910,  xxiv,  13;  Wilks: 
.\n  account  of  some  unpublished  papers  of  the  late  Dr. 
Hodgkin,  Guy's  Hasp.  Rept..  18-8,  .x.xiii.  : Wilks  and 
Bettany  : History  of  (luy’s  Hosp. ; 1892,  380. 
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characterized  by  a simultaneous  eulargeiueut  of  the 
spleen  and  lym])hatic  glands,-  which  was  outlined 
hv  Malphighi  in  U)65  and  which  Wilks  in  1865 
called  Hodgkin's  disease.  He  also  gave  a description 
of  insufficiency  of  the  aortic  valves,'*  antedating 
COrrigan  hy  three  years.  His  “Essay  on  IMedical 
Education”  published  in  1823,  is  still  a classic. 

.After  having  occupied  the  lecture  chair  for  about 
ten  years,  to  the  sjjecial  advantage  of  the  school 
and  to  the  advancement  of  jiathology  throughout 
the  world,  he  retired  from  the  jiost  after  his  unsuc- 
cessful candidature  for  the  assistant  physicianshi]). 

Huy's  Hospital  now  lost  one  of  its  greatest  orna- 
ments. and  the  profession  in  England,  one  who  was 
destined  to  shed  a lustre  on  its  ranks.  .After  his 
severance  from  Huy's  he  passed  to  St.  Thomas's 
where  his  stay  was  hut  short ; he  continued  to  prac- 
tise medicine,  hut  his  sources  of  information  on 
matters  of  pathology  being  eliminated,  he  turned 
his  mind  to  more  general  subjects.  He  wrote  a hook 
“On  The  Preservation  of  Health.”  He  interested 
himself  in  jirovident  disjiensaries  and  in  some 
medico-legal  questions.  Eatterly  he  almost  entirelv 
devoted  himself  to  ])hilanthropic  pursuits,  and  was 
mainly  instrumental  in  founding  the  Ethnological 
•Society,  in  connection  with  which  he  devoted  him- 
.self  to  the  study  of  jihilology.  .Suhseciuently  he  trav- 
eled in  the  East  with  .Sir  Moses  Alontefiore  for  the 
purjiose  of  rendering  aid  to  the  Jews.  On  their  last 
journey  he  was  seized  with  dysentery  and  died  at 
Jafifa,  on  the  5th  of  .April,  1886,  aged  sixty-eight. 

The  following  letter^  from  .Sir  .S.  \Vilks  presents 
details  of  interest  regarding  Montefiore  and 
1 lodgkin. 

Dear  Sir, — ( )n  reading  the  story  of  Dr.  Plodgkin 
in  your  last  number,  where  I say  that  his  death 
occurred  during  the  last  visit  of  himself  and  .Sir 
-Moses  Montefiore  to  the  Holy  Hand,  I ought  to 
have  added  the  word  “together,”  because  Sir  Moses, 
when  a very  old  man,  several  years  afterwards 
made  another  journey  to  Palestine,  hearing  that 
troubles  had  occurred  at  an  institution  at  Jerusalem 
siqqiorted  by  himself  and  Eord  Rothschild.  On  this 
occasion  he  had  an  easier  journey  than  formerlv, 
going  by  the  route  to  India  hy  Paris.  Turin,  and 
Ilrindisi,  and  then  hy  steamer  to  Ale.xandria  and  to 
Port  Said.  He  then  proceeded  on  an  Austrian 
vessel  going  to  Jaffa  and  Peirut.  On  arrival  at  Jaffa 
in  the  evening  a large  number  of  friends  were  wait- 
ing  to  greet  him,  one  of  whom  had  prepared  a house 
for  him  to  lodge  in.  On  the  following  morning,  he 
.says  in  his  narrative,  his  friend  having  lent  him  a 
carriage,  "it  conveyed  me  first  to  visit  the  tomb  of 
my  much-lamented  friend.  Dr.  Hodgkin.”  Having 
to  wait  four  days  at  Jaffa  to  jirepare  for  his  visit, 
not  liking  to  encamp  three  or  four  nights  on  the 
road  to  Jerusalem,  he  says,  “ 1 went  to  see  again  the 


tomb  of  my  much-lamented  friend.  Dr.  Hodgkin, 
and  arranged  for  the  better  ])reser\ation  of  the 
ground,  a suitable  railing  should  he  made  round  the 
monument.  It  was  a melancholy  occasion,  and  made 
me  remember  all  those  virtues  by  which  the  de- 
])arted  was  so  pre-eminently  distinguished  during 
his  life.” 

Sir  Moses,  knowing  1 was  much  interested  in  Dr. 
Hodgkin  as  the  first  curator  of  our  museum,  and 
therefore  well  acquainted  with  his  travelling  in  the 
East  with  Sir  Moses,  sent  me  a co])y  of  his  hook 
containing  an  account  of  his  last  visit  to  Palestine, 
and  it  is  from  this  hook  that  1 make  the  extracts 
which  1 have  just  (juoted.  He  sent  it  to  me  with  his 
name  written  on  the  title  page,  and  a faded  jdioto- 
gra])h,  fixed  on  the  outside  cover,  of  himself  and  his 
wife.  I am  now  sending  you  this  hook,  with  the 
request  that  you  will  baud  it  to  the  librarian  to  he 
placed  on  some  shelf  of  the  library,  where  it  will  re- 
main as  a memento  to  Dr.  Hodgkin.  It  will  remind 
the  reader,  also,  of  the  course  of  his  life  after  he 
hade  farewell  to  Huy's,  when  he  lost  the  promotion 

~Mcd.-Cbir.  Trans.,  London,  1832,  xvii,  68-114. 

'^London  Med.  Gas..  1828-29,  iii,  433-443. 

■*\Vilks : "Hodokin  and  .Sir  Moses  .Montefiore,"  Guv’s 
Host  Gas..  1910,  xxiv,  13. 

continued  on  next  page 


Fig.  1.  Thomas  Hodgkin  (1798-1866).  From  a por- 
trait  in  possession  of  the  Hodgkin  Family,  artist 
unknown. 
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which  he  so  much  coveted.  During  the  time  he  was 
curator  he  was  clean-shaven,  and  therefore  his 
])ortrait  which  yon  gave  the  Gaccttc  was  the  most 
opi)osite:  hut  he  afterwards  wore  a beard,  which. 
1 think,  very  mucli  improved  him.  .A,  photograph 
of  him  at  this  time  1 also  send  you  to  he  placed 
with  some  other  mementos  of  the  Guy’s  staff  and 
])rofessors. 

I cannot  sav  what  first  brought  about  the  close 
association  of  our  hospital  with  the  Alontefiore 
familv.  hut  in  my  early  student  days  a young  man. 
named  Xathaniel  Alontefiore.  came  as  a volunteer 
to  studv  medical  subjects,  and  more  especially. 
])hysiology.  so  that  some  years  afterwards  he  used 
to  come  down  to  Dr.  Pavy’s  laboratory  and  see  his 
ex])eriments  in  connection  with  diabetes.  He  rented 
a room  in  the  small  house  of  the  porter  at  the  lodge, 
named  Archer.  It  was  situated,  if  I remember 
rightlv.  in  St.  Thomas’  Street,  at  the  back  of  the 
corner  house,  near  the  old  burial  ground  behind 
the  chapel.  Montehore  was  evidently  very  popular 
with  the  students,  who  used  to  call  him  “Xat.” 

I believe  his  sister  married  a Goldsmid.  hut  of 
this  I am  not  sure ; she  having  died  early,  a child’s 
hosi)ital  was  built  to  her  memory  in  the  Southwark 
Bridge  Road,  and  called  after  her  name  “Evelina.” 
1 believe  the  first  members  of  the  staff'  which  were 
a])pointed  were  Guy’s  men.  Some  years  afterwards 
Montefiore  had  a very  promising  son;  he.  unfor- 
tunatel}'.  died  young,  which  was  a great  distress  to 
his  father,  and  no  doubt,  it  was.  in  fact,  the  reason 
why  he  succumbed  to  some  al)dominal  disease.  I 
was  called  to  see  him,  hut  being  away  from  home 
Dr.  Fagge  went  as  my  substitute,  and  was  present 
at  his  death. 

I am, 

Samuel  Wilks. 

[d'he  book  and  photograph  which  .Sir  Samuel 
Wilks  has  kindly  sent,  referring  to  the  above  letter, 
may  be  seen  in  the  blirary  (i.e.,  of  the  Univer- 
sity of  Pittsburgh)  by  anyone  interested  in  the 
subject.  With  reference  to  Hodgkin’s  growing 
a beard  during  one  of  his  journeys  in  the  East, 
.Sir  .Samuel  Wilks  adds  : — “The  Guy’s  Ga::ette  was, 
I believe,  at  that  time  in  its  infancy,  but  in  all  prob- 
ability the  editor  had  a collaborator  who  wrote  in 
the  ‘Lighter  Vein;’  no  doubt,  however,  there  was 
always  amongst  the  students  the  ‘funny  man.’  This 
gentleman  was  guilty  of  giving  birth  to  the  follow- 
ing jeu  d’esprit : ‘Hodgkin  went  out  with  Aloses 
and  returned  with  Aaron  (hair  on.)’  "j 

In  the  following  book  I found  considerable  ma- 
terial dealing  with  the  friendship  of  Hodgkin  and 
Alontefiore.  It  is  entitled  “Diaries  of  Sir  Aloses  and 
Lady  .Montefiore  Comprising  Their  Life  and  Work 
as  Recorded  in  Their  Diaries  from  1812  to  1883.” 
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Edited  by  Dr.  L.  Loewe,  assisted  by  his  son. 
Chicago,  1890,  in  two  volumes. 

The  following  quotations  are  taken  from  this 
work  — 

On  February  2.^th  ( 18.^7)  .Sir  Aloses  and  Ladv 
Alontefiore,  accomjianied  by  Dr.  Hodgkin  and  Air. 
Gershon  Kursheedt.  left  England  for  tbe  Holv 
Land.’’ 

^ 

Sir  Aloses  was  bighly  pleased,  and  would  have 
gone  to  town  on  purpose  to  thank  his  Excellency 
for  the  good  tidings,  but  the  state  of  Ladv  Alonte- 
fiore’s  health  caused  him  much  anxiety,  and  jire- 
vented  him  from  doing  so. 

She  passed  night  after  night  in  a state  of 
restlessness  and  pain,  and  her  medical  advisors 
in  Ramsgate  and  London  strongly  urged  that  she 
should  pass  the  winter  in  a warmer  climate. 

.Accordingly,  September  20th  (1860),  Sir  Aloses 
wrote  to  Dr.  Hodgkin,  inviting  him  to  accompany 
them  to  some  jilace  on  the  Alediterranean  recom- 
mended by  him  and  Sir  Charles  Locock.  Dr.  Hodg- 
kin accepted  his  invitation.  He  felt  it  a duty  he  says, 
as  well  as  a satisfaction,  to  comply  with  the  wishes 
of  so  kind  a friend.'* 

^ 

September  8th  ( 1862  ) . — In  accordance  with  the 
decision  of  the  doctors,  after  several  consultations. 
Lady  Alontefiore  was  to  pass  the  winter  at  Xice. 
and  she  was  strongly  advised  not  to  postpone  her 
dejiarture  after  the  19th  of  October. 

Dr.  Hodgkin  still  feared  that  she  was  too  weak 
to  undertake  the  journey,  hut  he  would  meet  Sir 
Charles  Locock,  when  they  would  come  to  a final 
decision.” 

September  10th. — Sir  Charles  Locock  met  Dr. 
Hodgkin  at  Park  Lane  in  conference,  and  passed 
more  than  half-an-hour  with  Lady  Alontefiore  and 
Sir  Aloses.  The  result  was.  that  Sir  Charles  found 
Lady  Alontefiore  better  than  when  he  last  saw  her, 
and  more  able  to  bear  the  fatigue  of  their  proposed 
journey  and  felt  no  hesitation  in  giving  his  opinion 
in  favor  of  their  going  to  Alentone.  Dr.  Hodgkin 
was  content  not  to  oppose  Sir  Charles  Locock’s 
opinion,  but  did  so.  Sir  Aloses  says,  evidently 
under  restraint.^ 

.Sejitember  19tb. — Lady  Alontefiore  had  an  un- 
disturbed nigbt.  and  .Sir  Aloses  left  Park  Lane  at 
half-past  nine,  attended  various  meetings  in  the 
city,  and  about  half-past  one  he  returned  with  the 
intention  of  going  with  Lady  Alontefiore  to  see  the 
X’ational  E.xhibition.  But  unfortunately  he  found 
her  very  unwell,  and  still  in  bed.  The  carriage  had 

HI,  63.  18,S7. 

«11,  115.  1860. 

"11.  136. 1862. 

HI,  136.  1862. 
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l)een  ordered  to  convey  them  to  see  tlie  exhibition, 
))Ut  Sir  Moses  went  instead  to  Dr.  Hodgkin,  re- 
([nesting  him  to  call  at  once. 

Dr.  Hodgkin  fonnd  Lady  Montetiore  seriously 
ill,  and  the  next  day  told  Sir  Moses  he  was  very 
uneasy,  and  woidd  like  to  have  a consnltation  with 
.Sir  Charles  Locock,  who.  nnfortnnately,  had  gone 
to  Brighton  and  conld  not  come.  The  next  day  her 
state  was  more  favonrahle  hnt  after  a restless  night 
became  so  serious,  that  another  doctor  was  called 
in,  who,  to  Sir  Moses’  great  grief,  conld  give  him 
no  better  account.  Most  of  the  members  of  the 
family  were  there.  Mr.  Sehag  (now  Mr.  Sehag 
.Montefiore)  remained  all  night,  and  together  with 
Sir  Moses  read  her  the  prayers  for  the  sick.” 

Dr.  Hamilton  Rowe  came  and  had  a long  con- 
snltation with  Dr.  Hodgkin;  they  fonnd  Lady 
.Montefiore  in  the  same  state  as  last  night,  and 
ordered  some  strong  remedies.  Dr.  Rowe  told  Sir 
.Moses  that  he  was  not  entirely  without  ho])es.’'' 

September  24th. — Dr.  Rowe  and  Dr.  Hodgkin 
declared  that  a very  favourable  change  had  taken 
])lace,  hnt  still  the  utmost  qnietness  mnst  he 
observed.  They  cautioned  him  against  being  too 
sanguine,  as  Lady  Montefiore  was  very  weak  and 
no  longer  young.’’ 

On  the  day  when  the  doctors  still  felt  a spark  of 
ho])e  for  her  recovery.  Lady  Montefiore  remained 
silent.  a])parently  preparing  her  spirit  for  flight. 
.Many  a sigh  of  deep  sorrow  might  have  been  heard 
aronnd  her  conch,  many  eyes  were  dimmed  by  tears 
of  grief,  hnt  no  sigh,  no  tear,  was  to  he  noticed  on 
the  conntenance  (jf  the  dying  lady  ; with  a heavenly 
smile  she  greeted  those  who  came  to  see  her.  en- 
deavonring  at  the  same  time  to  incline  her  head 
towards  them.  Relatives  and  friends  were  anxious 
to  remain  with  her,  hnt  she  motioned  to  them  to 
leave  her  and  to  go  np  to  jirayers,  as  it  was  the  eve 
of  the  Hebrew  New  Year,  one  of  the  most  solemn 
festivals.  The  .Sabbath  lamp  was  lighted,  shedding 
its  snhdned  light  aronnd,  and  in  the  adjoining 
oratory  the  hymns  for  the  festival  were  softl\-  and 
solemnly  chanted  to  the  ancient  melodies. 

At  the  conclusion  of  the  services  .Sir  iMo.ses  came 
hack,  laid  his  hands  affectionately  on  the  head  of 
Lady  Montefiore,  and  invoked  Heaven's  blessing 
upon  her,  which  she  reciprocated  by  placing  her 
hand  npon  his  head,  in  token  of  blessing.  Sir  Moses 
then  descended  to  the  dining-room,  where  the  rela- 
tives were  assembled,  to  prononnce  the  grace  before 
meals,  hnt  he  had  scarcely  pronounced  the  Idessing 
when  he  was  called  np  by  Dr.  Hodgkin,  who  had 
been  watching  by  the  bed  of  the  invalid  and  who 
informed  him  that  the  end  was  very  near. 

”11,  137.  1862. 

"'ll,  137.  1862. 

”11,  138.  1862. 


.\11  present  immediately  followed  .Sir  Moses,  the 
solemn  prayers  for  the  dying  were  recited,  and  the 
pure  spirit  of  jndith,  the  noble,  the  good,  and  the 
trnly  ])ion.s,  took  flight  Heavenwards.’- 

November  16th. — W’e  find  .Sir  Moses  at  Dover, 
accompanied  by  .Mr.  Haim  Gnedalla,  Mr.  .Sampson 
.Samuel,  the  Secretary  and  Solicitor  of  the  Hoard 
of  Deputies,  and  Dr.  Hodgkin,  proceeding  to  the 
I.ord  W arden  Hotel,  with  the  intention  of  remain- 
ing over  night,  in  order  to  leave  the  ne.xt  morning 
for  Calais.  Many  friends  being  an.xious  to  express 
their  good  wishes,  they  came  in  the  evening  to  see 
him,  and  remained  till  a late  hour.  Lven  then  he 
did  not  retire,  hut  continued  writing  and  making 
arrangements,  until  he  was  entreated  l)y  his  ])hysi- 
cian  to  take  some  rest.’” 

* H= 

February  26th  (1864). — Sir  Moses  left  Rams- 
gate for  Dover,  where  he  met  Mr.  and  Mrs.  .Sehag 
(now  Sehag  Montefiore),  Dr.  Hodgkin,  and  the 
writer,  who  were  to  he  his  companions  on  the 
journey. 

It  was  Sir  Aloses’  intention  to  proceed  to  |ern- 
salem  after  only  one  day's  sojourn  at  Jaffa,  hnt 

’-’11,  138.  1862. 

"’ll,  146.  1862. 
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Fig.  2.  Sir  Moses  Montefiore  ( 1784-1885).  From  a 
photograph  on  porcelain,  taken  at  the  age  of  86. 
(Frontispiece  to  the  Diaries  of  Sir  Moses  Montefiore, 
by  Dr.  L.  Lolive,  vol.  1,  Belford-Clarke  Co.,  Chicago 
1890.) 
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liis  intention  was  frustrated  by  the  illness  of 
Dr.  Dod<^kin. 

“Being  most  reluctant  to  leave  him,"  Sir  iNIoses 
writes.  "I  remained  with  him  up  to  the  latest 
moment,  until  it  became  absolutely  necessary  to 
de])art  for  lernsalem,  in  order  to  arrive  there  in 
time  for  the  f’assover  holidays. 

“W  bile  at  Jaffa.  I had  frecjnently  expressed  my 
strong  desire  either  to  remain  with  my  lamented 
friend,  to  take  him  to  Jerusalem,  or  to  relinquish 
mv  journey  thither,  and  return  with  him  to  Europe  : 
hut  all  my  friends  assured  me  that  it  would  he  most 
imprudent  for  Dr.  Hodgkin  to  travel  at  the  time, 
and  that  the  best  and  only  advisable  course  was  to 
let  him  remain  in  the  house  of  Mr.  Kyat,  the  British 
Consular  Agent,  under  the  most  kind  and  watchful 
attendance  of  that  gentleman  and  his  family,  and 
with  whom  he  had  been  staying  since  our  arrival  in 
Jaffa.  Advice  so  earnestly  urged,  I could  not  hut 
follow.  Accordingly,  on  Sunday  the  25th  of  Alarch, 
having  previously  secured  the  professional  services 
of  Dr.  Sozzi,  the  jdiysician  of  the  Lazaretto,  and 
left  my  own  English  servant,  and  likewise  engaged 
another,  to  he  constantly  in  attendance  on  mv 
esteemed  friend,  I reluctantly  quitted  Jaffa,  for 
Jerusalem,  after  a farewell  visit  to  mv  friend,  in 
the  full  hope  of  being  soon  rejoined  by  him.  and 
having  for  this  jjurpose  left  for  his  convenience  the 
Takhteerawan,'-"’  which  the  Governor  of  Jerusalem 
had  kindly  sent  to  Jaffa  for  my  own  use. 

'Bl,  172.  1866. 

Sedan  chair. 
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Fig.  .^.  Lady  Judith  Montefiore  (1784-1862).  (Fron- 
tispiece, vol.  2,  ibid.) 
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“This  hope,  however,  was  not  destined  to  be 
realized.  Unfortunately  the  state  of  health  of  mv 
lamented  friend  had  not  been,  previously  to  his 
departure  from  England,  as  satisfactory  as  his 
friends  could  have  wished ; and,  indeed,  he  left 
home  to  accompany  me  on  my  journey,  in  the  hope 
and  belief  that  the  voyage  and  change  of  air  would 
prove  beneficial  to  him.  I have  at  least  much  con- 
solation in  reflecting  that  all  that  could  be  done  was 
made  available  for  the  preservation  of  his  valuable 
life. 

“It  has  pleased  the  Almighty  to  take  him  from 
us,  and  that  he  should  not  again  behold  his  loving- 
consort  and  beloved  relatives ; he  breathed  his  last 
in  a land  endeared  to  him  by  hallowed  reminis- 
cences. To  one  so  guileless,  so  pious,  so  amiable  in 
private  life,  so  respected  in  his  public  career,  and 
so  desirous  to  assist  with  all  his  heart  in  the  ameli- 
oration of  the  condition  of  the  human  race,  death 
could  not  have  had  any  terror. 

“I  trust  I may  he  pardoned  for  this  heartfelt  hut 
inadequate  tribute  to  the  memory  of  my  late  friend. 
His  long  and  intimate  associations  with  me,  and  my 
dearly  beloved  wife,  his  companionship  in  our 
travels,  and  the  vivid  recollections  of  his  many 
virtues,  make  me  anxious  to  blend  his  name,  and 
the  record  of  his  virtues,  with  the  narrative  of  these 
events.'*’ 

“But  soon  I was  to  sustain  a heavy  affliction. 
.■\fter  having  left  Jaffa,  I constantly  received  tele- 
grams about  the  state  of  Dr.  Hodgkin’s  health  ; 
and  when  I was  informed  that  the  symptoms  had 
become  more  alarming.  I begged  my  friend.  Captain 
Henry  Moore  to  proceed  to  Jaffa  in  the  company  of 
the  physician  of  Jerusalem,  Dr.  Chaplin.  They  at 
once  ccjmplied  with  my  request,  and  remained  at 
Jaffa  with  my  lamented  friend  until  the  period  of 
his  decease,  the  melancholy  tidings  of  which  I 
received  during  the  night  of  the  3th  of  April. 
Having  already  referred  to  this  sad  event,  I shall 
not  again  dwell  thereon,  excej^t  to  say  that  it  over- 
whelmed me  with  sorrow  and  cast  a gloom  over  me 
which  1 vainly  sought  to  dispel.'" 

“On  Fridav  the  L3th  of  April,  being  desirous  of 
leaving  some  pecuniary  relief  from  myself  for  each 
of  the  synagogues,  colleges,  schools,  and  various 
charitable  institutions,  with  their  respective  repre- 
sentatives themselves,  I had  previously  made 
arrangements  to  see  them  on  that  day,  hut  a restless 
night  and  a constitution  enfeebled,  partly  by  inces- 
sant work,  and  partly  by  the  grief  I acutely  felt  at  the 
loss  of  my  late  friend  Dr.  Hodgkin,  compelled  me 
to  alter  my  plan,  and  instead  of  personal  interviews 
I had  to  satisfy  myself  with  addressing  these  gentle- 
men by  letters,  forty-two  of  which  were  dispatched 

I'ill,  173.  1866. 

uil,  180.  1866. 
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to  the  authorities  and  their  accredited  secretaries, 
accompanied  hy  my  huml)le  offerings  to  the  benefit 
of  all  the  charitable  institutions  in  Jerusalem.”'^ 
May  9th. — Sir  Moses  arrived  at  Ramsgate.  Next 
(lav  he  proceeded  to  Brighton,  thence  to  Lewes  to 
pav  a visit  of  condolence  to  Dr.  Hodgkin’s  brother.''* 
[nlv  24th. — A granite  pillar  was  bought  hy  him 
for  the  tomb  of  his  lamented  friend.  Dr.  Hodgkin, 
and  sent  to  Jaffa,  at  his  expense.-" 

Dr.  Hodgkin  was  buried  amidst  the  scenes  of  his 
last  labours,  and  an  obelisk  made  of  syenitic  granite, 
on  which  is  the  following  inscription  : 

Here  rests  the  body  of  Thomas  Hodgkin.  M.D.. 
of  Bedford  Scpiare,  London,  a man  distinguished 
alike  for  scientific  attainments,  medical  skill,  and 
self-sacrificing  philanthropy.  He  died  at  Jaffa,  the 
4th  of  April.  1886.  in  the  68th  year  of  his  age.  in  the 
faith  and  hope  of  the  Gospel. 

Mittnani  nihil  a se  alicnimi  putabat. 

'I'he  epitaph  is  inscribed  hy  his  deeply  sorrowing 
widow  and  brother,  to  record  their  irreparable  loss. 
On  the  obverse  is  the  following : 

This  tomb  is  erected  by  Sir  Moses  iMontefiore, 
Bart.,  in  commemoration  of  a friendship  of  more 
than  forty  years  and  of  many  journeys  taken  to- 
gether in  Europe,  Asia,  and  Africa. 

In  closing  I wish  to  thank  the  Surgeon-General’s 
Library  for  the  picture  of  Thomas  Hodgkin  and 
Lionel  Montefiore  of  England  for  the  right  to 
reproduce  the  picture  of  Sir  Moses  and  his  wife. 

1811,  187.  1866. 

11*11,  189.  1866. 
ii"ll,  190.  1866. 
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CAN  YOU  NAME  IT? 

Conducted  by  Thomas  Forsythe,  m.d..  Associate  Roentgenologist 
Department  of  Roentgenology,  Rhode  Island  Hospital 


Clinical  Data:  Thirty-five-year-old  housewife  on  routine  examination  found  to  have 
a lower  abdominal  mass. 

Differential  Diagnosis:  Uterine  leiomyoma?  Ovarian  neoplasm?  Bladder  carci- 
noma? Pelvic  kidney? 


( For  answer,  see  Page  1 50) 


Editorials 


HEALTH  INSURANCE  DATA 


RECENTLY  PUBLISHED  1963  edition  of  the 
^ Source  Book  of  Health  Insurance  Data  pre- 
])ared  liy  the  Health  Insurance  Institute  is  a mine 
of  information.  It  covers  the  calendar  year  of  1962, 
the  last  full  year  for  which  data  are  available. 

Alore  than  141  million  Americans,  or  three  out 
of  four  (76  per  cent  ) of  the  civilian  ])opulation,  had 
some  form  of  health  insurance  protection  through 
voluntary  insuring  organizations.  This  is  an  in- 
crease of  an  impressive  5 million  over  the  preceding 
year.  Virtually  all  of  this  vast  numher  had  some 
form  of  hospital  expense  coverage,  while  131  million 
had  surgical  and  98  million  medical  expense 
protection.  iMore  than  38  million  Americans  were 
insured  under  major  medical  plans,  an  increase  of 
an  incredible  12  per  cent  over  the  previous  year. 
Nearly  45  million  wage  earners  were  protected 
against  loss  of  income  during  periods  of  disability. 
'I'he  premiums  paid  to  voluntary  insuring  organiza- 
tions, including  Blue  Cross  and  Blue  Shield,  was 
$9.3  billion ! 

The  extent  of  coverage  of  persons  over  65  years 
of  age  is  of  particular  interest.  If  the  76  per  cent  of 
the  total  population  covered  is  broken  down  into 
those  under  65  and  those  65  and  over,  it  appears 
that  78  per  cent  of  the  former  group  are  covered 
and  60  jier  cent  of  the  latter.  The  precipitous  rise  in 
the  latter  group  can  be  demonstrated  by  comparing 
relative  increases  in  the  five  year  period  since  1957 
— an  increase  from  73  to  78  per  cent  for  the  under 
65  group,  but  an  increase  from  38  to  60  per  cent  in 
the  65  and  over  group. 

Rhode  Island  is  particularly  favored  in  the  per- 
centage of  civilian  population  having  some  form  of 
health  insurance  protection.  In  fact  Rhode  Island 
ranks  first  among  the  fifty  states  with  a striking 
93.7  per  cent  coverage  compared  to  the  national 
average  of  76  per  cent.  Some  790,000  persons  in  this 


state  have  hospital  expense  insurance,  732,000  sur- 
gical expense  insurance,  and  702,000  coverage  for 
medical  expense.  Health  insurance  iiremiums  paid 
to  insurance  companies  and  the  Blue  plans  in  Rhode 
Island  for  all  types  of  health  insurance  amounted  to 
almost  $38  million.  $33  million  of  this  having  been 
paid  out  in  benefits. 

Other  facts  in  the  brochure  are  significant.  Only 
6.2  per  cent  of  total  personal  expenditures  go  for 
medical  care,  including  insurance  premiums.  This 
has  increased  from  4.6  per  cent  over  a ten  year 
jieriod.  During  the  same  period,  however,  the  per- 
centage of  each  dollar  going  for  physicians’  services 
has  decreased  from  30  cents  to  29  cents,  while  hos- 
pital services  have  increased  from  28  cents  to  31 
cents.  The  average  hospital  cost  per  patient  day  has 
doubled  from  $18.35  to  $36.83.  The  average  length 
of  stay  has  decreased  from  8.1  days  to  7.6.  The 
increase  in  cost  per  patient  hospital  stay,  therefore, 
has  not  quite  doubled. 

One  final  group  of  statistics  is  worthv  of  empha- 
sis. Facts  belie  the  frequently  stated  concept  that 
medical  insurance  tends  to  increase  hospital  utiliza- 
tion. The  average  length  of  hospital  stay  for  those 
having  no  hospital  insurance  is  appreciably  greater 
(9.6  days ) than  for  those  having  insurance  paying 
part  or  all  of  hospital  cost  ( 7.8  days  ) . Furthermore, 
this  dififerential  holds  for  all  age  groups  except  that 
of  15-24  years  where  it  is  a slight  0.2  per  cent  lower. 
It  is  of  interest  that  persons  with  an  annual  income 
under  $2,000  between  the  ages  of  25  and  34  spent  an 
average  of  8.0  days  in  the  hospital,  while  those  with 
an  income  of  $7,000  or  more  had  an  average  stay  of 
only  5.5  days.  Persons  over  65  had  an  average 
hospital  stay  of  14.9  days.  All  of  which  indicates 
that  low  income  and  old  age  both  tend,  not  surpris- 
ingly, to  increase  hospitalization  hut  that  health 
insurance  definitely  does  )wt. 


lATROGENICS,  CYBERNETICS,  AND  EEEDBACKS 


Noli  nocere”  is.  has  been,  and  always  will  he 
a creed  for  physicians.  IMore  harm  than  good 
in  therapy  rarely  occurs  except  unwittingly.  There 
is  frequently,  however,  a sufficient  temporal  lack  of 
association  between  cause  and  effect  in  the  devious 
paths  of  intermediarv  metabolism  that  the  direct 
unfavorable  effects  of  treatment  are  obscure.  This 


may  he  augmented  liy  highly  individualized  re- 
sponses, so  that  the  eff’ects  are  not  apparent  at  all. 

It  is  therefore  an  old  truth,  recently  reaffirmed 
in  medicine,  that  no  therapeutic  agent  may  he  given 
without  complicated  changes  in  the  countless  bal- 
ances of  the  total  organism.  W’idespread  adjust- 
ments to  the  change  occur  through  the  phenomena 

continued  on  next  page 
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of  l)alances.  checks,  and  feedbacks. 

'Fhe  idienomenon  of  feedback  is  liest  understood 
by  an  exani])le  in  endocrinology.  Retween  tlie  ])itui- 
tary  gland  and  each  target  gland  there  is  a balance 
between  stimulation  and  response,  and  resiwnse 
and  inhibition  of  the  stimulus.  This  is  negative 
feedl)ack.  'I'be  result  of  the  stimulation  leads  to 
reduction  of  the  stimulus.  As  the  res])onse  dimin- 
ishes. the  stimulus  increases.  The  simplest  model  is 
the  thermostatic  control  of  our  home  beating 
.systems. 

Positive  feedback  is  exemplified  by  the  vicious 
cvcle.  The  consumption  of  alcohol  by  an  excessive 
drinker  is  an  e.xample  of  positive  feedback ; the 
more  be  drinks,  the  more  be  craves,  until  the 
svstem  breaks  down  completely. 

Where  negative  feedback  is  operative,  a system 
is  in  perfect  l)alance.  Unfortunately,  where  positive 
feedback  occurs,  except  in  the  acciuisition  of  virtue, 
results  are  fre(|uentlv  disastrous.  Unfortunately, 
manv  biological  systems  have  positive  feedbacks. 

'I'be  science  of  Cybernetics  is  an  attempt  to 
develop  general  systems  scientifically,  the  under- 
standing of  feedbacks,  inputs  and  outputs,  and 
c|uantitative  estimation  of  these  factors.  It  is  not 
necessarv  to  be  fluent  in  the  terminologv  of  bal- 
ances, feedl)acks.  and  cyl)ernetics  to  understand  the 
implications.  Having  been  l)iologists  before  we 
were  ])bysicians.  we  have  frecpiently  .seen  examples 
of  the  disrui)tion  of  balances  m nature.  Eliminating 
of  one  species  may  result  in  the  complete  dislocation 
of  other  s|)ecies.  Introducing  a foreign  s])ecies  such 
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as  the  English  sparrow  into  .\merica  has  eliminated 
the  native  l)luebird. 

In  tberajieutics,  one  cannot  introduce  an  effective 
agent  without  instituting  either  a positive  or  nega- 
tive feedback  response.  It  follows  from  this  that  a 
physician  should  be  aware  of  the  possible  feedback 
res])onses  resulting  from  the  administration  of  a 
drug.  In  an  unsojdiisticated  way,  we  do  this  bv 
listing  the  toxic  effects.  More  understanding  of  the 
disruption  of  balances,  as  the  mechanism  bv  which 
toxic  effects  occur,  is  the  real  objective.  A pbvsician 
not  only  should  become  acquainted  with  the  poten- 
tial side  effects  of  a drug  before  using  it.  but  should 
also  attempt  to  apply  this  information  to  the  indi- 
vidual patient  for  whom  be  prescribes  the  drug  in 
terms  of  positive  or  negative  feedback. 

If  we  appear  herein  to  be  obscuring  common 
sense  through  terminology,  we  shall  at  least  hope- 
fully call  attention  to  the  exaggerated  claims  in  lav 
])ublications  that  more  barm  than  good  is  lieing 
done  by  modern  tberaiyv.  The  controversy  for  ex- 
ample over  The  Sile.xt  Spring,  illustrating  as  it 
does  examples  of  feedback  and  cybernetics,  has  led 
some  l)y  analogy  to  decry,  innocently  or  mischiev- 
ously, modern  tberajieutics. 

.-\s  physicians  and  scientists,  we  are  obliged  to 
follow  our  creed  of  “noli  nocere”  in  the  most  scien- 
tific and  knowledgeable  way  possible.  By  fully 
appreciating  that  cybernetics  and  feed-back  ])be- 
nomena  are  always  operative,  we  shall  practice 
better  medicine  and  do  less  barm. 


SOME  SECOND  THOUGHTS 


HESE  coLi'Mxs  have  in  the  past  taken  a sympa- 
tbetic  view  toward  the  suggestion  of  a merging 
of  the  scientific  libraries  of  Brown  E'niversity  with 
tlie  su])erl)  collections  of  the  Rhode  Island  Medical 
.Societv.  There  have  appeared  to  be  mutual  advan- 
tages in  such  a union.  It  has  been  emphasized,  how- 
ever, that  the  needs  of  the  profession  locally  and 
of  the  community  should  not  be  sacrificed  in  the 
furtherance  of  jirofessional  medical  education.  We 
have  felt  that  the  two  are  compatible.  .Some  jire- 
liminarv  conversations  in  pursuit  of  this  objective 
have  already  been  held. 

.A.  timely  warning  on  the  subject,  however,  comes 
from  (iertrude  E.  Annan.  Librarian  of  the  famous 
X"ew  York  .Academy  of  Medicine  Eibrarv.  In  the 
J.A.M..A.  of  January  4,  1964,  Miss  Annan  wrote 
as  follows : 

“'I'be  ‘deterioration'  of  medical-school  libraries 
has  been  brought  to  our  attention  more  than  once, 
yet  the  more  serious  plight  of  medical-society  libra- 


ries in  many  parts  of  tbe  country  seems  to  have 
aroused  little  concern.  I'inancial  difficulties  plague 
many  medical  societies,  and  their  libraries,  tradi- 
tionally serving  a widely  diversified  community, 
are  severely  undermanned.  Two  large  collections 
are  to  be  ab.sorbed  bv  neighboring  medical-.scbool 
libraries,  and  we  find  universities  with  newly 
])lanned  medical  programs  looking  covetously  to 
local  society  libraries  in  tbe  bojie  that  they  may 
absorb  a library  already  functioning. 

“There  is.  of  course,  nothing  new  in  these  ‘mer- 
gers.’ Tbe  bistorv  of  all  of  our  great  libraries  shows 
such  amalgamation.  Some  years  ago  Janet  Doe 
wrote  a few  jiages  entitled  ‘Hrowth  by  Gift,’  which 
mentions  tbe  local  libraries  superseded  by  and  inte- 
grated into  tbe  New  A’ork  Academy  of  Medicine. 
1 n each  of  these  instances,  however,  tbe  libraries  bad 
ceased  to  be  of  need  in  tbe  community,  and  their 
functions  were  carried  on  by  tbe  .Academy.  In  such 
situations  there  is  no  (piestion  of  continuing  un- 
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wanted  facilities.  Today  tlie  difference  lies  in  the 
fact  that  a tlireatened  society  lil)rary  may  I)e  per- 
forming a vahiahle  service  to  the  community  — 
city,  county,  or  state  — a service  sometimes  not 
feasil)le  for  the  imiversitv  lilirarv  which  must  first 
take  care  of  its  own  constituency.  Althougli  there 
are  many  medical-school  libraries  in  the  country 
acting  as  community  libraries,  serving  all  types  of 
readers  over  large  geographical  areas,  there  are 
also  a number  unable  to  e.xtend  their  facilities 
hevond  their  own  staff  and  students.  In  a recent 
survey  of  the  policies  of  medical  liliraries  toward 
undergraduate  students  on  the  high-school  as  well 
as  college  level,  it  was  abundantly  clear  that  libra- 
rians in  all  medical  libraries  were  anxious  to  serve 
these  young  people.  Yet  some  medical-school  libra- 
rians confessed  they  could  not  do  so.  Also  we  are 
warned  frequently  of  surging  school  enrollments 
and  the  burgeoning  of  demands  to  he  expected  in  a 
few  years  time.  W’e  cannot  avoid  concern  lest  such 
overcrowding  of  facilities  and  overburdening  of 
library  staffs  will  lead  to  the  exclusion  of  readers 
not  associated  with  the  institutions.  .Surely  the 
medical-school  librarians  will  miss  another  library’s 
help  in  sharing  the  load,  and  look  with  anxiety  at 
the  local  medical  libraries  which  may  disappear 
from  the  scene  or  which  are  so  jioorly  supported 
that  they  no  longer  fulfill  their  proper  function.” 

.Miss  Annan  then  adds  : 

“W  ho  are  these  readers,  and  what  are  their 
needs?  The  busy  practitioner  obviously  wants  a 
convenient  library  to  which  he  may  turn  on  the  day 
when  he  can  si)are  an  hour  or  two  for  a long- 


planned  visit  to  consult  two  or  three  volumes  on  a 
l)articular  subject.  He  will  want  to  he  able  to  tele- 
phone the  library,  to  ask  that  the  volumes  he 
reserved  for  him.  .Should  any  emergency  arise,  it 
may  he  another  week  before  he  can  go  to  look  at 
the  volumes  saved  for  him.  He  may  wish  instead  to 
have  material  sent  to  him  directly,  or  ])erhaps  he 
will  want  the  kind  of  service  which  some  describe  as 
spoonfeeding.  The  student  must  have  help,  esi)e- 
cially  the  high-school  student,  in  learning  the  com- 
jilicated  uses  of  the  indexes  and  other  tools,  the 
methods  of  doing  his  own  researches.  He  is  the 
physician  and  scientist  of  the  future.  His  later  use 
of  the  literature  may  depend  ui)on  his  exi)erience 
today.” 

Hiss  .Annan  concludes  with  a warning  that 
thoughtful  people  should  look  “toward  the  future 
and  beyond  e.xjiedience”  : 

“In  a time  when  we  need  to  offer  more  opportu- 
nities for  learning,  we  should  not,  without  hesita- 
tion, lose  those  already  in  existence.  Alergers  which 
solve  the  problem  in  one  locality  may  prove  a seri- 
ous disadvantage  in  another.  Before  condemning  an 
existing  library,  trustees  and  administrators  must 
ask  themselves,  Ts  this  decision  to  he  made  because 
of  the  needs  of  the  community  or  the  understand- 
able appetite  of  a new  medical  school?’  ” 

(dertrnde  .Annan  is  an  alumna  of  Brown  Univer- 
sity (Pembroke  College)  and  has  retained  a filial 
interest  in  Brown  and  the  surrounding  community. 
W’e  are  confident  that  Miss  .Annan  was  not  unaware 
of  our  local  problems  when  she  wrote  these  words. 


FACING  THE  ISSUE 


HOUSE  OF  DELEGATES  of  the  Rhode  Island 
Medical  .Society  believing  “that  any  qualified 
physician  should  he  eligible  for  membership  in  the 
•American  Aledical  Association,”  and  that  any  dis- 
crimination violates  the  spirit  of  the  Constitution 
of  the  .A.M.A.  whose  stated  objects  are  the  promo- 
tion of  “science  and  the  art  of  medicine  and  the 
betterment  of  public  health,”  adopted  a resolution 
providing  that  “the  Board  of  Trustees  of  the  Amer- 
ican Medical  Association  he  . . . instructed  to  take 
such  action  as  it  deems  necessary  or  appropriate  to 
deny  the  rights  and  privileges  of  memliership  to 
members  of  any  constituent  association  or  compo- 
nent society  , . . which  denies  membership  to  any 
qualified  physician  because  of  race,  religion,  or 
place  of  national  origin.”  This  resolution  was  placed 
before  the  House  of  Delegates  of  the  .A.M..A.  at  its 
Clinical  Meeting  held  in  Seattle,  Washington  in 
December  1963. 

In  accordance  with  established  procedure,  the 
resolution  was  sent  to  a reference  committee.  In 


support  of  this  resolution  the  delegate  from  Rhode 
Island  read  the  following  statement  to  the  reference 
committee : 

“The  House  of  Delegates  of  the  Rhode  Island 
Medical  Society  is  greatly  concerned  that  certain 
qualified  and  ethical  physicians  are  denied  member- 
ship in  the  .American  Medical  Association  because 
of  race.  It  is  our  conviction  that  the  .American  Aled- 
ical  .Association,  a j^owerful  and  influential  national 
organization,  should  be  equally  concerned.  Exclu- 
sion from  membership  of  able  and  critically  needed 
doctors  of  medicine  because  of  race  is  practiced  by 
several,  albeit  a small  number,  of  county  and  state 
societies.  .Acquiescence  in  this  unfair,  unwarranted, 
and  detrimental  practice  is,  we  contend,  inimical  to 
the  interests  of  medicine  as  a whole,  to  the  image  of 
the  .American  doctor  and  the  .American  IMedical 
.Association,  and  to  the  welfare  of  the  public,  which 
is  our  greatest  concern.  It  is  unconceivable  to  us 
that  this  great  organization  will  find  itself  unable 
to  take  appropriate  action  to  correct  this  glaring 
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inequity.  Legal  counsel  has  advised  us  that  the 
Constitution  and  By-Laws  of  the  American  Aledical 
.\ssociation  permit  accommodation  to  this  impor- 
tant and  urgent  objection.” 

This  eminently  sensil)le  resolution  appeared  to 
produce  consternation  in  some  quarters.  An 
Alabama  physician  reportedly  criticized  Rhode 
Island  tor  ‘‘gratuitously”  attempting  ‘‘to  tell  other 
sections  of  the  country  what  to  do.”  He  thereupon 
challenged  the  Rhode  Island  representatives  to 
‘‘give  an  accounting”  of  what  jdiysicians  are  being 
excluded  from  membership  in  medical  societies  and 
what  their  qualifications  are.  A representative  from 
Rhode  Island  replied  that  he  did  not  know  how 
many  societies  exclude  Xegroes,  ‘‘hut  the  fact  that 
the  Board  of  Trustees  submitted  Supplementary 
Report  K.  indicates  that  a problem  exists.”  Supple- 
mentary Rei)ort  K.  states  in  part : 

"The  Hou.se  of  Delegates  of  the  American  Medi- 
cal Association  has  in  the  past  adopted  a policy 
that  constituent  and  component  societies  having 
restrictive  membership  provisions  based  on  raee 
( italics  ours  ) shoidd  study  such  steps  as  they  may 
elect  to  the  end  that  all  men  and  women  profession- 
ally and  ethically  (jualified  shall  l)e  eligible  for  mem- 
bership in  the  American  ?\Iedical  Association  and 
its  component  and  constituent  associations  and 
societies  regardless  of  race,  color  or  creed.” 

A \'irginia  representative  is  quoted  as  stating 
that  ‘‘in  the  long  run,  compulsion  might  do  more 
harm  than  good.”  A Xew  Jersey  physician  there- 
upon replied:  ‘‘W’e've  heard  from  the  Southern 
states  that  there  is  no  color  bar ; then  this  is  the 
time  to  pass  this  resolution  . . . since  we  all  agree.” 

delegate  from  Xew  York  stated:  “This  is  an 
emotionally  charged  problem  and  much  in  the  pub- 
lic eye.  If  we  stand  ])at  we  will  draw  fire  from  those 
who  want  progress.”  But  stand  pat  they  did.  Rhode 
Island’s  resolution  was  defeated.  The  House,  upon 
recommendation  of  the  reference  committee,  then 
reaffirmed  a 1950  declaration  and  directed  that  a 
copy  he  sent  to  each  state  medical  society.  The 
resolution  of  1950  stated  in  part : 

“The  House  of  Delegates  recognizes  that  certain 
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constituent  and  component  societies  of  the  Amer- 
ican Medical  .\ssociation  have  had  or  noie  have 
( italics  ours)  restrictive  provisions  as  to  qualifica- 
tions of  membership  based  on  race.  . . . Resolved, 
that  constituent  and  component  societies  having 
restrictive  memliershij)  jirovisions  based  on  race, 
study  this  question  in  the  light  of  prevailing  condi- 
tions with  a view  to  taking  such  steps,  as  they  may 
elect  (italics  ours)  to  eliminate  such  restrictive 
jirovisions.” 

Renewing  this  apparently  ineffective  resolution 
of  almost  fourteen  years  ago  is  not  likely  to  have  a 
striking  effect.  Interesting  themselves  also  in  the 
problem  of  discrimination  on  hospital  staffs,  the 
Trustees  and  House  stated  that  ‘‘The  members  of 
the  medical  staff  of  a hospital  have  a responsibility 
to  advise  the  governing  hoard  in  the  establishment 
of  policies  and  practices  governing  admission  to 
hospital  staff  privileges.”  and  ‘‘That  members  of 
the  medical  staff  of  every  hospital,  where  the  admis- 
sion of  physicians  to  hospital  staff  privileges  is 
subject  to  restrictive  policies  and  practices  based  on 
race,  be  urged  to  study  this  question  in  the  light  of 
prevailing  conditions.  . . .” 

The  issue  of  public  accommodations  is  intimately 
related  to  the  problems  both  of  society  membership 
and  of  hospital  staff  privileges  for  Xegroes  in  the 
South.  It  has  been  stated  that  many  qualified 
Xegroes  would  not  now  bother  to  join  state  and 
local  societies  if  they  were  invited,  because  they 
could  not  in  any  case  attend  meetings  with  white 
members  in  public  places.  The  public  accommoda- 
tion provisions  of  the  civil  rights  liill  now  before  the 
Congress  have,  we  are  told,  a rather  dim  outlook. 

The  position  of  the  A.M.A.,  nevertheless,  must 
be  crystal  clear  in  a matter  with  which  it  is  directly 
concerned,  namely  eligibility  for  membership.  Y'e 
feel  that  it  is  urgent  that  the  Board  of  Trustees  and 
the  House  of  Delegates  take  an  aggressive  attitude 
and  an  enlightened  point  of  view.  It  is  our  thought 
that  an  appropriate  follow-up  to  Rhode  Island’s 
recent  action  would  be  a directive  to  the  Trustee 
requesting  an  accounting  of  progress  during  the 
past  year. 
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RHODE  ISLAND  MEDICAL  SOCIETY 
Report  of  Meeting  Held  on  Jannary  29,  1964 


A MEETING  of  tile  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
Medical  Library  in  Providence  on  W ednesday, 
[annary  29,  1964.  The  meeting  was  called  to  order 
hv  the  President,  Dr.  Thomas  Perry,  Jr.,  at 
7 :55  I’.M. 

The  following  delegates  were  in  attendance : 
BRISTOL  COUNTY:  Paul  A.  Botelho,  m.d. 
KF.X7'  COUNTY : Peter  C,  Erinakes,  m.d., 
h'dmnnd  Hackman,  m.d.,  and  Charles  Round,  m.d. 
PAWTUCKET  DISTRICT:  Edmund  Billings, 
M.D.,  Robert  C.  Hayes,  m.d.,  Earl  F.  Kelly,  m.d., 
Earl  I.  Mara,  m.d.,  and  Alexander  Jaworski,  m.d. 
WASHINGTON  COUNTY:  Joseph  Rnisi,  m.d., 
James  A.  McCrath,  M.D.  ll'OONSOCKET  DIS- 
TRICT: Leonard  Standinger,  m.d.,  Roger  Berard, 
M.D.,  and  Roger  Fontaine,  m.d.  OFFICERS  OB' 
THE  RIMS  (other  than  delegates):  Thomas 
Perry,  |r.,  m.d.,  Samuel  Nathans,  m.d.,  John  C. 
Ham,  M.D.,  and  Michael  DiMaio,  m.d. 

IMMEDIATE  PAST  PRESIDENT  OF 
RIMS:  Arthur  E.  Hardy,  m.d.  PROUIDENCE 
MEDICAL  ASSOCIATION : John  T.  Barrett, 
M.D.,  Irving  A.  Beck,  m.d.,  J.  Robert  Bowen,  m.d., 
Bertram  H.  Buxton,  m.d.,  W'ilfred  1.  Carney,  m.d., 
Joseph  Caruolo,  m.d.,  Henry  B.  Fletcher,  m.d., 
Frank  Fratantuono,  m.d.,  John  F.  W'.  Gilman,  m.d., 
Seehert  J.  Goklowsky,  m.d.,  Stanley  Grzebien,  m.d., 
James  Hardiman,  m.d.,  WTlter  E.  Hayes,  m.d., 
Joseph  Lamhiase,  m.d.,  Thomas  Littleton,  m.d., 
Robert  V.  Lewis,  m.d.,  William  J.  MacDonald, 
M.D.,  Peter  Mathieu,  m.d.,  William  McDonnell, 
M.D.,  James  B.  Aloran,  m.d.,  Gustavo  A.  Motta, 
M.D.,  W'illiam  S.  Nerone,  m.d.,  Raul  Nodarse,  m.d., 
Edwin  B.  O’Reilly,  m.d.,  Arnold  Porter,  m.d., 
W’illiam  A.  Reid,  m.d.,  Ralph  Richardson,  m.d., 
Carl  S.  Sawyer,  m.d.,  .Stanley  D.  Simon,  m.d.,  John 
Turner,  m.d.,  Edwin  Vieira,  m.d.,  and  Elihu  S. 
W ing,  Jr.,  M.D. 

'I'he  following  delegates  were  absent : Bruno 
Franek,  m.d.,  Philomen  Ciarla,  m.d.,  Charles  Dot- 
terer,  m.d..  Freeman  B.  Agnelli,  m.d.,  Joseph  Can- 
non, M.D.,  Warren  W.  Francis,  m.d.,  and  Charles  J. 
Ashworth,  m.d. 

Also  in  attendance  were  John  E.  Farrell,  .sc.d., 
Ifxecutive  Secretary,  Dr.  George  Vk  Coleman, 
Chairman  of  the  Cancer  Committee,  and  Dr. 


Rudol])h  A.  Jaworski,  Chairman  of  the  Child- 
■School  Health  Committee. 

Minutes  of  Previous  Meetings 
The  President  noted  that  the  minutes  of  the 
meeting  of  the  House  of  Delegates  held  on  October 
2.  1963,  and  the  .Special  Meeting  held  on  Novem- 
ber 4,  1963,  had  been  sent  to  each  delegate. 

Action : A motion  was  made,  seconded  and  voted 
that  the  minutes  of  the  meetings  of  the  House 
held  on  October  2,  1963,  and  November  4.  1963, 
he  approved  and  placed  on  file. 

Report  of  the  Secretary 

Dr.  Alichael  DiMaio,  Secretary,  read  his  report, 
copy  of  which  was  included  in  the  handbook.  He 
and  Dr.  Perry  answered  (|uestions  raised  on  several 
of  the  items  reported. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  as  submitted,  he 
ap])roved  and  ])laced  on  file. 

Recommendations  of  the  Council 
The  Secretary  reported  the  following  recommen- 
dations from  the  Council : 

1 . That  it  recommends  the  adoption  of  a resolution 
relative  to  the  use  of  cigarettes,  as  follows  : 

WHEREAS  the  Rhode  Island  Medical  Journal  on 
more  than  one  occasion  has  called  upon  physi- 
cians, parents,  teachers  and  legislators  to  do 
their  utmost  to  discourage  teenagers  from  devel- 
oping the  cigarette  smoking  habit,  and 

WHERE.vs  the  preponderance  of  evidence  indi- 
cates that  cigarette  smoking  is  implicated  in  the 
genesis  of  Inng  cancer,  heart  disease  and  jiroh- 
ahly  other  conditions,  and 

WHEREAS  a recent  poll  of  the  physicians  of  Rhode 
Island  has  indicates  that  the  majority  who  have 
given  up  cigarette  smoking  have  done  so  be- 
cause of  the  clinical  evidence  as  to  its  causative 
effects,  and 

WHEREAS  the  Rhode  Island  Medical  Society  is 
concerned  in  all  matters  relating  to  public 
health,  therefore  be  it 

RESOLVED  that  the  Rhode  Island  Medical  Society 
officially  endorse  programs,  such  as  that  of  the 
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Rhode  Island  Inter-Agency  Council  on  Smok- 
ing. that  would  teach  the  dangers  to  health  from 
cigarette  smoking,  particularly  to  the  youth  of 
our  State. 

Action : A motion  was  made,  seconded  and  voted 
that  the  resolution  as  proi)osed  he  approved  and 
adopted  as  an  action  of  the  Society. 

* * * 

2.  That  the  Society's  nominations  as  representa- 
tives on  the  Board  of  Directors  of  the  Rhode 
Island  Blue  Cross  for  1964  he  Drs.  Arnold 
Porter  and  W illiam  A.  Reid. 

Action : A motion  was  made,  seconded  and  voted 
that  the  nominations  proposed  he  approved. 

Report  of  the  Treasurer 
The  President  noted  that  the  annual  rej^ort  of  the 
Treasurer  had  been  included  in  the  handbook,  and 
in  the  absence  of  Dr.  John  A.  Dillon.  Treasurer 
Protein,  he  or  the  Executive  Secretary  would 
answer  any  questions  regarding  the  report. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  T reasurer  he  approved  and 
placed  on  file. 

Report  of  the  Chairman  of  the  Board  of 
T rustees  of  the  Medical  Library 
Dr.  Samuel  Xathans,  Chairman  of  the  Board  of 
Trustees  of  the  Medical  Library,  noted  that  his 
written  rejjort  was  included  in  the  handbook. 
Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Chairman  of  the  Board  of 
'I'rustees  of  the  Medical  Library  be  approved. 

Communications 

A.M.A.  Resolutions:  The  President  noted  that 
several  resolutions  adopted  by  the  American  Medi- 
cal Association  at  its  clinical  session  in  Portland, 
Oregon,  in  December,  were  included  in  the  hand- 
book for  information  purposes.  Dr.  Hardy,  delegate 
to  the  AM.\,  briefly  discussed  the  resolutions  and 
he  re])orted  on  the  highlights  of  the  AM.\  meeting, 
reviewing  in  jiarticular  the  course  of  action  on  the 
resolution  introduced  by  the  Rhode  Island  Medical 
.Society. 

The  question  of  future  action  on  the  resolution 
was  discussed,  and  a motion  to  re-introduce  the 
resolution  at  the  next  meeting  of  the  AiMA  House 
of  Delegates  was  made  and  seconded,  hut  subse- 
quently withdrawn  by  the  proposers. 

Action : A motion  was  made,  seconded  and  voted 
that  if  the  President  deems  it  advisable  that  a 
resolution  he  drafted  relative  to  the  problem 
raised  by  the  resolution  adopted  by  the  House  in 
Xovemher  and  submitted  to  the  American  Medi- 
cal Association,  he  is  authorized  to  appoint  a 
committee  to  prepare  such  a resolution  for  the 
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April  meeting  of  the  House  of  Delegates  of  the 

R.I.  Medical  Society. 

Letter  to  Congressional  Committee 

The  President  noted  that  the  letter  sent  by  him 
to  the  Ways  and  Means  Committee  of  the  House 
of  Representatives  of  the  Congress  was  included  in 
the  handbook  for  the  information  of  the  delegates 
in  order  that  they  might  have  the  benefit  of  the 
statistical  data  and  reasons  why  a compulsory  tax 
through  the  social  security  system  to  provide  medi- 
cal care  for  the  elderly  is  not  necessary  to  meet  the 
needs  in  Rhode  Island. 

Nominees  for  Physicians  Service 
Board  of  Directors 

The  President  noted  that  the  House  must  nomi- 
nate four  physicians  to  the  Corporation  of  Physi- 
cians Service  to  serve  three-year  terms  each  on  the 
Board  of  Directors.  The  list  of  physician  members 
of  the  Board,  with  terms  of  office,  was  included  in 
the  handbook. 

On  separate  nominations  the  following  were  pro- 
jiosed  to  the  House:  Frederick  C.  Eckel,  m.d., 
Henri  E.  Gauthier,  m.d..  Robert  C.  Hayes,  m.d.. 
Waldo  O.  Hoey,  m.d.,  Earl  J.  Mara,  m.d.,  Edwin 
B.  O’Reilly,  m.d.,  and  John  Turner,  H,  m.d. 

motion  to  close  the  nominations  was  made, 
seconded  and  voted.  The  President  appointed  Drs. 
Ralph  Richardson  and  John  F.  W.  Gilman  as 
tellers.  On  a written  ballot  Drs.  Eckel.  iMara  and 
Turner  received  majority  votes,  and  a three-way 
tie  vote  resulted  for  the  fourth  nomination  between 
Drs.  Hayes,  Hoey  and  O'Reilly.  On  a second  writ- 
ten ballot  Dr.  Waldo  O.  Hoey  received  a major- 
ity vote. 

On  the  basis  of  the  balloting,  the  President 
announced  that  the  House  had  nominated  for  elec- 
tion to  the  Board  of  Directors  of  Physicians  Service 
for  three-year  terms,  until  the  annual  meeting  in 
1967,  Drs.  Frederick  Eckel  of  ^^’esterly,  Waldo  O. 
Hoey  of  Providence.  Earl  J.  Mara  of  Pawtucket 
and  John  Turner,  1 1,  of  Providence. 

Report  on  Workmen’s  Compensation 
Conferences 

Dr.  Arthur  E.  Hardy  reviewed  his  report,  copy 
of  which  was  included  in  the  delegates’  handbook, 
relative  to  the  Workmen's  Compensation  Confer- 
ences conducted  by  the  Society.  He  discussed  the 
work  of  the  physicians'  and  carriers’  joint  commit- 
tee that  has  been  established. 

Action : A motion  was  made,  seconded  and  voted 

that  the  A\’orkmen's  Compensation  report  be 

approved  and  placed  on  file. 

RIMPAC 

Dr.  Arthur  E.  Hardy.  President  of  the  Rhode 
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Island  Aledical  Political  Action  Coniinittee.  ex- 
])lainc(l  brierty  to  the  House  the  contemi)lated  edu- 
cational activities  of  RLMPAC,  and  he  urged  the 
su])i)ort  of  all  physicians  of  the  i^rograni. 

Resolution  on  the  Death  of 
J.  Murray  Beardsley,  AI.D. 

Dr.  iMichael  DiMaio,  for  the  Council,  read  the 
following  resolution : 

WHEREAS  Doctor  J.  Murray  Peardsley  served 
the  Rhode  Island  Medical  .Society  ably  and  with 
distinction  as  its  elected  'i'reasurer  from  May, 
1959,  until  liis  death  on  January  15,  1964,  and 
WHEREAS  Doctor  I’eardsley  also  gave  generously 
of  his  time  and  ability  to  many  of  the  Society’s 
activities,  including  many  years  of  ])articipation 
as  a member  of  the  committee  on  arrangements 
for  the  annual  scientific  meetings,  as  a member 
of  the  Council  and  of  the  House  of  Delegates,  and 
as  Treasurer  of  the  Providence  Medical  Associa- 
tion from  1947  to  1951,  and 

WHEREAS  he  was  a leader  in  promoting  surgical 
training,  in  developing  specialized  care  for  the 
severely  ill  i)atient,  and  distinguished  in  clinical 
research,  and 

WHEREAS  he  also  served  the  people  of  Rhode 
Island  as  an  outstanding  physician  and  surgeon, 
heading  the  surgical  staff  at  Rhode  Island  Hos- 
])ital  for  ten  years  and  at  the  Charles  V.  Chapin 
Hosi)ital  for  thirteen  years.  Now  therefore, 

HE  IT  RESOLVED  that  the  House  of  Delegates  of 
the  Rhode  Island  Medical  Society,  assembled  in 
meeting  on  this  29th  day  of  January,  1964,  does 
hereby  e.xpress  its  deep  regret  upon  the  death  of 
Doctor  J.  Murray  Beardsley,  and  its  sincere 
sympathy  to  his  widow. 

. Icfion:  A motion  that  the  resolution  he  unani- 
mously adojited,  that  a copy  he  sent  to  Mrs. 
Beardsley,  and  that  the  House  stand  in  a minute 
of  silent  prayer,  was  made,  seconded  and  voted. 

Reports  of  Committees 

Cancer  Coiinniftcc : Dr.  Ceorge  Coleman, 
Chairman  of  the  Cancer  Committee,  reiiorted  on  a 
mammography  study  underway  at  Miriam  Hosiiital 
with  the  support  of  the  State  Health  Department 
and  the  Cancer  Society,  a cytology  study  under- 
takeu  l)y  dentists,  and  a survey  hy  the  State  De- 
])artment  of  W elfare  relative  to  cancer  patients  in 
nursing  homes. 

He  also  reported  that  the  Society  was  cooperat- 
ing with  the  Inter-Agency  Council  on  the  harmful 
effects  of  cigarette  smoking,  and  that  the  Cancer 
Committee  would  siionsor  a cancer  dialogue  as  part 
of  the  annual  meeting  program  of  the  Society  at  the 
annual  session  in  May. 

. le/ian:  A motion  was  made,  seconded  and  voted 
that  the  report  as  given  he  approved. 


^ ^ 

CJiild-Scliool  Health:  Tlie  report  of  the  C hild- 
School  Health  Committee,  as  included  in  the  hand- 
book, was  accejited  with  two  corrections  and  the 
deletion  of  one  sentence,  with  the  approval  of  the 
Chairman  of  the  Committee,  Dr.  Rudoljih  Jaworski. 
d'he  report  as  amended  was  apjiroved  and  placed 
on  file. 

Dr.  Jaworski  made  a supplemental  oral  report 
for  his  committee  regarding  proi)o.sed  legislation  in 
Rhode  Island  calling  for  physician  reports  on  sus- 
])ected  cases  of  abuse  of  children.  He  hriefiy  out- 
lined reasons  for  the  legislation. 

^ 

Mediation  Coniinittee : Dr.  Francis  B.  Sargent 
discussed  the  report  of  the  Mediation  Committee 
which  was  included  in  the  delegates’  handbook. 
Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Mediation  Committee, 
and  the  recommendation  included  therein,  he 
approved. 

H:  * * 

Medical  Economics:  Dr.  Stanley  D.  .Simon 
reviewed  the  report  of  the  Medical  Economics 
Committee  which  was  included  in  the  delegates’ 
handbook. 

He  stated  that  the  major  medical  insurance  pro- 

continued  on  next  page 
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”Tani  for  the  inenil)ers  had  run  into  difficnlties  in 
enrollment,  due  in  ])art  to  the  failure  of  many  doc- 
tors to  give  consideration  to  the  initial  mailing  in 
Decemher.  He  urged  a six-month  delay  in  adopting 
the  program  in  order  that  it  may  he  reconsidered 
and  improved  in  any  way  possible,  and  in  order  that 
no  member  may  lose  his  i)resent  catastrophic 
coverage  through  private  insurance  in  the  haste  to 
inaugurate  the  new  plan. 

Action : A motion  was  made,  seconded  and  voted 
that  the  putting  into  effect  of  the  group  plan  for 
major  medical  insurance  coverage  for  members 
of  the  Society  with  Blue  Cross- Physicians  Serv- 
ice he  delayed  up  to  six  months,  instead  of 
inauguration  of  the  ])rogram  on  I'ehrnary  15  as 
originally  planned. 

Investment  Programs 

Dr,  Simon  reported  that  the  s])ecial  investment 
])rograms  developed  by  the  committee  with  the 
Industrial  National  Bank  and  the  Rhode  Island 
Hospital  Trust  Company  were  working  well. 

/Meetings  With  Organized  Labor 
Dr.  Simon  reviewed  the  decision  of  the  com- 
mittee in  recommending  the  possible  establishment 
of  a liaison  committee  on  a continuing  basis  with 
organized  labor.  He  reviewed  the  development  of 
such  a program  by  the  Pennsylvania  Medical 
Society. 

Action : A motion  was  made,  seconded  and  voted 
that  the  Society  establish  a medical  liaison  com- 
mittee with  organized  labor  in  Rhode  Island. 

. Iciion : A motion  was  made,  seconded  and  voted 
that  the  President  he  empowered  to  name  the 
medical  society  liaison  committee  that  should  not 
necessarily  duplicate  the  Aledical  Hconomics 
Committee. 

Physicians  Service 

Dr.  Arnold  Porter.  Mce  President  of  Phvsicians 
Service,  noted  that  the  minutes  of  the  Board  meet- 
ings of  September  and  Decemher  were  included  in 
the  delegates’  handbook. 

He  reported  on  the  work  of  the  Professional 
Advisory  Committee,  and  he  briefly  summarized 
the  highlights  of  that  committee’s  report  to  the 
Board  of  Directors  within  the  week.  He  explained 
the  objectives  of  the  committee  in  seeking  to  correct 
gross  inecjuities  in  the  fee  schedules,  and  to  effect 
revisions.  He  ex])lained  the  purpose  of  a profes- 
sional service  index,  and  the  use  of  a conversion 
factor  to  determine  fees. 

I le  stated  his  remarks  were  for  information  pur- 
])oses  only,  as  the  Imal  re))ort  would  he  submitted 
to  the  Corporation  at  its  meeting  in  March. 
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Action:  A motion  that  Dr.  Porter’s  comments  he 
received  as  an  informational  re])ort  was  seconded 
and  voted. 

Public  Laws 

In  the  absence  of  Dr.  Freeman  B.  .Agnelli.  Chair- 
man of  the  Committee  on  Public  Laws,  the  Execu- 
tive Secretary  of  the  Society  briefly  reviewed  the 
legislative  report  of  General  .Assembly  hills  of  a 
medical,  health  and  allied  nature. 

Written  Reports 

( )n  separate  motions,  all  of  which  were  duly  sec- 
onded and  voted,  the  written  re])orts  submitted  hv 
the  following  committees,  and  published  in  the 
delegates’  handbook,  were  ajiproved  and  placed  on 
file;  Disaster,  Industrial  Health,  Aledical  Aspects 
of  Sports.  IMental  Health,  Public  Information,  and 
.Social  M'elfare. 

Adjournment 

The  President  noted  that  only  five  members  of 
the  House  were  absent,  and  he  complimented  the 
House  on  its  excellent  cooperation  in  handling  the 
sizable  volume  of  the  Society’s  business  at  this 
meeting. 

The  meeting  was  adjourned  at  10:38  p.m. 
Respectfully  submitted, 

Michael  DiAIaio,  m.d..  Secretary 

REPORT  OF  THE  SECRETARY 

.At  meetings  of  the  Council  since  the  October 
meeting  of  the  House  of  Delegates  the  following 
actions  were  taken ; 

1.  .Approval  was  given  of  the  reports  by  the 
President  of  the  Society  to  the  Congressional 
House  M ays  and  Aleans  Committee  on  the 
federal  projiosal  for  medical  benefits  under  the 
social  security  system  for  older  age  citizens,  to 
the  Special  Commission  to  Study  the  Orderly 
Development  of  Rhode  Island  Facilities  and  the 
Operation  of  Non-Profit  Hospital  Service  and 
Aledical  .Service  Corporations,  and  to  the  Special 
Legislative  Commission  studying  the  feasibility 
of  adopting  a comjirehensive  medical  care  plan 
for  the  elderly  in  Rhode  Island. 

2.  Supjxirt  was  given  with  other  New  England 
state  medical  societies  for  Boston  as  the  site  of 
the  clinical  session  of  the  .American  Medical 
.Association  in  1967. 

3.  Dr.  h'arl  F.  Kelly  of  I’awtucket  was  named 
official  delegate  of  the  Society  to  the  .AM.A  Aledi- 
ca!  Education  and  Eicensure  Congress  to  he  held 
in  Chicago  in  h'ehruary.  Dr.  Kelly  and  Dr.  Fran- 
cis B.  .S.'irgeiit  of  Providence  were  named  dele- 
gates to  an  .A.M.A  .Medical- Legal  Conference  to 
he  held  in  Jamaica  in  February. 
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4.  Ai)])r()val  was  given  for  the  mailing  by  the 
execntive  office  of  a monthly  AM  A h'act  Sheet 
titled  “More  Life  for  Yonr  Years"  to  all  the 
senior  citizens  clnhs  in  Rhode  Island,  and  also 
for  the  mailing  of  a kit  of  information  to  all 
senior  and  junior  high  schools  in  the  state  for 
use  by  high  school  debaters  whose  topic  for  the 
year  is  on  medical  care  for  the  elderly. 

5.  Approval  was  given  for  dates  for  fntnre 
animal  meetings,  tentatively,  as  follows : 

1965  — May  4 and  5 ; 

1966  — May  3 and  4 ; and 

1967  — May  2 and  3. 

6.  Approval  was  given  for  the  execntive  office 
to  offer  to  secure  admission  tickets  on  a hulk 
basis,  at  a reduced  cost,  for  the  World  Fair  start- 
ing in  New  York  in  April,  1964,  for  sale  to  mem- 
bers. Approval  was  also  given  for  the  distribu- 
tion of  a brochure  offering  a low  cost  plan  for 
members  and  their  families  to  attend  the  AMA 
scientific  meeting  in  San  Francisco  in  June, 
1964. 

7.  Approval  was  given  of  the  action  of  the  R.  I. 
Medical  Journal  in  joining  with  five  other  major 
medical  publications  (New  York,  Illinois,  Cali- 
fornia, Northwest  Medicine,  and  Southern 
Medical  Journal ) as  an  independent  journal 
group  for  the  solicitation  of  national  advertising 
accounts. 

8.  4'he  President  was  authorized  to  appoint  a 
committee  to  work  jointly  with  a committee  of 
the  R.I.  State  Nurses’  Association  on  common 
problems. 

9.  The  President  was  authorized  to  notify  the 
Rhode  Island  AFL-CIO  that  the  Society  has 
been  and  always  will  he  ready  and  willing  to 
meet  with  any  organization  or  grouj)  of  citizens 
to  explore  possible  avenues  for  the  improvement 
of  the  health  care  of  the  peojile  of  this  state. 

As  a result  of  this  offer  a meeting  of  repre- 
sentatives of  both  organizations  has  been  set  for 
February  6th. 

10.  The  work  of  the  Workmen's  Comjiensa- 
tion  Conference  was  reviewed,  and  Dr.  Hardy 
was  commended  for  his  leadership  in  this  assign- 
ment. (Copy  of  the  report  by  Dr.  Hardy  is  in- 
cluded in  the  handbook.  ) 

1 1 . A meeting  of  the  Officers  of  the  Society 
was  held  with  the  congressional  delegation  from 
Rhode  Island  at  which  various  legislative  jiro- 
jiosals  before  the  Congress  were  discussed. 

12.  A communication  to  Mayor  W.  H.  Rey- 
nolds of  Pro\idence  from  the  President  of  the 
.Society  relati\  e to  the  continuance  of  the  Charles 
\ . Chapin  Hospital  was  ajiproved. 


1 3.  .Action  by  the  I ’resident  in  naming  1 )r.  Fric 
1 lenhoff  as  a memher  of  the  snh-committee  of  the 
Covernor’s  Commission  studying  the  jirohlem 
of  mental  retardation  in  Rhode  Island  was 
ajiproved. 

14.  It  approved  the  annual  financial  rejiort  of 
the  I'reasurer. 

15.  The  Council  of  the  New  Fngland  State 
Medical  .Societies  will  he  asked  to  consider  elimi- 
nation of  the  practice  of  the  state  societies  send- 
ing delegates  to  the  annual  meeting  of  the  various 
state  associations. 

16.  The  President  was  instructed  to  rejily  to 
the  Rhode  Island  Osteopathic  Association  in 
answer  to  an  iiKpiiry  regarding  osteopathy,  and 
to  cite  the  position  of  the  Rhode  Island  Medical 
.Society  on  the  basis  of  principles  set  forth  by  the 
American  Medical  Association  through  its 
House  of  Delegates. 

17.  The  President  and  the  Treasurer  were 
authorized  to  make  changes  as  recommended  by 
the  Trust  Department  of  the  Industrial  National 
Rank  relative  to  Society  investments  when 
prompt  action  is  deemed  advisable  in  the  best 
interests  of  the  .Society. 

18.  Ai)])roval  was  given  of  the  aiipointment  by 
the  President  of  Dr.  John  A.  Dillon,  a former 
Treasurer  of  the  .Society,  as  Treasurer  Pro  Tern 
for  the  unexpired  term  of  the  late  Dr.  J.  M. 
Peardsley. 

19.  The  President  was  authorized  to  write  the 
members  of  the  Rhode  Island  Congressional 
Delegation  relative  to  the  removal  of  the  provi- 
sions from  the  Kefauver-H arris  amendment  to 
the  Food  and  Drug  act  authorizing  the  determi- 
nation of  the  effectiveness  of  drugs  liy  the  FDA, 
and  urging  that  no  similar  federal  regulatory 
legislation  with  regard  to  devices  and  implants 
he  enacted.  (.See  AMA  Resolution  12  in  Com- 
munications file  in  this  handbook.) 

20.  d'he  President  was  instructed  to  bring  to 
the  attention  of  the  Board  of  Directors  of  Physi- 
cians Service  that,  in  the  opinion  of  the  Council, 
members  of  the  community  Subscriber  Councils 
of  the  Blue  Cross  and  Physicians  Service  should 
he  named  by  the  Conference  Committee  of  the 
plans. 

AIichael  DiMaio,  m.d.,  Sccrctarv 

RHODE  ISLAND  MEDICAL  SOCIETY 

Financial  Report,  1963 

SUMMARY 

Cash  Balance,  Industrial  Nat’l  Bank, 

January  1,  1963  $ 15,293.56 

conthiued  on  next  page 
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Rccei])ts,  1963: 

I)ei)()site(l,  Industrial  Xat'l  Bank  $108,692. 6a 


R.  I.  Medical  Journal  — 

Accounts  Receival)le  129.20 

Total  $108,821.85 

H:  * 

Expenses.  1963  $108,921.7/ 

^ ^ 

Cash  Balance,  Industrial  Xat’l  Bank, 

|anuar\'  1,  1964  $ 15,064.44 

lournal  Accounts  Receivable  129.20 

Investments  ( Market  \’alues) 97,230.00 

Total  Cash  and  Invested  Assets  $112,423.64 


REPORT  OF  TRUSTEES  OF 
MEDICAL  LIBRARY 

One  of  the  finest  assets  of  the  Society  is  its  out- 
standing library  collection  which  is  housed  in  the 
.Societv’s  own  building,  and  which  constitutes  not 
oulv  the  one  major  medical  library  in  Rhode  Island, 
hut  one  of  the  finest  in  the  country. 

During  recent  months  the  Trustees  have  met 
with  a committee  from  Brown  University  to  ex- 
plore the  future  of  our  libraries  in  view  of  the  plans 
for  the  University  to  develop  an  intensive  medical 
education  program  with  the  possibility  of  a four- 
year  medical  course  eventually.  These  meetings 
have  made  us  realize  more  than  ever  before  tbe 
magnificent  collection  that  we  possess,  and  tbe  fine 
building  we  own  as  our  library  and  Society 
headc|uarters. 

The  ])ast  year  we  have  been  faced  with  major 
repair  work  to  the  exterior  which  was  necessitated 
at  this  time  liecause  of  water  leakage  into  the  audi- 
torium. We  found  that  the  capstones  circling  the 
roof  had  never  been  rei)aired  since  installation,  and 
as  a result  those  on  the  south  and  east  walls  were 
removed,  cracks  in  the  brick  area  sealed,  and  tbe 
capstones  reset.  Deteriorated  mortar  joints  were 
also  cut  out  and  repointed.  Our  budget  was  ex- 
])ended  before  tbe  work  on  the  entire  roof  could  be 
completed,  aud  we  anticipate  tbe  additional  repair 
to  the  west  and  north  walls  this  spring.  Exterior 
painting  also  will  be  necessary,  and  possibly  re- 
])ainting  of  tbe  auditorium  as  tbe  result  of  water 
leakage  wbich  had  damaged  the  plaster  in  some 
l)laces. 

During  the  i)ast  year  tlie  interior  of  the  building 
underwent  additional  improvements,  with  renova- 
tions to  the  reading  room  which  have  made  it  a 
(|uiet,  attractive  and  jdeasant  retreat  for  the  visitor 
wishing  to  do  reference  work,  or  leisurelv  reading 
of  .some  of  our  200  scientific  journals  and  thousands 
of  fine  hooks. 

'I'he  property  owner  is  well  aware  of  the  cost  of 
re])air  work  today,  and  although  our  costs  of  maiu- 
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tenance  are  at  times  high,  we  are  indeed  fortunate 
that  we  have  a debt-free  l)uilding  that  we  should  he 
glad  to  keej)  in  top  condition.  Perusal  of  other 
medical  society  reports  indicates  the  large  assess- 
ments that  are  being  made  on  their  memberships  to 
build  headquarters  buildings  for  tlieir  respective 
societies,  an  assessment  that  our  membership 
esca])es  because  of  the  generous  and  enthusiastic 
supi)ort  given  the  plan  fifty  years  ago  to  purchase 
land  on  Francis  Street  and  erect  the  Society’s  own 
building. 

Respectfully  submitted. 

Samuel  Nathans,  m.d..  Chainmin 

CHILD-SCHOOL  HEALTH  COMMITTEE 

In  1963,  the  Child-School  Health  Committee 
concerned  itself,  entirely,  with  the  End  Polio  Cam- 
paign. Our  last  clinic  was  held  on  October  20,  1963. 
W e felt  the  mass  immunization  was  a huge  success. 
The  State  of  Rhode  Island  was  the  first  state  to  he 
immunized  on  a state-wide  basis. 

Tvpe  I — 80%  of  population  immunized 

Tvpe  II  — 74.9%  of  population  immunized 

Type  III  — 76.3%  of  population  immunized 

After  paying  all  the  expenses  of  coiuhicting  the 
campaign,  cost  of  vaccine,  etc.,  paying  all  the  hack 
debts  of  the  local  polio  foundation  chapters,  there 
is  still  $189,164.53  remaining.  Oddly  enough,  our 
big  problem  is  in  disposing  of  the  huge  surplus, 
because,  according  to  our  by-laws  the  money  was 
to  he  used  for  treatment  and  rehabilitation  of  polio 
victims.  At  our  last  meeting  it  was  decided  to  hire 
a professional  social  worker  to  locate  all  the  handi- 
ca])ped  polio  victims  and  to  investigate  them  from 
a financial  and  economic  ])oint  of  view.  Onl}-  after 
these  further  debts  will  have  been  ])aid  can  a chari- 
tahle  trust  fund  he  set  up.  In  this  regard  many 
proposals  have  been  suggested  hut  none  so  far  have 
the  approval  of  the  Polio  Foundation.  The  Founda- 
tion, consisting  of  lay  members  of  the  committee 
with  the  president  and  past  i)resident  of  the  Society, 
is  the  legal  instrument  for  disposing  of  the  money. 
According  to  law  it  is  set  ujj  as  a charitable  trust 
foundation. 

I would  like  to  thank  the  State  Department  of 
Health,  particularly  Dr.  Cannon  and  Dr.  Bowes, 
for  the  great  part  they  played  in  the  campaign.  This 
campaign  illustrates  in  the  best  possible  way  the 
cooi)eration  and  working  together  l)etween  the 
Rhode  Island  Medical  Societv  and  the  State  De- 
partment of  Health  for  the  public  good. 

Again  many  thanks  to  all  the  doctcjrs  who  con- 
trihuted  their  time  working  at  the  clinics. 

Rudolph  A.  Jaworski,  m.d.,  CJiainuan 


END  POLIO  CAMPAIGN 
of 

Rhode  Island  Medical  Society 
Assisted  by 

Rhode  Island  Department  of  Health 

END  POLIO  ATTENDANCE 

Type  I — Oral  Polio  Vaccine 


Preview  Clinic 

Feb.  24,  1963 

3,523 

73  Clinics 

Mar.  3,  1963 

610,029 

13  Mo])-L^p  Clinics 

Mar.  10,  1963 

57,382 

Sliut-Ins 

7,877 

678,811 

Type  H — 

Oral  Polio  Vaccine 

Preview  Clinic 

None 

None 

82  Clinics 

Apr.  21,  1963 

612,817 

1 Mop-LTp  Clinic 

Apr.  28,  1963 

13,669 

(Cranston  Street 


Armorv ) 

Shut-Ins  ' 9,200 

635,686  74.9% 

Type  HI  — Oral  Polio  Vaccine 
Preview^  Clinic  None  None 

90  Clinics  Oct.  20,  1963  617,958 

Shut-In  Total  1 1,634 

Mo])-L^l)  Clinics  14,670 

644,262  76.3% 

Total  Vaccine 

Administratio.ns  1,958,759 

DISASTER  COMMITTEE 

The  Disaster  Committee  has  continued  to  work 
on  a compilation  of  the  Society’s  membership  rela- 
tive to  hospital  assignments  in  the  event  of  a com- 
munity disaster.  To  date  several  hospitals  have 
failed  to  submit  their  lists,  and  pending  this  data 
the  work  of  the  committee  has  been  delayed.  It  is 
ho])ed  that  by  early  Spring  every  member  who  has 
a ho.spital  assignment  will  he  notified,  and  all  other 
jihysicians  will  he  assigned  to  mobile  units  or  to 
emergency  services. 

In  November  the  Committee  sponsored  a meet- 
ing at  the  Medical  Library  for  administrators  of 
the  hospitals  in  the  state,  the  chairmen  of  hospital 
disaster  committees,  and  other  interested  personnel. 
At  this  meeting  the  group  was  addressed  by  Dr. 
Philip  Morrison,  of  Woonsocket,  who  was  the 
Societv’s  official  delegate  to  the  American  Medical 
Association’s  Conference  on  Disaster  Planning. 
The  highlights  of  Dr.  Morrison’s  remarks  are 
summarized  as  follows : 

That  the  consensus  of  persons  attending  the 
Conference  was  that  in  the  event  of  a major  disas- 
ter involving  civilian  defense  the  hospitals  would 
have  to  be  under  Public  Health  Service  supervi- 

continued  on  next  page 
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KXD  POLIO  CAMPAIGN 
Rhode  Island  Oral  Polio  Foundation  of  the 


Rhode  Island  Medical  Society 
Financial  Summary 
September  20,  1963 

TOTAL  INCOME 

Tvjie  I Clinics — March.  1963  $154,862.39 

Tv])e  II  Clinics  — April.  1963  137,476.57 

Type  III  Clinics  — October,  1963 140,824.62 

$433,163.58 

TOTAL  EXPENSES 

Tvjie  I Clinics — March.  1963  $74,880.73 

Tv])e  II  Clinics.  .-Xpril,  1963  72.264.11 

Tvjie  III  Clinics  — October,  1963  73.158.45 

220,303.29 


SURPLUS  $212,860.29 

Interest  from  Certificate  of  Deposit : 

Total  $100,tX)0.00  at  6 months 1.597.22 


GRAND  TOTAL  $214,457.51 

GIFTS 

Providence  County  Chapter  National  Foundation  — May  8.  1963  $13, .■'79.99 

Newport  County  Chajiter  National  Foundation  — May  8.  1963  1.057.88 

Bristol  County  Chapter  National  Foundation  — May  8.  1963  969.78 

Kent  County  Chapter  National  Foundation  — May  8,  1963  8,725.33 

Newport  County  Chajiter  National  Foundation  — Oct.  4,  1963  960.00 


TOTAL  GIFTS 25.292.98 


GRAND  TOTAL  FUNDS  ON  HAND  $189,164.53 


sion,  with  effective  leadershiji  and  controls  by  the 
responsilile  persons,  if  the  oiierating  program  for 
effective  disaster  care  is  to  he  realized. 

That  the  state  of  Hawaii  has  established  the 
closest  to  an  ideal  civilian  defense  program  at  the 
state  level,  and  that  it  expends  for  such  a program 
an  annual  budget  of  $1.2  million. 

That  catastrophes  such  as  the  one  in  New 
York  City  two  years  ago  when  an  e.xplosion 
occurred  in  a telephone  office  building,  and  the  one 
recently  in  Indianapolis  when  an  explosion  occurred 
at  an  auditorium  during  an  ice  show,  revealed 
serious  defects  in  coordination  of  ])ohce.  fire  and 
medical  facilities. 

'I'hat  the  consensus  at  the  Conference  was  that 
in  the  event  of  a nuclear  attack  the  federal  govern- 
ment would  immediately  take  over  all  supervisions, 
and  therefore  present  efforts  by  physicians  and 
hospitals  should  he  basically  to  jirejiare  for  natural 
community  disasters. 

Dr.  Morrison  indicated  that  better  liaison  with 
civilian  defense  authorities,  and  particularly  with 
])ohce  authorities  for  screening  of  injured  jiersons 


at  the  site  of  a disaster  and  for  assignment  of  casual- 
ties to  various  hospitals,  is  needed. 

In  the  general  discussion  that  ensued  after  Dr. 
Morrison's  presentation,  members  in  attendance  at 
the  meeting  exjiressed  concern  with  the  failure  of 
the  civilian  defense  authorities  to  work  more  closely 
with  medical  groups  in  disaster  planning,  and  with 
the  lack  of  information  at  local  levels  on  the  avail- 
ability and  potential  use  of  emergency  hosjiitals, 
medical  supplies,  etc.  There  was  also  general  agree- 
ment that  a medical  director,  preferably  a physician, 
should  head  u])  the  medical  phases  of  the  civilian 
defense  and/or  disaster  planning  at  the  state  level, 
operating  under  the  state  director  of  health. 

The  need  for  district  medical  societies  to  organ- 
ize the  disaster  jilans  in  their  local  communities  was 
also  stressed.  It  was  also  noted  that  the  Disaster 
Committee  of  the  state  medical  society  is  currently 
endeavoring  to  compile  a roster  assignment  of  its 
members  for  disaster  jilanning.  Each  hospital  has 
been  asked  to  list  its  j)hysician  assignments,  and  a 
master  list  will  then  he  compiled  to  eliminate  dupli- 
cations and  conflicts  in  aiipointments. 

Francis  E.  Hanlev,  m.d..  Chairman 
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INDUSTRIAL  HEALTH 

The  committee  as  a whole  has  had  only  moderate 
activity  this  ])ast  year.  Three  committee  members 
attended  conferences  with  officers  and  other  mem- 
bers of  the  Rhode  Island  Medical  Society,  rejire- 
sentatives  of  insurance  com])anies  and  management, 
lawyers  and  the  labor  de])artment  to  discuss  Work- 
men’s Com])ensation  problems  with  particular  ref- 
erence to  physicians'  charges.  The  outcome  of  these 
conferences  was  the  formation  of  the  Physicians’ 
and  Carriers’  Workmen’s  Compensation  Commit- 
tee for  Rhode  Island. 

The  committee  in  joint  meeting  with  the  Dis- 
ability Compensation  Committee  met  with  the 
director  and  several  memliers  of  the  Rhf)de  Island 
Department  of  Employment  Security.  The  prin- 
cipal item  on  the  agenda  was  the  ([uestion  of  the 
])ayment  of  temporary  disability  insurance  benefits 
to  physicians  under  the  State  Act.  The  question 
was  not  resolved  hut  the  committee  felt  these  mem- 
bers were  employees  on  a salary  basis  and  as  such 
contributed  to  cash  sickness  insurance  and  were 
entitled  to  any  benefits  from  same. 

Compilation  of  a recent  questionnaire  to  all  meni- 
hers  of  the  Rhode  Island  Medical  Society  relative 
to  interest  in,  availability  for.  or  the  practice  of 
industrial  medicine  or  surgery,  revealed  69  physi- 
cians were  engaged  in  some  j)hase  of  industrial 
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medicine.  ( )f  this  grou]).  three  physicians  limited 
their  practice  to  industrial  medicine,  eleven  were  on 
a salary.hasis  and  the  others  were  indejiendent  con- 
tractors or  on  a fee  for  service  basis.  9(S  others  were 
interested  in  part  time  in  jilant  service,  office  con- 
sultations, or  referrals  for  examination  or  treatment 
in  their  own  specialty. 

Tho.mas  J.  Dol.\n,  vr.D..  Cliainiuni 

MEDIATION  COMMITTEE 

Report  on  Emergency  Care  in  Hospitals 
At  the  request  of  the  House  of  Delegates  of  the 
-Society  the  Committee  on  Mediation  has  studied 
the  jirohlem  of  increasing  use  of  hosjiital  accident 
rooms  for  so-called  emergency  care.  The  problem 
is  not  a local  one ; it  exists  nationwide,  and  it  has 
been  the  subject  of  much  discussion  and  stndv  in 
various  states. 

The  overall  impact  of  hospital  emergency  services 
upon  patterns  of  medical  practice  in  the  conntrv 
was  presented  clearly  in  a recent  Public  Healtli 
Service  publication  from  which  the  following  is 
abstracted : 

“In  a recent  study  covering  300  American 
hospitals.  Dr.  James  McCarrol,  of  Cornell  Univer- 
sity Medical  .School,  found  that  the  emergency  room 
is  no  longer  just  an  “accident  clinic,”  hut  now 
doubles  as  an  Outpatient  Department,  and  even 
substitutes  for  the  office  of  the  private  physician, 
often  being  the  first  choice  for  medical  care  of  anv 
kind.  He  reported  a 400-600  ])er  cent  jump  in 
patient  use  since  World  War  1 1. 

“The  emergency  room,  in  the  vast  majority  of 
instances,  is  a vital  unit  of  the  Outpatient  IDepart- 
ment,  both  organizationally  and  administrativelv. 

“That  more  and  more  hospitals,  and  their 
medical  staffs  are  using  organized  amhnlatorv  care 
to  meet  community  needs  and  demands,  is  e.xempli- 
fied  by  the  tremendous  increase  in  such  services  in 
the  past  few  years. 

“In  1948  about  one-half  of  the  non-Federal 
short-term  general  and  specialty  hospitals  in  this 
country  reported  having  organized  outpatient  de- 
partments. handling  three-fourths  of  the  43,431 .338 
patient  visits  to  all  outpatient  facilities.  This  was 
appro-ximately  one  outpatient  visit  per  day  for  each 
3.5  occupied  beds. 

“In  1961, 93.1  per  cent  of  the  5,309  short-term 
general  and  other  special  hospitals  in  the  conntrv 
reported  maintaining  an  emergency  room,  more 
than  the  number  reporting  oljstetrical  deli^’erv 
rooms. 

“W  bile  the  population  has  increased  aj^proxi- 
mately  two  per  cent  per  year,  utilization  of  out- 
patient services  has  maintained  about  six  per  ceiit 
increase  annuallv. 
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"From  1954  to  1958  outpatient  visits  increased 
50  per  cent  to  62  million.  54  million  of  which  were 
regular  visits.  1 1 million  unspecified,  and  17  million 
emergencv  visits  — an  increase  in  the  latter  of 
81  per  cent. 

"For  the  current  year,  estimates  of  hospital 
outpatient  visits  run  as  high  as  90  million,  an  aver- 
age of  about  one  visit  daily  for  each  occupied  bed. 
These  visits  involved  at  least  ten  per  cent  of  all 
non-hospital  services  by  physicians.  .A.  survey  of  a 
large  teaching  hospital  in  a metropolitan  area  re- 
vealed that  one-third  of  all  the  outpatients  obtained 
essentially  all  their  ambulatory  care  from  the 
hospital  outpatient  department. 

"In  this  same  hospital.  50  per  cent  of  the 
patients  entering  the  emergency  room  were  classi- 
fied as  emergency  or  urgent.  51  per  cent  were  non- 
urgent. 15  per  cent  were  scheduled  visits  and  4 per 
cent  uncertain.” 

In  this  connection  we  have  noted  that  our  largest 
general  hospital  in  Rhode  Island,  listing  compara- 
tive statistics  for  a five  year  period,  shows  the 
following  data  on  accident  room  visits : 

J95S  1939  I960  1961  1962 

29.891  52.255  54.182  55.549  40.915 

The  answer  as  to  what  actually  constitutes  an 
emergenc\'  case  has  as  many  responses  as  there  are 
cases  reported,  for  each  individual  makes  his  own 
estimation  of  "emergency”  that  differs  sharply  from 
the  determination  of  a physician.  In  this  connection 
the  Public  Health  Service  publication  referred  to 
al)f)ve  makes  the  following  observations  : 

"The  Division  of  Accident  Prevention  of  the 
U.  S.  Pul)lic  Health  Service,  in  a study  underway 
in  San  Francisco,  defines  emergency  cases  not  by 
lists  of  diagnoses,  but  as  all  patients  who  come  into 
the  emergency  clinic  system. 

".Accidents  rank  as  the  fourth  biggest  killer  iu 
the  United  States,  and  the  leading  cause  of  death 
among  age  groups  from  1 through  54  years. 

"Traffic  Accidents:  Traffic  accidents,  of 
course,  constitute  an  area  of  major  concern,  with 
our  more  than  76  million  registered  vehicles  : and. 
as  in  the  past,  this  number  can  he  expected  to  in- 
crease annually. 

"In  1961  the  National  Safety  Council  reported 

58.000  deaths  from  motor  ^•ehicle  accidents,  a rate 
of  20.8  ])er  100.000  population.  .At  the  same  time 

1.400.000  individuals  suffered  non-fatal  hut  dis- 
abling injuries — 120.000  with  permanent  impair- 
ment. In  other  words,  every  five  minutes  one  per- 
son was  killed  and  86  injured  in  auto  mishaps. 
Total  costs  of  all  these  accidents  are  estimated  at 
almost  seven  billion  dollars. 

"Suicides:  The  nation  has  a suicide  rate  of 
about  11  ])er  100.000  ])opulation.  with  five  unsuc- 
cessful ones  for  each  success,  and  the  large  propor- 
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tion  of  both  find  their  wav  to  the  emergencv  room. 

"Catastrophes : .At  least  one  major  and  numer- 
ous minor  catastrophies  strike  communities  each 
year.  The  [Metropolitan  Life  Insurance  Companv 
which  issues  data  on  these  catastrophies  reports 
that  during  two  decades.  1940-1960.  there  were  25 
major  catastrophies  where  loss  of  life  exceeded 
100.  These  major  catastrophies  accounted  for 
4.500  fatalities,  an  average  of  187  per  incident. 
The  three  greatest  were  the  Texas  City  fire  and 
e.xplosion  in  1947  in  which  561  lives  were  lost, 
the  Cocoanut  Grove  fire  in  Boston  in  1942  which 
killed  492.  and  hurricane  .Audrey  in  June  1957 
which  killed  about  595. 

"Poison  J^ictiius:  Poison  centers  have  in- 
creased from  2 to  442  in  the  past  ten  vears.” 

However,  it  is  our  opinion  that  one  of  the  major 
factors  that  has  greatlv  influenced  the  public  to 
turn  to  the  hospital  for  services  on  a so-called  emer- 
gency basis,  rather  than  to  seek  services  from  a 
physician  at  his  office,  has  been  the  pavment  bv 
insurance  programs  for  the  use  of  the  facilitv.  if 
not  the  actual  care  provided.  Here  in  Rhode  Island 
our  Blue  Cross  pays  up  to  S7.50  as  a credit  towards 
the  hospital's  usual  charges  for  the  use  of  its 
.Accident  Room  facilities.  ROUTINE  SER\TCES 
and  SPECI.AL  SER\*ICES  rendered  a subscriber 
within  twenty-four  ( 24 ) hours  following  the 
accident. 


A CHEER 


arose  from  the  tense  crowd 
as  suddenly,  through  the 
flames  and  smoke,  a fireman 
appeared  at  the  third-floor 
wdndow  carrying  a tiny 
form.  Swiftly  he  descended 
the  ladder  and  placed  the 
child  in  the  mother’s  out- 
stretched arms.  "My  baby!  ” 
she  sobbed  gratefully.  "How 
can  I ever  thank  you.’” 
"Perhaps  with  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  Ale,  available 
in  the  full  .52-ounce  quart 
bottle,”  he  responded.  "It 
sings  in  the  glass  . . .” 
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(4ur  recent  conferences  on  the  costs  of  W’ork- 
inen's  Compensation  costs  hrouj^ht  ont  the  fact 
that  routinely  injured  workers  with  non-acute  tvi)e 
of  injury  g'o  directly  to  the  hosj)ital  accident  room 
instead  of  the  physician's  office,  eyen  though  such 
])rocedure  raises  the  cost  of  compensation  insnr-' 
ance  for  industry. 

Xationally,  payment  for  outpatient  care  1)y  Blue 
Cross  increased  from  12  cases  ])er  1,000  memhers 
in  1947  to  61  ])er  1,000  in  1961,  with  a total  of 
3,445,829  yisits  listed  in  1961.  Thus,  as  the  Com- 
mittee on  Trauma  of  the  American  College  of 
Surgeons  states  in  its  booklet,  “A  Model  of  a 
Hospital  Emergency  Department,"  “The  public 
has  come  to  look  ujx)!!  the  emergency  department 
as  the  community  medical  center  where  any  may 
apply,  with  any  complaint,  at  any  hour  of  day  or 
night,  and  expect  prompt  and  courteous  attention 
as  his  due.  This  concept  must  he  accepted  as  a 
community  obligation  by  goyerning  hoards,  hos- 
pital administrators  and  the  profession.” 

'I'he  acceptance  of  this  concept,  howeyer,  calls 
for  much  serious  reflection  on  the  future  practice 
of  medicine.  Certainly  it  is  most  damaging  to  the 
])attern  of  care  whereby  the  injured  or  sick  person 
turns  immediately  to  the  general  practitioner  in  his 
community,  or  to  the  physician-specialist  of  his 
choice.  If  the  hospital  is  to  he  the  center  for  medical 
practice  in  the  future  the  medical  profession  must 
exert  a stronger  influence  in  shaping  the  pattern  of 
care  that  it  may  be  of  the  highest  standard,  and  that 
it  must  he  rendered  by  idiysicians  on  an  ethical  and 
equitable  basis. 

Thus,  as  the  Michigan  State  Medical  Society 
House  of  Delegates  yoted  last  Fall,  certain  qualifi- 
cations must  he  adyanced  to  cope  with  the  problem. 
Among  the  actions  taken  by  the  Michigan  physi- 
cians were  the  following ; 

I.  “That  the  Society  go  on  record  as  opiiosing 
jiayments  to  physicians  by  insurance  carriers  or 
any  other  source,  for  seryices  not  personally  ren- 
dered to  patients  or  not  rendered  under  his  direct 
superyision.  Such  prescribed  practice  is  unethical 
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and,  where  a seryice  rejiort  is  signed  without  the 
rendering  of  jiersonal  or  direct  superyised  sery- 
ice. is  legally  dangerous.  The  component  society 
should  enforce  this  ethical  standard  through  its 
ethics  committee  or.  in  instances  where  the 
comjionent  society  is  not  jirepared  to  act.  the 
matter  may  he  referred  to  the  MSMS  If  tides 
Committee.” 

H.  “That  practicing  physicians  he  encouraged 
personally  to  render  emergency  care  to  their 
jiatients  when  needed.” 

HI.  “That  the  Society  urge  the  medical  staffs  of 
hosjdtals  to  he  guided  by  the  follovying  points: 
“1.  Attempt  to  limit  seryices  in  the  emergency 
room  to  those  situations  which  in  the  best 
judgment  of  the  medical  staff  qualify  as 
emergency. 

“2.  M'hen  a patient  presents  himself  at  the 
emergency  room,  reasonable  effort  should  he 
made  to  notify  the  patient’s  physician  and. 
wheneyer  conditions  permit,  the  i)hysician 
should  render  the  necessary  care  to  his  patient. 
“3.  The  medical  staff  should  deyelop  rules 
and  regulations  concerning  the  superyision  of 
emergency  room  serv  ice  ])erformed  by  interns 
and  residents  as  part  of  their  training  ijrogram. 
“4.  All  compensation  for  professional  services 
shall  be  j^aid  directly  to  the  physician  and  not 
to  any  intermediary. 

“5.  The  bylaws  of  the  medical  staff  of  a hos- 
])ital  should  clearly  spell  out  the  responsibilities 
of  the  staff'  in  connection  with  the  emergency 
room.” 

I\'.  “That  Michigan  Hospital  Service  ( Blue 
Cross)  he  urged  to  modify  or  withdraw  its 
present  extensive  hospital  outpatient  contract 
coverage.  It  is  to  be  pointed  out  that  data  in  an 
addendum  to  this  report  demonstrates  a sudden 
sharp  increase,  which  has  continued,  in  hos])ital 
ontjxitient  utilization  following  the  Blue  Cross 
offering  of  such  benefits  in  October,  1957.  It  is 
the  Committee's  belief  that  it  is  an  important 
factor  in  the  general  rise  in  emergency  room 
utilization.” 

5k  5k 

The  various  hospitals  in  Rhode  Island  undoubt- 
edly have  different  problems  related  to  the  staffing 
of  the  accident  room.  However,  certain  general 
basic  principles  of  medical  care  should  he  observed 
by  all  hospitals  if  the  private  ])ractice  of  medicine  is 
to  lie  preserved  in  the  best  interests  of  the  public. 

Therefore,  the  Committee  on  Mediation  recom- 
mends as  follows : 

“That  the  Rhode  Island  Medical  Society 
establish  a Committee  on  Hospital  Emergency 
Care,  which  would  he  representative  of  all  the 
hospitals  maintaining  accident  room  services,  to 
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consider  the  role  of  physicians  in  staffing  hospital 
accident  rooms  for  emergency  service,  and  to  pro- 
mulgate regulations  for  private  practice  in  any 
hospital  accident  rooms.” 

Committee  on  Mediation  of 
Rhode  Island  Medical  Society 
Francis  B.  Sargent,  vi.d..  Chairman 

MEDICAL  ASPECTS  OF  SPORTS 
The  following  is  a short  report  from  the  Com- 
mittee on  the  Medical  Aspect  of  Sports. 

I have  the  pleasure  of  reporting  that  a mimeo- 
grajihed  copy  of  the  entire  subject  of  the  meeting 
which  was  held  at  the  University  of  Rhode  Island 
in  -August.  1963.  has  been  mailed  to  each  person 
who  registered  for  the  course,  and  a complete  file 
is  available  at  the  Medical  Library. 

The  Committee  is  now  busy  lining  up  subjects 
and  speakers  for  the  next  meeting,  which  will  lie 
held  at  the  Universitv  of  Rhode  Island  on  August 
20.21.1964. 

A.  Savastano.  ii.D..  Chairman 

MEDICAL  ECONOMICS  COMMITTEE 
The  Medical  Economics  Committee  has  devel- 
oped a Group  Major  Medical  Insurance  Program 
with  Blue  Cross  and  Physicians  Service  for  the 
membership  that  warrants  strong  support  from 
each  physician.  To  activate  the  program  we  are 
required  to  have  a 75  per  cent  enrollment  of  those 
alreadv  enrolled  in  the  basic  Pllue  Cross  and/or 
Physicians  Service  program  that  has  been  in  opera- 
tion for  many  years.  The  cost  of  this  Major  i\Iedi- 
cal  plan  will  depend  on  the  percentage  of  members 
who  subscribe  for  it.  There  is  no  age  limitation,  and 
it  is  by  far  the  most  liberal  plan  that  the  Committee 
has  studied.  We  urge  that  members  of  the  House 
encourage  members  of  their  district  associations  to 
enroll  immediately  in  order  that  the  coverage'  may 
be  initiated  for  everyone  by  March  1. 

Medical-Labor  Conferences 
Your  Committee  has  studied  the  report  of  the 
Pennsylvania  Medical  Society  and  it  is  of  the  opin- 
ion that  such  a format  as  followed  in  Pennsylvania 
might  he  tried  also  in  Rhode  Island  whereby  repre- 
sentatives of  all  qualified  labor  organizations  might 
he  invited  to  a conference  to  discuss  common  prob- 
lems with  members  of  the  Rhode  Island  Medical 
Society.  The  proposal  has  lieen  presented  to  the 
Council  of  the  Society  which  has  referred  it  without 
recommendation  to  the  House  of  Delegates  with 
the  suggestion  that  the  highlights  of  the  Pennsyl- 
vania report  he  included  in  the  Delegates’  handbook 
for  the  information  of  each  delegate.  This  report 
is  appended  under  the  title  “Working  With  Labor.’’ 
(Copy  of  this  appendix  is  available  at  the  Execu- 
tive Office.) 

Stanley  D.  Simon,  m.d..  Chairman 


CAN  YOU  NAME  IT? 

(See  Page  134) 

Answer:  Pelvic  kidney. 

Note  the  ovoid  presacral  soft-tissue  den- 
sity representing  the  right  kidney.  A small 
opacified  renal  pelvis  is  faintly  visible  in  the 
midline  at  the  level  of  S-4.  The  left  kidney 
is  in  normal  position. 
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COMMITTEE  ON  MENTAL  HEALTH 

Developments  in  the  crusade  for  better  Mental 
Health  and  Illness  are  proceeding  rapidly.  This  is 
particularly  true  with  respect  to  governmental  par- 
ticipation in  this  crusade.  At  a Federal  level,  only 
a money  liill  remains  to  be  passed  to  make  available 
some  $239  millions  of  dollars  for  the  development 
of  Community  iMental  Health  Centers.  Another 
multiple  million  dollars  will  he  available  for 
Mental  Retardation  programs. 

At  a state  level.  I would  like  to  tell  you  about 
the  Governor’s  Council  on  Mental  Health.  The 
1963  Appropriation  Act  for  the  Department  of 
Health.  Education  and  Welfare  which  became 
law  on  August  14.  1962.  provided  4.2  million  for 
grants  in  aid  to  support  comprehensive  State 
Mental  Health  Planning  activities.  The  State  of 
Rhode  Island  was  granted  $50,000.  By  Executive 
(Order  #7,  Octolier  26.  1963.  Governor  Chafee 
established  a Governor’s  Council  on  Mental 
Health.  Its  duties  and  functions  shall  he  to  develop 
a definitive  Statewide  Mental  Health  Plan,  define 
the  scope  of  its  planning  activities,  define  the 
resources  and  facilities  appropriate  for  study, 
assess  the  adequacy  of  existing  Mental  Health 
programs  and  determine  unmet  needs  in  this  area, 
and  so  forth.  Peter  Strand  has  been  appointed  the 
full  time  staff  executive.  Mr.  J.  Emery  Long  is 
chairman.  Dr.  Maurice  Laufer  and  myself  are  two 
of  the  15  members  of  this  Council.  There  have  been 
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four  meetings.  There  has  l)een  an  agreed  policy 
that  since  Rhode  Island  has  certain  uniqueness  the 
plans  ])rofferred  will  he  tailored  to  this  uniqueness. 
There  has  been  the  strong  opinion  expressed  that 
the  (Governor's  Council  on  Mental  Health  will  he 
an  on-going  Council  and  hence  potentially  a grouj) 
that  will  set  policy  with  respect  to  ])atients  who  fall 
into  the  specialty  of  psychiatry  with  its  invariahle 
overlaps  into  other  specialties.  It  will  continue  to 
he  the  policy  of  your  committee,  in  accordance  with 
the  A.M.A.  ))olicy,  to  see  that  there  is  medical 
leadership  within  the  Council  and  in  the  cru.sade  in 
general.  It  is  also  i)erfecth'  obvious  that  psychiatric 
services  in  general  hospitals,  both  on  an  In  and 
Outpatient  basis,  is  very  spotty  in  the  State  of 
Rhode  Island  and  inadequate  in  many  areas. 
County  medical  societies  of  this  .State,  if  they  are 
to  maintain  medical  leadership,  should  he  initiating 
plans  toward  action  in  providing  better  care  for 
psychiatric  cases  in  general  hospitals  within  their 
counties.  Your  committee  is  ever  cognizant  of  the 
manj)ower  problems. 

This  manpower  ])rohlem  is  pertinent  to  the  still 
unfilled  ])ost  of  Superintendent  of  the  Rhode  Island 
Medical  Center  left  vacant  by  Dr.  .Sidney  (Goldstein’s 
death.  An  acting  superintendent.  Dr.  Backrass,  is 
re])orted  to  he  developing  well.  He  is  faced  with  a 
problem  of  shortages  of  residents  hut  otherwise 
professional  positions  are  adequately  filled.  The 
Director  of  the  Department  of  Social  W elfare,  Mr. 
Augustine  Riccio,  continues  to  he  most  cooperative 
and  hel])ful  to  your  committee. 

The  Council  on  Mental  Health  of  the  American 
Medical  Association  will  hold  its  10th  Annual  Con- 
ference of  State  Mental  Health  representatives  on 
February  14  and  1.5,  1964.  This  will  he  preliminary 
to  the  A.M..A..  having  a follow-uj)  National  Con- 
gress on  “Community  Mental  Health  .Services  and 
Resources."  This  will  he  the  2nd  National  Congress 
on  Mental  Illness  and  Health  and  will  he  held  on 
November  5-7,  1964. 

There  are  many  organizations  participating 
in  this  crusade.  This  recpiires  an  overwhelming 
amount  of  homework,  much  time  spent  in  private 
conversations  with  various  representatives  of  these 
organizations.  Your  committee  hopes  each  member 
of  the  House  of  Delegates  will  keep  himself  in- 
formed on  this  crusade  so  that  future  recpiests  for 
your  decisions  will  he  as  educated  and  i)ercei)tive 
as  possible. 

Harold  W.  Williams,  m.d.,  Cliainiian 

PUBLIC  INFORMATION  COMMITTEE 

'I'he  work  of  the  Public  Information  Committee 
is  carried  forward  on  many  fronts,  and  by  many 
jiersons  of  the  Society.  The  various  committees 
involved  in  community  services  have  a decided 


infiuence  in  representing  the  Profession’s  jMisition 
in  the  ])uhlic  eye.  I'or  example,  the  work  of  the 
Cancer  Committee  in  the  current  jiuhlic  discussion 
of  the  health  effects  of  cigarette  smoking  is  notable. 

Some  of  the  specific  jirograms,  however,  that 
warrant  special  notice  are  the  following: 

Radio 

\ sjiecial  committee  of  the  .Society,  consisting  of 
Drs.  Versaci,  Karas,  and  Zolmian,  has  studied 
the  possibility  of  radio  programs  under  .Societv 
siionsorship.  The  great  cost  of  such  jirograms  has 
prevented  the  .Society  from  undertaking  the  com- 
plete s])onsorshij),  hut  the  Committee  has  announced 
that  an  outstanding  jirogram  titled  “Doctor’s 
House  Call”  is  to  he  aired  daily,  and  jiossihlv 
twice  daily,  over  W’PFM,  starting  on  Fehruarv  3. 
The  program  will  he  sponsored  by  a Providence 
hank  with  acknowledgment  to  he  given  for  the 
cooperation  of  the  AAIA  and  the  R.  I.  Medical 
Society.  This  fine  program  has  been  auditioned  hv 
the  Committee,  and  an  announcement  will  reach 
the  membership  within  the  ne.xt  week,  together 
with  an  easel  poster  for  display  in  the  doctor’s 
waiting  room. 

In  addition,  spot  announcements  supplied  hv  the 
.\iM.-\  to  local  radio  stations  are  being  used  by 
several  stations. 

News  Stories 

.Actions  of  importance  liy  the  .Society,  such  as  the 
recent  Workmen’s  Conqiensation  conferences,  the 
open  invitation  to  the  labor  unions,  or  any  other 
grou])S  interested  in  improving  the  health  care  of 
the  people  of  Rhode  Island,  to  meet  with  .Societv 
representatives,  and  the  poll  of  our  membership  on 
cigarette  smoking  have  received  favorable  news- 
jiaper  and  radio  coverage.  In  addition,  some  of  the 
articles  and  editorials  in  the  Rhode  Island  Medical 
Journal  have  been  reported. 

The  e.xcellent  communication  by  the  President 
of  the  Society  to  the  Congressional  W avs  and 
Means  Committee  received  fine  coverage,  through 
the  Washington  (Office  of  the  Providence  Journal, 
in  the  Journal  of  January  23rd.  The  President’s 
report  to  the  Rhode  Island  General  Assemhlv  com- 
mission studying  comprehensive  medical  care  plans 
was  also  well  reported.  The  resolution  of  the 
Society’s  House  of  Delegates  to  the  American 
Medical  .Association  brought  forth  national  com- 
ment, and  the  action  was  widely  reported  through 
the  national  wire  services. 

High  School  Debate  Kits 

.As  the  national  high  school  debate  topic  concerns 
medical  care  for  the  aged,  kits  of  material  prepared 
hv  the  .AM.A  have  been  supplemented  with  local 
information  and  sent  to  the  principal  of  every  senior 
and  junior  high  school  in  the  State,  together  with 
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a ])ersonal  letter  from  Dr.  Perry  asking  that  the 
material  he  placed  in  the  school  lihrary,  or  with  the 
del)ate  coach  of  the  school  for  use  hy  the  students. 
The  facilities  of  the  Medical  Lil^rary  were  also 
extended  to  high  school  students  for  research  pnr- 
])oses.  just  as  they  have  been  for  years  for  those 
j)reparing  exhibits  for  the  Secondary  Schools 
Science  Fair. 

Golden  Age  Clubs 

.\11  the  Golden  .Age  or  Senior  Citizen  Clubs  in 
the  .^tate  have  been  contacted,  and  each  month  the 
executive  office  mails  to  the  clubs  a fact  sheet  for 
older  persons  pre])ared  by  the  AM. A under  the 
title  of  "More  Life  for  Your  A"e.\rs.” 

Speakers  At  Community  Meetings 

Several  members  have  addressed  local  service 
and  community  clulis,  and  school  groups  in  recent 
months,  particularly  on  the  subject  of  medical  care 
for  the  aged,  and  on  the  harmful  effects  of  cigarette 
smoking. 

.A  motion  picture  film  in  color  and  sound.  j)re- 
jiared  l)v  the  AM.A.  on  the  reaction  of  older  people 
throughout  the  country  to  compulsory  taxation  for 
medical  care,  together  with  an  analysis  of  the  Kerr- 
Mills  .Act  benefits,  and  the  proposed  program  under 
the  so  called  King-.Anderson  hill,  is  available 
through  the  e.xecutive  office. 

Your  Committee  asks  any  members  willing  to 
address  public  groups  to  make  known  his  willing- 
ness to  the  committee,  or  to  the  e.xecutive  office. 

Respectfully  submitted. 
WTlli.vm  .a.  Reid.  m.d. 

SOCIAL  W^ELFARE 

Memliers  of  the  committees  on  Social  \Yelfare 
and  Medical  Economics  and  officers  of  the  Society 
met  with  the  director  of  the  Rhode  Island  State 
Department  of  Social  \Yelfare  and  his  assistant  di- 
rectors in  December  to  discuss  possible  approaches 
to  a medical  assistance  program  for  the  over-age  65 
person  unable  to  meet  the  cost  of  catastrophic 
illness. 

The  need  for  such  a program  for  the  person 
medically  indigent  was  agreed  and  the  committees 
offer  the  following  suggestions  that  may  he  of  help 
in  resolving  tlie  type  of  program  that  may  lie 
drafted. 

1.  The  new  program  should  have  its  own  iden- 
tity and  name.  M.AA,  or  Medical  Care  for  Eligible 
Elder  Citizens,  or  any  similar  designation  would 
ajijiear  acceptable,  with  our  main  concern  that  an 
effort  he  made  to  establish  the  plan  apart  from  a 
W elfare  designation  per  se. 

2.  The  jirogram  should  he  started  as  an  in- 
hos])ital  care  and  in-hospital  physician  care  hy  the 
])hysician  of  the  patient's  choice. 

5.  The  surgical  compensation  may  he  considered 
on  a basis  relative  to  the  schedule  of  service  jiatients 
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now  paid  under  the“.A"Plan  of  Physicians  Service. 

4.  The  payment  for  in-patient  medical  physician 
service  (as  distinguished  from  surgical  service  i 
might  he  established  along  the  following  line : 

$4.00  per  diem  for  every  day  in  the  hospital, 
with  no  two  days  to  count  as  one  day.  ( i.e.,  day  of 
admittance  and  day  of  discharge. ) While  the  fee 
schedule  for  the  physician  is  lower  than  the  usual 
charge  for  the  same  service,  it  is  understood  that 
the  physicians  wish  to  cooperate  to  aid  this  special 
segment  of  the  community  and  therefore  will  accept 
the  lower  fee. 

In  this  connection  it  should  he  noted  that 
under  the  program  an  estimated  5.000  persons 
might  be  e.xpected  to  he  beneficiaries  in  anv  one 
year,  and  therefore  if  the  jihysicians  charge  normal 
fees  of  $5  and  $10  for  the  first  day  the  operating 
cost  would  he  substantially  increased. 

We  hope  that  other  professions  or  agencies 
that  might  provide  services  under  this  new  pro- 
gram will  cooperate  with  the  same  charitable  atti- 
tude to  aid  the  older  citizens  of  Rhode  Island. 

5.  It  would  appear  that  the  insurance  type  of 
program  is  favored  over  the  direct  vendor  type 
plan,  hut  this  matter  is  open  for  discussion  in  view 
of  the  many  factors  involved  in  the  development 
of  a program  that  will  meet  legal  and  economic 
requirements. 

The  Committee  has  been  working  with  the  sub- 
committee of  the  Child  WYlfare  Services  .Advisory 
Committee  of  the  Department  of  Social  Welfare 
concerning  the  need  for  legislation  to  protect  bat- 
tered and  abused  children.  The  U.  S.  Children’s 
Bureau  has  prepared  a Model  Law  that  would 
require  doctors  and  institutions  to  report  cases  of 
child  abuse  and  would  grant  them  immunity  from 
criminal  or  civil  suit  on  the  part  of  the  parent  or 
caretaker.  .A  draft  of  the  suggested  language  for 
Rhode  Island  State  legislation  on  reporting  on  the 
physically  abused  child  is  being  formulated  hy  the 
subcommittee,  and  will  he  reported  to  the  Society 
in  toto  as  soon  as  it  is  ready. 

Respectfully  submitted, 

Pete;r  L.  Mathieu,  Jr.,  m.d..  Chairman 
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Two  such  jack  tables 
in  excellent  condition 
for  sale 


Contact 

Albert  S.  Anderson,  M.D. 
154  Waterman  Street  861-2160 


Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 


occurs. 

‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2.565,057-2.695,261 

Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains;  'Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  V:  oz.  and  Vs  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Start  with  an  industrial  National  checking  account.  It’s  the 
quick,  safe,  “do-it-by-mail”  way  to  handle  your  financial  affairs. 

Add  an  Industrial  National  savings  account.  It’s  a good  way 
to  make  funds  grow  fast  — your  savings  at  Industrial  National 
earn  interest  every  day  from  day  of  deposit  to  day  of  icith- 
draival,  when  you  keep  a balance  of  .§5  or  more.  Your  interest 
is  compounded  and  credited  four  times  a year,  too. 


INDUSTRIAL 


Blend  in  other  helpful  Industrial  National  services  from 
time  to  time.  Like  a handy  safe  deposit  box.  Insured  personal 
loans.  Real  estate  mortgages.  Trust  assistance. 

To  keep  your  finances  healthy,  follow  this  prescription  at 
your  neighborhood  Industrial  National  office.  There’s  bound 
to  be  one  near  your  home  or  office. 


NATIONTNL  B.NXK  OF 

RHODE  ISLAND 

Neighborhood  Offices  Serving 
All  of  Rhode  Island 

Member  Federal  Reserve  System 
Member  Federal  Deposit  Insurance  Corporation 


JM<eciiccEl  ^Fc^urwMjot 


153d  ANNUAL  MEETING  ^ 


R.  1.  MEDICAL  SOCIETY 
Tues.,  May  5 and  Wed.,  May  6 


Vol.  XVII,  No.  4 

Table  of  Contents,  Page  155 


imiWillHII! ,HII  liW  IWHi'i 

AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 
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Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  a contraindication. 


Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 


Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  WARNING— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company, 
Indianapolis  6,  Indiana. 
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epilepsy  may  limit 
opportunity... 


Dilantin 

(diphenylhydantoin) 

PARKE-DAVIS 

extends  horizons 


This  agent  “...has  brought  new  hope 
to  an  entire  generation  of  seizure  pa- 
tients  With  judicious  use,  it  may  be 

said  that  it  alone  is  responsibie  for  the 
prevention  of  more  seizures  than  any 
other  drug.”* 

DiLANTiN  (diphenylhydantoin)  can  help 
your  epileptic  patient  to  earn  a liveli- 
hood... to  prove  his  worth... and  to 
share  in  the  daily  give-and-take  as  a 
full-fledged  member  of  the  workaday 
world. 

Indications:  Grand  mal  epilepsy  and  cer- 
tain other  convulsive  states. 

Precautions:  Toxic  effects  are  infrequent: 
allergic  phenomena  such  as  polyarthrop- 
athy, fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or 
without  fever.  Rarely,  dermatitis  goes  on 
to  exfoliation  with  hepatitis,  and  further 
dosage  is  contraindicated.  Eruptions  then 
usually  subside.  Though  mild  and  rarely 
an  indication  for  stopping  dosage,  gingival 
hypertrophy,  hirsutism,  and  excessive  mo- 
tor activity  are  occasionally  encountered, 
especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  mi- 
nor side  effects  may  include  gastric  dis- 
tress, nausea,  weight  loss,  transient  ner- 
vousness, sleeplessness,  and  a feeling  of 
unsteadiness.  All  usually  subside  with  con- 
tinued use.  Megaloblastic  anemia,  aplastic 
anemia,  leukopenia,  granulocytopenia  and 
pancytopenia  have  been  reported.  Nystag- 
mus may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates 
dosage  should  be  reduced.  Periodic  ex- 
amination of  the  blood  is  advisable. 
DILANTIN  (diphenylhydantoin  sodium)  is 
supplied  in  several  forms  including 
Kapseals®  containingO.l  Gm.  and0.03  Gm. 

*Roseman,  E.:  Weuro/ogy  1 1 :912,  1961.  33554 
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When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 


$ealy  Posturepedic'  mattress 


you  find  backache  brought  on  by  poor  sleeping  posture, 
)nsider  the  experience  many,  many  doctors  and  patients 
ive  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


As  a doctor,  you  are  invited  to  take  advantage  of  a 
professional  discount  on  the  Sealy  Posturepedic. 

We  believe  your  personal  use  will  convince  you 
of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress ahd  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Retai 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr. 


Residence  . 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


City 


Zone.. 


State 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO.,  OAKVILLE.  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  Off. 
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Blue  Shield.  ...another  way  doctors 


care  for  their  patients 


You’ve  probably  been  drawn  into  more 
than  one  conversation  with  the  words, 
“Isn't  it  amazing  the  things  doctors  are 
doing  for  people  today!”  In  contributing 
to  the  dramatic  examples  sure  to  be  cited, 
have  you  ever  mentioned  Blue  Shield? 

You  should  have,  for  Blue  Shield  is  an 
important  technique  in  modern  medical 
care.  Physicians  devised  Blue  Shield  as  a 
needed  way  to  keep  the  advances  of  med- 
ical progress  within  the  reach  of  people 


everywhere.  Moreover,  doctors  through 
their  local  medical  societies  sponsor  every 
Blue  Shield  Plan  in  the  nation. 

This  is  why  Blue  Shield  is  unique, 
wholly  different  from  other  ways  for  meet- 
ing health-care  expenses.  The  concern  doc- 
tors have  for  the  needs  of  “the  whole  man” 
in  caring  for  patients  is  actively  expressed 
in  Blue  Shield. 

Yet,  doctors  do  not  “own”  Blue  Shield 
Plans.  They  guide  them.  This  is  why,  each 
year,  hundreds  of  doctors  serve  terms  on 
the  boards  of  trustees  of  Blue  Shield  Plans, 
donating  their  personal  time  to  making 
Blue  Shield  of  even  greater  value. 

Guidance  by  doctors,  with  their  inti- 
mate understanding  of  illness  and  its  prob- 
lems, is  why  Blue  Shield  programs  today 
still  are  unequaled  for  practical  help  at 
realistic  cost. 

How  people  regard  Blue  Shield  is  seen 
in  a few  simple  facts:  52  million  have 
chosen  it— more  than  one  million  in  just 
the  last  year.  jjo,ooo  companies  have  Blue 
Shield  for  their  employees.  2 out  of  every 
5 people  over  65  who  have  help  with  sur- 
gical-medical expense  have  Blue  Shield. 

This  tremendous  approval  of  Blue  Shield 
tells  you  that  it  offers  sound  value  and  a 
special  security.  To  find  out  about  join- 
ing, ask  your  nearest  Blue  Shield  Plan. 
National  Association  of  Blue 
Shield  Plans,  ^25  North  Mich- 
igan, Chicago  II,  Illinois. 

<1  Service  marks  reg.  by  National 
Association  of  Blue  Shield  Plans 


This  advertisement,  sponsored  by  the  National  Association 
of  Blue  Shield  Plans,  appears  in  READER’S  DIGEST.  If  you  (l(  jl) 
would  like  reprints  for  distribution  to  your  patients,  contact 
our  Public  Service  Department. 
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The  one  tranquilizer  that 

BELONGS 
IN  EVERY 
PRACTICE 


it’s  versatile:  The  years  have  proved  that  ‘Miltown’  (meprobamate)  is  the  one  tran-| 
quilizer  that  is  helpful  in  almost  every  aspect  of  daily  practice.  Virtuallj 
any  of  your  patients,  regardless  of  age,  can  be  given  the  drug  witl 
confidence,  either  as  a primary  treatment  or  as  an  adjunct  to  other  therapy' 
Outstanding  record  of  safety:  Ten  years  of  clinical  use  among  millions  oi 
patients  throughout  the  world— plus  more  than  1500  published  reportsk 
covering  the  use  of  the  drug  in  almost  every  field  of  medicine  — supporl] 
your  prescriptions  for  ‘Miltown’  (meprobamate).  This  is  why  it  “belongs 
in  every  practice.’’ 


dependable:  ‘Miltown’  (meprobamate)  is  an  established  drug.  There  are  no  surprises 
in  store  for  you  or  your  patient.  You  can  depend  on  it  to  help  your 
patients  through  periods  of  emotional  distress  — and  to  help  maintain! 
their  emotional  stability. 


easy  to  use:  Because  ‘Miltown’  (meprobamate)  is  compatible  with  almost  any  other 
kind  of  drug  therapy,  you’ll  find  it  fits  in  easily  with  any  program  of  treat- 
ment you  are  now  using.  It  will  not,  therefore,  complicate  treatment  of 
patients  seen  in  clinical  practice. 


Side  effects:  Slight  drowsiness  may  occur  and,  rarely,  allergic  or  idiosyncratic  reactions,  gen- 
erally developing  after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate  contraindicate 
subsequent  use. 

Precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances, 
the  dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requir- 
ing alertness  should  be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe  cautiously  and  in  small  quantities  to 
patients  with  suicidal  tendencies.  Massive  overdosage  may  produce  lethargy,  stupor,  ataxia, 
coma,  shock,  vasomotor  and  respiratory  collapse.  Consider  possibility  of  dependence,  partic- 
ularly in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after  prolonged 
use  at  high  dosage.  Complete  product  information  available  in  the  product  package,  and  to 
physicians  upon  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 


CM-llu 


The  insomniac 


The  tense,  nervous  patient 


The  heart-disease  patient 


The  surgical  patient 


The  girl  with  dermatosis 


Tension  headache 


The  woman  in  menopause 


Anxious  depression 


Premenstrual  tension 


The  agitated  senile  patient 


The  alcoholic 


The  problem  child 


the  original  brand  of 
meprobamate 


The  G.l.  patient 


WALLACE  LABORATORIES 
Cranbury,  N.J. 
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BOOK  REVIEWS 


ELEMENTARY  MEDICAL  STATISTICS  by 

Donald  ^Mainland,  d.sc.  Second  Edition.  \V.  B. 

Saunders  Company.  Philadelpliia,  1963.  $9.00 

This  second  edition  comes  eleven  years  after  the 
first.  The  revision  is  thus  based  on  the  use  of  the 
text  for  over  ten  years  specifically  in  teaching 
undergraduate  medical  students  the  science  of 
Statistics.  This  fact  in  itself  undoubtedly  has  led  to 
the  refinement  in  the  material  presented,  the  view- 
point of  its  j)resentation.  and  its  appeal  to  physicians. 

The  chapters  are  subdivided,  each  heading  being 
introduced  by  a question  pertinent  to  medicine. 
A well-developed  answer  to  each  question  is  then 
given.  The  value  of  the  text  lies  in  the  fact  that  the 
questions  asked  are  germane  to  medicine  and  are 
questions  which  may  well  have  arisen  in  one's  own 
mind.  One  might  well  say  : “That  is  a question  that 
I have  often  considered,  and  here  is  just  the  answer 
that  I was  looking  for.” 

Fortunately,  the  scope  of  questions  and  the  excel- 
lence of  the  presentation  of  the  answers  will  make 
this  an  e.xtremely  popular  textbook.  There  is  often 
monotony  in  this  form  of  presentation,  l)ut  this  is 
counteracted  in  the  present  instance  by  the  variety 
in  the  exposition  and  the  excellence  of  the  answers. 

It  is  most  encouraging  that  a formal  course  in 
Medical  Statistics,  under  a formal  ])rofessorship. 
is  conducted  at  the  Xew  York  University  Medical 
Center.  Statistics  are  truly  the  handmaiden  of 
Medicine,  where  generalizations  from  small 
amounts  of  data  are  im])erative,  and  where  the  con- 
clusions based  on  minimal  information  have  such 
far-reaching  consequences. 

It  is  safe  to  say  that  the  rigorous  ai)plication  of 
statistical  techniques  to  published  data  might  well 
reduce  the  current  load  in  medical  journals  consid- 
erably. In  many  medical  schools.  Statistics  is  pre- 
sented at  best  as  a survey,  and  the  application  of  the 
techniciues  varies  con.siderahly  within  the  teaching 
staff. 

.•\ny  physician  wishing  to  acquire  familiarity  and 
critical  judgment  may  do  so  in  a very  pleasant  and 
rewarding  way  by  reading  and  studying  this  ele- 
mentary text  on  Medical  Statistics  specifically  de- 
signed for  i)hysicians. 

Robert  Lewis,  m.d. 


SYNOPSIS  OF  EAR,  NOSE  AND  THROAT 
DISEASES  by  Robert  E.  Ryan.  m.d.  ; W illiam 
C.  Thornell,  m.d.,  and  Hans  von  Leden,  m.d. 
Second  Edition.  The  C.  \'.  Moshy  Company, 
.St.  Louis,  1963.  $7.50 

This  hook  is  remarkable  in  the  concise  yet  com- 
plete way  it  has  covered  the  entire  field  of  otorhino- 
laryngology. There  are  fifty-eight  chapters  in  four 
sections  presented  in  an  interesting  manner  with 
outlines  summarizing  most  chapters.  Anatomy  and 
physiology  are  covered  as  well  as  the  clinical  as- 
pects. The  type  and  setting  is  excellent  for  fast 
reading.  This  second  edition  is  completely  up  to  date 
with  material  on  microsurgery  in  the  otology  sec- 
tion and  stroboscopy  in  the  larynx  section.  There 
may  he  some  controversy  regarding  anesthesia  and 
prejtaration  of  the  patient  for  tonsillectomy  and 
adenoidectomy.  The  hook  is  excellent  for  medical 
students,  student  nurses,  and  as  a handy  reference 
in  such  places  as  the  Accident  Room.  It  is  not 
intended  for  the  specialist  as  noted  in  the  preface, 
hut  will  he  most  useful  for  all  others  in  any  way 
interested  in  the  ear,  nose,  or  throat. 

Francis  L.  McXelis,  m.d. 

CCRRENT  PEDIATRIC  THERAPY  by  Syd- 
ney S.Gellis,  M.D.,and  Benjamin  ]\L  Kagan,  m.d. 
W’.  B.  Saunders  Companv.  Philadelphia.  1964. 
$16.00 

Current  Pediatric  Therapy  is  an  excellent  means 
of  keeping  the  practicing  pediatrician  abreast  of 
recent  therapeutic  advances  in  diseases  and  dis- 
orders of  infancy  and  childhood.  It  draws  on  the 
e.xperience  of  many  experts,  most  of  whom  devote 
much  of  their  time  to  one  particular  disorder ; it  is 
therefore  an  invaluable  encyclopedia  for  the  prac- 
titioner who  cannot  so  concentrate  his  time  and 
talents. 

The  hook  makes  no  effort  to  discuss  diagnosis 
and  etiology  ; and  yet,  on  therapy  alone,  manages  to 
fill,  thoroughly,  700  rather  large  jiages.  Relatively 
rare  and  comple.x  diseases  are  handled  in  consider- 
able detail,  while  many  minor  hut  common  problems 
are  — quite  jiroperly,  I think  — summarily  dis- 
missed, e.g.  on  diaper  rash  — “take  off’  the  rubber 
pants.” 


continued  on  page  160 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 


HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

H.  P.  HOOD  & SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 


160 


BOOK  REVIEWS 
continued  from  page  158 

All  in  all  D(X'tors  Gellis  and  Kagan  have  suc- 
ceeded admirably  in  compiling  a very  readable  and 
antboritative  anthology  of  the  therapy  of  pediatric 
problems.  It  is  a book  that  will  be  gratefully  and 
prodnctively  used. 

Wilson  F.  L'tter.  m.d. 

PEDIATRIC  THERAPY.  Edited  by  Harry  C. 

Sbirkev.  m.d.  The  C.  iMosbv  Companv.  St. 

Louis, 'l964.  $16.30 

This  is  a large  book  of  1144  pages.  The  Editor. 
Doctor  Harry  C.  Shirkey.  is  Associate  Professor 
of  Pediatrics  at  the  IMedical  College  of  Alabama 
and.  also.  I’rofessor  of  F’barmacology  at  Howard 
College.  There  are  72  contributors  from  many  med- 
ical schools. 

The  format  of  the  book  is  excellent  and  there  are 
many  fine  photographs.  About  130  pages  are 
devoted  to  the  general  principles  of  pharmacology, 
the  treatment  of  symptoms  and  therapeutics  in 
general.  Another  130  pages  are  taken  up  by  surgical 
treatment.  Short  articles  giving  the  up-to-date 
treatment  of  most  all  diseases  make  up  the  rest  of  the 
pages.  All  of  these  are  interesting  and  informative. 

The  sections  on  tumors  and  ]ioisons  seem  espe- 
cially good.  There  is  a very  comjilete  dose  table.  A 
few  minor  omissions  are  noted.  For  instance,  Enco- 
presis  and  Acrodynia  are  not  mentioned. 

This  volume  can  be  recommended  as  a good 
reference  book  for  office  and  hospital.  The  timing 
of  the  publication  is  unfortunate,  however,  as  it  was 
lirought  out  only  a few  months  after  a book  on  the 
same  subject  by  Gellis  and  Kagan.  This  will  he  apt 
to  limit  the  demand  for  it. 

H.arold  G.  C.’\LnER.  M.D. 

MOriXG  IXTO  MAX  HOOD  by  W.  W.  Bauer. 

>t.D.  Foreword  by  Morris  Fishbein.  m.d. 

Doubledav  & Companv,  Inc.,  Garden  Citv,  X.Y., 
1963.  $2.93 

Moving  into  Manhood  is  a book  to  help  male 
teenagers  formulate  a healthy  attitude  towards  sex. 
Bauer’s  descrijition  of  the  mechanics  of  reproduc- 
tion is  clear.  He  dwells  at  length  on  the  social  evils 
of  premarital  intercourse,  overlooking  the  equally 
vital  spiritual  and  emotional  aspects  of  sex.  This 
book  makes  looking  for  a wife  seem  clinical  and 
antiseptic,  almost  like  trying  to  buy  a good  horse. 
One  must  look  her  over  carefully,  to  make  sure  he 
is  not  being  cheated.  Xot  once  in  the  whole  descrip- 
tion of  how  to  find  an  adaptable  mate  is  the  word 
love  mentioned. 

'Hiis  book  clears  up  some  questions  that  the  male 
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wants  answered.  It  should  be  read  along  with  other 
simliar  texts  for  advice  and  knowledge  on  the  facts 
of  life. 

Peter  L.  Mathieu,  Jr.,  m.d. 

W'OXDER  DRUGS.  History  of  Antibiotics 
by  Helmuth  iM.  Boettcher.  Translated  from  the 
German  by  Einhart  Kawerau.  J.  B.  Lippincott 
Company,  X.Y.,  1964.  $4.93 

Tbis  modest  sized  book  deals  with  the  historical 
aspects  of  antibiotics  and  similar  substances  used  in 
previous  centuries.  In  design,  therefore,  it  is  far 
from  modest,  covering  Egyptian.  Babylonian,  far 
Eastern  and  medie^•al  medicine,  and  winding  iqi 
with  all  the  well-known  antibacterial  agents  of 
today.  Though  occasional  interesting  hits  of  infor- 
mation can  he  found  here  and  there,  most  of  the 
chapters  are  rambling  and  poorly  organized  and 
leave  the  reader  exhausted  rather  than  informed. 
Mr.  Boettcher  has  much  of  the  all-inclusive,  cata- 
loging interest  common  to  many  Germans,  as  well 
as  a high  regard  for  Science  with  a capital  “S.” 
However,  his  own  training  in  medical  science  at 
least  seems  to  be  very  scanty,  as  can  be  seen  from 
the  following  passage : 

■‘They  ( the  Chinese ) emjiloyed  the  bile  of 
serpents  against  rabid  dogs.  That  means  they 
used  it  to  counteract  the  virus  which  enters  the 
central  nervous  system  through  the  bite  wound. 
Bile  is  a secretion  and  excretion  of  the  liver  and 
is  thereby  intimately  connected  with  the  reticulo- 
endothelial system,  the  last  resource  of  the  body’s 
defence  police.  It  is  quite  possible  that  this  bile 
exerted  a healing  property  when  apjilied  to  the 
bite.” 

\’ague  implications  and  half  truths  like  this  are 
frequently  to  be  found,  especially  in  the  sections  on 
medicine  in  the  early  times,  which  gives  him  more 
latitude  for  speculation  than  the  account  of  Flem- 
ing’s discovery  of  penicillin. 

All  in  all,  in  searching  for  a kindly  comment  to 
make  in  conclusion,  the  only  thing  that  comes  to 
mind  is  that  perhaps  the  hook  has  suffered  in  trans- 
lation from  the  original  German. 

Morgan  Cutts,  m.d. 

A HISTORY  OE  ll'IXE  AS  THERAPY  by 
Salvatore  P.  Lucia,  m.d.,  sc.d.,  with  a Foreword 
by  Sanford  \’.  Larkey,  m.d.  J.  B.  Lippincott 
Company,  Philadelphia,  1963 

Wine  as  a therapeutic  agent  and  as  a vehicle  for 
various  drugs  has  a long  and  well  documented 
historv.  Its  uses  are  noted  in  the  Bible,  and  are 
discussed  by  Hippocrates  in  his  essays  on  disease. 
Dr.  Lucia,  Professor  of  Medicine  at  the  University 
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in  maintenance  therapy... 

Arthralgen” 

a working  analgesic  for  the  active  arthritic 


ARTHRALGEN® 

Each  tablet  contains: 


Salicylamide 250  mg. 

Acetaminophen ....  250  mg. 

Ascorbic  acid 

(Vitamin  C) 25  mg. 


Arthralgen,  a better-tolerated 
analgesic  formulation  of  time- 
tested  ingredients,  works  faster 
to  free  the  arthritic  from  his 
pain  without  salicylate  side 
effects.  Since  its  analgesic 
components  require  no  chem- 
ical conversion  to  act  in  the 
body,  Arthralgen's  pain  reliev- 
ing benefits  are  immediately 
available  to  provide  a smoother, 
more  rapid  obtundation  of  pain 
than  can  be  achieved  with 
many  true  salicylates. 

Arthralgen  is  especially  useful 
for  the  prompt  relief  of  early 
morning  stiffness  and  pain  with 
less  risk  of  gastric  irritation. 


And  since  Arthralgen  contains 
no  sodium  it  is  safe  for  long- 
term use  in  arthritics  who  have 
other  conditions  which  neces- 
sitate sodium  restriction. 

ARTHRALGEN®-PR 

Each  tablet  contains: 


Salicylamide 250  mg. 

Acetaminophen....  250  mg. 
Ascorbic  acid 

(Vitamin  C) 25  mg. 

Prednisone 1 mg. 


The  basic  Arthralgen  formula- 
tion plus  prednisone  is  indica- 
ted for  patients  who  require 
steroids.  Prednisone  has  three 
advantages  over  cortisone,  hy- 
drocortisone, and  ACTH.  They 
are:  (1)  lack  of  sodium  reten- 
tion, (2)  absence  of  increased 
potassium  excretion,  and  (3)the 
unlikelihood  of  steroid-induced 
hypertension.*  Robins 


BRIEF  SUMMARY 

Arthralgen  and  Arthralgen-PR  are 
indicated  in  the  management  of 
rheumatoid  arthritis,  acute  gouty 
arthritis,  rheumatoid  spondylitis, 
osteoarthritis,  bursitis,  fibrositis, 
and  neuritis.  Arthralgen  may  be 
used  for  analgesia  in  colds,  flu, 
and  various  myalgias. 

DOSAGE:  One  or  two  tablets 
four  times  a day.  After  remission 
of  symptoms,  dosage  should  be 
reduced  to  the  minimum  mainte- 
nance level. 

SIDE  EEFECTS:  Nausea,  Gl  up- 
set, or  mild  salicylism  may  rarely 
occur.  Symptoms  of  hypercorti- 
coidism  dictate  reduction  of  dos- 
age of  Arthralgen-PR. 
PRECAUTION:  Reduction  in  dos- 
age of  Arthralgen-PR  given  over  a 
long  period  should  be  gradual, 
never  abrupt. 

CONTRAINDICATIONS:  Hyper- 
sensitivity to  any  ingredient. 

As  with  any  drug  containing  pred- 
nisone, Arthralgen-PR  is  contra- 
indicated, or  should  be  adminis- 
tered only  with  care,  to  patients 
with  peptic  ulcer,  tuberculosis, 
nephritis,  diabetes  mellitus,  acute 
psychoses,  Cushing's  syndrome 
(orCushing's  disease),  overwhelm- 
ing spreading  (systemic)  infec- 
tion, or  predisposition  to  throm- 
bophlebitis. 

Arthralgen-PR  is  generally  contra- 
indicated in  patients  with  uremia 
and  viral  infections,  including  po- 
liomylitis,  vaccinia,  ocular  herpes 
simplex,  and  fungus  infections  of 
the  eye.  It  is  also  contraindicated 
in  patients  with  chicken  pox  or 
susceptible  persons  exposed  to  it. 
SUPPLY:  Arthralgen  (white, 
scored)  and  Arthralgen-PR  (yel- 
low, scored)  tablets  are  available 
in  bottles  of  100  and  500. 

*Cohen,  et  al:  J.A.M.A.,  165:225,  1957. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND,  VIRGINIA 


in  theory,  allergy  works  like  this... 

It  is  generally  accepted  that  a complex  antigen-antibody  reaction  underlies  allergy. 
The  reaction  may  be  visualized  in  this  simplified  graphic  form : 


At  first  exposure  to  antigens 
(green)  specific  antibodies 
(yellow)  are  formed  chiefly 
by  plasma  cells. 


Circulating  antibodies  in  the 
blood  stream  may  become  at- 
tached to  mast  cells  in  the  tissues. 


If  the  same  antigen  again  enters 
the  body  and  reacts  with  anti- 
bodies attached  to  cell  walls,  dis- 
turbances occur.  The  cell  disrupts. 


. . . depositing  granules  con- 
taining bound  histamine  or 
histamine-like  substance  in 
intercellular  spaces. 


Calcium  ions  and  enzymes  act  on 
the  granules  breaking  the  bind- 
ing and  releasing  histamine  or 
histamine-like  substance. 


Theoretically,  this  liberated  hista- 
mine (purple)  acts  at  receptor  sites 
in  target  tissues  resulting  in  aller- 
gic manifestations. 


Antihistamine  (orange)  is  believed 
to  compete  with  histamine  at  the 
receptor  sites  in  target  tissues  — 
thus  counteracting  allei'gic  effects. 


In  allergy,  this  antihistamine  werks 

with  no  more 
sedation  than 
Placebo* 

The  therapeutic  response  to  Dimetane  (brom- 
pheniramine maleate)  is  eloquent  proof  that  a 
potent  antihistamine  does  not  have  to  be  a sed- 
ative, too.  You  may  expect  unsurpassed  relief 
of  symptoms  promptly  in  most  types  of  allergy 
because  Dimetane  (brompheniramine  male- 
ate) tvorks  with  a very  low  incidence  of  side 
effects.  Indeed,  as  shown  in  a double-blind 
crossover  study,  with  no  greater  incidence  of 
sedation  than  placebo.* 

^Schiller,  I.  W.  and  Lowell,  F.  C.:  New  England  J.  Med.  2C1 :478,  1959. 

CONTINUOUS  ACTION  UP  TO  10-12  HOURS 


(brompheniramine  maieate,8mg.&12mg.) 


BRIEF  SUMMARY:  Indications:  Dimetane  (bromphenira- 
mine maleate)  is  a potent  antihistamine  effective  in  a 
wide  variety  of  allergic  states. 

Side  Effects:  Hypersensitivity  reactions,  including  skin 
rashes,  urticaria,  hypotension,  and  thrombocytopenia, 
have  been  reported  rarely.  Occasional  transitory 
drowsiness,  lassitude,  nausea,  or  giddiness  may  be 
encountered.  Dryness  of  the  mouth  and  mydriasis 
have  been  reported  infrequently. 

Precautions:  Until  response  is  determined,  patient 
should  be  cautioned  against  engaging  in  mechanical 
operations  requiring  alertness. 

Contraindications:  Hypersensitivity  to  antihista- 
mines. Not  recommended  for  use  during  pregnancy. 
ALSO  AVAILABLE : New  lower  strength  Dimetane  8 mg. 
Extentabs  (brompheniramine  maleate  8 mg.);  conven- 
tional tablets  (4  mg.);  Elixir  (2  mg./5  cc.);  Injectable 
(10  mg./cc.  ampuls,  and  100  mg./cc.  in  2 cc.  vials). 


A.  H.  ROBINS  CO:,  INC.,  RICHMOND  20,  VIRGINIA 
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BOOK  REVIEWS 
continued  from  p<i%e  160 

of  California,  has  traced  the  use  of  wine  by  physi- 
cians for  the  past  4,000  years,  using  original  manu- 
scripts wherever  possible  and  quoting  extensively 
from  these  sources,  ^^'ine  was  used  h}-  the  ancients 
to  treat  everv  possible  disease,  and  was  used  exter- 
nally as  well  as  ingested.  Wine  as  a tranquilizer  was 
popular  as  can  be  seen  in  this  quotation  from 
Socrates : "Wine  moistens  and  tempers  the  spirits, 
and  lulls  the  cares  of  the  mind  to  rest.  If  we  drink 
temperately,  the  wine  pleasantly  invites  us  to  agree- 
able mirth." 

In  the  latter  part  of  his  book.  Dr.  Lucia  attempts 
to  summarize  the  principle  scientific  findings  that 
demonstrate  the  physiologic  effects  of  wine.  He 
discusses  the  ability  of  wine  to  lower  blood  choles- 
terol and  to  increase  coronary  blood  flow,  including 
a detailed  bibliography  with  each  chapter.  The  book 
has  one  significant  fault,  however.  Dr.  Lucia  quotes 
from  his  sources  so  frequently  and  in  such  detail, 
that  his  writing  suffers  bv  lieing  choppy  and  dis- 
jointed. The  book  none  the  less  is  of  great  interest 
to  physicians  as  well  as  those  who  simply  like  wine. 

WiLLi.tM  S.  Klutz,  m.d. 


JOIN 

R I M P A C 

BOOTH  46 

AT  ANNUAL  MEETING 


The  Rhode  Island  Medical  Society 

153d 

Annual  Scientific  Assembly 
May  5-6,1964 

At  the  Marvel  Gymnasium,  Brown  University 
Elmgrove  Avenue,  Providence 


i that  foils 
the  “leakers 


''Leakers”  are  ampoules  with  minute  imperfec- 
tions in  the  seal.  You  can’t  readily  see  the  flaw, 
and  often  it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  contaminants  can 
slip  in  to  render  the  contents  nonsterile  and  po- 
tentially dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye.  ■ Sealed 
Lilly  ampoules  are  placed  in  baskets,  submerged 


in  a vat  containing  methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an  imperfect 
ampoule  in  the  lot,  the  liquid  is  forced  out. 
When  the  vacuum  is  released,  the  blue  dye 
rushes  in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and  rejected  . . . 
another  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


400372 
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ROLE  OF  HOSPITALS 
. It  is  witliin  the  ineniory  of  many  now  alive 
that  a ])hysician’s  decision  to  admit  a patient  to 
hospital  was  regarded  with  gloom,  if  not  as  a sign  of 
doom.  The  patient’s  resistance  to  this  sentence  was 
very  high,  for  he,  like  anyone  else  whose  eyes  were 
wide,  could  see  that  it  was  a very  serious  matter 
indeed.  P.ut  all  this  has  changed.  Most  hospitals 
are  now  hooked  to  capacity,  and  their  reservation 
svstems  are  nearly  as  complicated  as  those  of  the 
Hilton  Corporation.  Even  the  patient  with  a head 
cold  is  likely  to  suggest  that  he  would  he  better 
cared  for  in  a hospital,  and  the  numher  of  healthy 
folk  admitted  for  periodic  health  survey  has  reached 
the  ]X)int  where  many  hospitals  are  installing  motel 
accommodations  which  masquerade  under  much 
more  dignified  terms. 

It  is  this  change  in  function  that  is  responsible 
for  one  of  the  most  significant,  yet  least  heralded, 
facets  of  the  modern  hospital's  role  in  medical 
education.  For  an  institution  that  provides  these 
multiple  services  is  no  longer  simply  and  exclu- 
sivelv  the  workshop  of  the  man  who  relieves  the 
])angs  of  illness.  It  is  equally  the  operating  center 
for  those  who  preserve  health,  who  provide  services 
that  rehabilitate  the  patients  who  have  recovered 
from  illness  or  must  adapt  to  it,  who  assist  the 
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sufferer  to  deal  with  the  social  and  economic  con- 
sequences of  illness,  who  aid  in  the  restoration  of 
homes  disrupted  by  the  threat  or  the  fact  of  a 
break  iu  health,  who  bring  information  and  advice 
that  may  prevent  the  apjiearance  of  disabling  or 
hurdensome  health  problems,  who  deal  with  the 
sjiiritual  implications  and  cou.seiiuences  of  personal 
illness  or  family  distress.  These  are  the  nurses,  the 
social  workers,  physical  thera|)ists,  lahoratorv  tech- 
nologists. jisychologists.  marriage  counselors,  child 
guidance  workers,  and  chajdains  who  now  jjopulate 
major  medical  centers  and  manv  smaller  institu- 
tions as  well.  Physicians  who  were  once  supreme 
and  unchallenged  in  their  hospital  care  of  patients 
like  to  think  that  they  are  really  the  masters  still, 
directing  this  crew  of  associated  medical  specialists 
to  do  their  bidding.  I'lie  simple  truth  is  that  very 
few  physicians  really  know  enough  about  this 
extraordinary  array  of  jirofessional  talent  to  use  it 
intelligently  or  wisely,  and  a great  many  exhibit 
little  interest  in  learning  how. 

The  tradition  of  total  responsibility  and  complete 
autonomv  is  not  one  which  the  medical  profession 
is  likelv  to  give  up  easily.  But  the  preservation  of 
health  is  today  as  important  in  the  social  fabric  as 
the  relief  of  illness.  So  many  physicians  have  been 
so  preoccupied  with  their  19th  century  role  of 


with  intermittent  claudication 
every  block  seemed  a mile  long 


now. . .with  3rliClin^nylidrin  HCI 

the  blocks  seem  much  shorter ...  he  can  waik  many  more  of  them  in  comfort 


Arlidin  is  available  in  6 mg.  scored  tablets,  and  5 mg.  per  cc.  parenteral  solution. 

Protected  by  U.S.  Patent  Numbers:  2,661,372  and  2,661,373. 

u.  s.  vitamin  & pharmaceutical  corporation 
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Iiealer  tliat  they  have  not  yet  recognized  that  a new 
(lav  has  dawned,  tliat  they  must  learn  a new  way 
of  life  and  not  simply  bring  to  an  even  higher  level 
of  i)erfection  a very  old  way. 

If  they  are  to  learn  all  this,  physicians  will  proh- 
ahly  do  it  in  hospitals,  for  it  is  here  that  the  inde- 
])endent  hut  interrelated  health  professions  meet 
together  in  what  must  l)e  common  cause.  . . .” 

. . . From  "Medical  Education  and  The  Rise  of  Hospitals,” 
Part  111,  by  George  E.  Miller, 

J..\.M..\.  186:1075  (Dec.)  1963. 

The  interrelationshij)  between  research,  teaching, 
and  service  in  the  medical  .schools,  as  e.xpres.sed  by 
the  share  of  total  income  devoted  to  each  of  them, 
has  undergone  rapid  changes  since  1947.  These 
changes  have  been  greatly  influenced  by  the  avail- 
ability of  funds  from  without  as  well  as  from  within 
the  schools.  The  single  most  imj)ortant  influence 
from  without  is  federal  .support  of  research  in  med- 
ical schools,  which  increased  by  243  per  cent  in  the 
5-year  jteriod  from  1956-57  to  1961-62. 

. . . Extracted  from 

PROGRESS  IX  HEALTH  SERVICES 
\hd.  XII,  No.  5,  November-1  )ecember,  1963 
Publisbed  by 

Health  Information  Foundation 


.\side  from  fluorosco])y.  which  is  indeed 
dangerous,  the  hazards  of  diagnostic  radiol- 
ogy to  the  ])ediatric  i)atient  are  small  even  in 
the  most  extensive  and  complicated  S])ecial 
])rocedures.  The  genetic  hazards,  although 
somewhat  greater  than  the  i)ersonal  risk  fac- 
tor. are  also  quite  small  and  do  not  constitute 
a sufficient  reason  for  withholding  indicated 
x-ray  studies.  Indeed  the  genetic  hazards  from 
diagnostic  x-ray  examinations  ajjpear  to  he 
e.xceeded  by  those  accruing  from  the  wearing 
of  a radium  dial  wristwatch  or  trousers. 


Check  these  dates  . . . 

Tuesday,  May  5 
Wednesday,  May  6 
Annual  Meeting  at  Marvel  Gym 


arlidin  Cnylidrin  HCI) 

increases  local  blood  supply  and  oxygen  where  needed  most. . .to  relieve  distressed  “walking” 
muscles  ...  for  sustained,  gratifying  relief  of  pain,  ache,  spasm,  intermittent  claudication. 

Indicated  in; 

arteriosclerosis  obliterans  • thromboangiitis  obliterans  • diabetic  atheromatosis  • 
night  leg  cramps  • ischemic  ulcers  • Raynaud’s  syndrome  • thrombophlebitis  • 
cold  feet,  legs  and  hands 

Use  with  caution  in  the  presence  of  a recent  myocardial  lesion,  severe  angina  pectoris 
an^hvrotoxicosi^Contraindicate^r^cut^Tiyocai^iaMnfaixtion^^^^^^^^^^^^^^^^^^^ 
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TUBERCULIN, TINE  TEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT  S ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7899-4 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 


B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 


hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 


sooner 


can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  '/*  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 

with  the  least  ‘rebound’  tendency ”*  Gentle 

Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed, G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (’AVo) 
and  children  (’AVo),  in  solutions  of  Vs,  ’A  or  1 
percent. 


Winthrop  Laboratories 
New  York,  N.  Y. 


l^fTfhrop 
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Young  Woman 
Reading  a Letter 

JOHANNES  VERMEER 

1632-1675 


In  Pregnancy. . . 


METAMUCIl!  Acts  Gently,  Safely,  Effectively 

brand  of  psyllium  hydrophilic  mucilloid 


The  highly  refined  mucilloid  of  Metamucil 
corrects  constipation  in  pregnant  patients 
simply  by  augmenting  the  natural  stimulus 
to  peristalsis. 

The  bland,  smooth  bulk  provided  by 
Metamucil  softens  hard  fecal  masses,  stim- 
ulates natural  reflex  activity  of  the  intestinal 
musculature  without  irritant  or  systemic  ef- 
fects and  tends  to  restore  the  normal 
rhythms  of  elimination. 

Average  Adult  Dosage:  One  rounded  tea- 
spoonful of  Metamucil  powder  (or  one 


packet  of  Instant  Mix  Metamucil)  in  a glass 
of  cool  liquid.  Metamucil  powder  contains 
equal  amounts  of  refined,  purified  psyllium 
and  dextrose  furnishing  14  calories  and  is 
available  in  containers  of  4, 8 and  16  ounces. 

Instant  Mix  Metamucil  is  supplied  as  in- 
dividual single-dose  packets,  each  incorpo- 
rating 0.25  Gm.  of  sodium,  in  cartons  of  16 
and  30. 

G.  D.  SEARLE  & CO. 

CHICAGO,  ILLINOIS,  60660 

Research  in  the  Service  of  Medicine 


The  RHODE  ISLAP  MEDICAL  JOtIRML 

VOL.  XLVII  April,  1964  ' No.  4 


SEROUS  OTITIS  MEDIA  IN  CHILDREN  IN  A HOSPITAL  CLINIC* 


Francis  B.  Sargent,  m.d. 


The  Author.  Frauds  B.  Sargent,  M.D.,  of  Providence, 
R.  I.  Consultant  in  Otolaryngology  at  Rhode  Island, 
Miriam, Pawtucket  Memorial, Roger  IFilliams  General, 
Charles  F.  Chaf'In,  Our  Lady  of  Fatima,  and  South 
County  hosfitals. 


A NOTABLE  INCREASE  ill  the  incidence  of  serous 
otitis  media  in  childhood  occurred  in  the  late 
1940's  and  early  1950’s.  Two  reasons  have  been 
advanced  for  this  increase  : ( 1 ) the  improper  use  of 
the  newly  discovered  antibiotics  which  relieved,  hut 
did  not  cure,  acute  otitis  media  ; and  ( 2 ) inadequate 
adenoidectomy,  that  is  to  say,  an  adenoidectomy 
inadequate  for  the  jiatient  who  is  subject  to  recur- 
rent otitis  media. 

.Serous  otitis  media  is  caused  by  a transudate  of 
serous  fluid  into  the  tympanic  cavity.  This  is  usually 
the  result  of  reduced  pressure  in  the  middle  ear 
caused  by  tubal  closure.  Investigators  agree  that 
well  over  ninet}’  jier  cent  of  children  seeking  med- 
ical aid  for  hearing  difficulty  are  suffering  from 
serous  otitis  media,  a remedial  disease. 

The  increase  in  these  cases  of  conductive  and 
usually  reversible  deafness  attracted  the  interest  of 
the  otolaryngologist.  A large  amount  of  literature 
on  this  subject  appeared  in  the  decade  following 
W orld  War  II.  Much  of  this  literature  was  partisan 
and  argumentative,  often  advocating  a certain 
treatment  to  the  e.xclusion  of  others.  The  treatment 
advocated  extended  all  the  way  from  simple  nasal 
hygiene  and  tubal  inflation  to  radiation  of  the 
nasopharynx.  The  adequate  adenoidectomy  was 
strongly  advocated  as  a sure  i)reventive  of  repeated 
attacks  of  otitis  media. 

Review  of  Literature 

McNaughton  felt  that  acute  otitis  media  in  chil- 
dren accounted  for  thirty  per  cent  of  the  severely 
deafened  adults,  and  that  twenty-five  per  cent  of 
children  recovering  from  otitis  media  showed  im- 
|)aired  hearing.  A study  of  Finnish  draftees  showed 

*Presented  at  a meeting  of  the  New  England  Otological 
Society,  at  Boston,  Massachusetts,  November  1963. 


that  nearly  two  per  cent  showed  a hearing  handicap 
following  otitis  media  in  childhood. 

Hardy  presented  a report  showing  that  eighty 
per  cent  of  the  children  encountered  with  hearing 
impairment  have  conductive  hypoacusis  amenable 
to  medical  or  stirgical  treatment. 

.Samuel  Boor  attributed  the  transudate  of  fluid 
into  the  middle  ear  to  a combination  of  bacterial 
infection  and  allergv. 

Crowe  strongly  advocated  radiation  therapy  for 
the  removal  of  adenoid  tissue  causing  tubal  obstruc- 
tion. He  felt  that  the  localization  of  lymphoid  tissue 
near  the  tubal  orifice  was  of  primary  importance  in 
this  form  of  deafness.  His  choice  was  radiation 
therapy  using  the  familiar  holder  of  monel  metal 
containing  .SO  mg.  of  radium.  ( )n  the  other  hand, 
Harland,  Hill,  Mottram,  and  Sisson  four  years 
later  advocated  Roentgen  therapy  as  a treatment  of 
choice  both  as  to  results  and  safety  of  the  jihysician 
and  patient. 

There  were  many  who  felt  that  radiation  was 
seldom,  if  ever,  a necessary  produce.  Gottschalk 
showed  a 92  per  cent  cure  of  secretory  otitis  media 
by  controlled  inflation,  a method  which  he  described 
in  detail. 

.Shirley  Baron,  in  19,V,  called  attention  to  the 
necessity  of  careful  tonsil  and  adenoid  (T&A) 
surgery  stating  that  radiation  had  only  siqqflemen- 
tal  value  and  should  not  he  the  primary  treatment. 
He  felt  the  condition  was  reversible  if  treatment 
was  adequate  and  not  too  late.  Recently,  Heisse  has 
))ul)lished  an  article  demonstrating  the  effectiveness 
of  steroid  therapy  as  a cure  for  this  ailment. 

Theohold  in  19.^8  attrilnited  the  increased  inci- 
dence of  otitis  media  with  effusion  to  the  widespread 
use  of  antiliiotics  with  inadequate  follow  up.  Typi- 
cally his  cases  of  serous  otitis  media  showed  a l.Uo 
20  per  cent  loss  in  the  lower  frequencies  prior  to 
treatment.  This  agrees  very  well  with  the  statistics 
I am  about  to  present. 

Case  Material 

The  study  I am  presenting  covers  six  and  one- 
half  years  of  observation  and  treatment  of  recurrent 
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serous  otitis  media  in  children  in  the  ont-patient 
clinic  of  the  Rhode  Island  Hospital.  This  period 
runs  from  .March  1.  1954.  until  September  1960. 
The  background  of  this  study  is  as  follows : 

Our  clinic,  as  did  others,  showed  a great  increase 
in  deafness  in  children  in  the  late  forties  and  early 
fifties.  Their  treatment  in  the  general  clinic  left 
much  to  he  desired.  The  visiting  staff  changed  fre- 
(juently.  The  interest  of  the  house  staff  during  their 
brief  period  of  duty  tended  towards  surgery.  Fre- 
(luent  complaints  were  received  from  school  depart- 
ments alleging  improper  and  indiff'erent  treatment 
of  the  children  whom  they  referred  — e.g..  two  cases 
of  deafness  due  to  bilateral  ceruminosis  were 
brought  to  my  attention.  Treatment  in  the  clinic 
for  the  condition  had  been  ineffective  for  periods 
of  si.x  and  ten  months  respectively.  .Added  to  alleged 
indifferent  treatment,  misunderstandings  frequently 
arose  l)etween  those  responsible  for  the  children's 
care  and  hospital  personnel.  For  this  reason,  I 
undertook  the  exclusive  care  of  these  children  in 
1951  : and  on  mv  retirement  from  active  service  two 
vears  later.  Doctor  Rudolph  W’.  Pearson  asked  me 
to  continue  this  work. 

From  this  small  beginning,  the  very  e.xcellent 
hearing  and  speech  clinic  at  the  Rhode  Island  Hos- 
pital has  evolved.  During  the  period  under  consid- 
eration, 116  cases  of  recurrent  serous  otitis  media 
were  treated  to  their  termination.  Nearly  all  were 
referred  by  various  school  departments.  Cases  are 
included  in  this  study  in  which  hearing  returned  to 
normal  after  inflation,  provided  deafness  recurred 
in  subsequent  respiratory  infections. 

Our  treatment  consisted  first  of  nasal  hygiene, 
including  inflation  and  antibiotics  ; second,  primary 
T.  & .A.  and  secondary  adenoidectomies  with  my- 
ringotomies as  indicated,  and  third,  referrals  to  the 
allergy  clinic.  .A  tyjacal  case  showed  a hearing  loss 
in  the  lower  tones  of  20  per  cent  in  at  least  one  ear 
before  treatment.  Conservative  treatment  was  suffi- 
cient in  all  but  39  cases.  Eighteen  of  these  were 
referred  for  repeat  adenoidectomies,  often  including 
myringotomies.  Twenty-one  were  referred  for  pri- 
mary T.&.A.  The  surgery  resulted  in  apparent 
cure  in  all  but  eleven  patients.  These  were  treated 
by  radium  according  to  the  Crowe  method  : 50  mg. 
of  radium  with  monel  metal  .screening  were  placed 
over  each  tubal  orifice  for  a period  of  twelve  min- 
utes. The  process  was  repeated  after  an  interval  of 

TABLE  1 

Summary  of  Case  Material 


Relieved  by  simple  medical  procedures . 77 

•Autogenous  vaccine  2 

Dust-mold-bacterial  vaccine  3 

Secondary  adenoidectomy 18 

Primary  T & .A 21 

Total  cases 116 

Treated  with  radium  11 
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two  weeks.  No  further  radiation  was  used  and  there 
were  no  “accidents"  from  the  radiation. 

I selected  this  method  because  examination  re- 
vealed adenoid  tissue  in  the  fossa  of  Rosenmuller 
which  could  not  be  removed  with  adenoidectomy. 
These  were  the  most  stubborn  cases  and  might  well 
he  expected  to  have  recurrent  attacks  of  suppura- 
tive or  serous  otitis  media.  Several  showed  the  all 
too  frequent  complication  of  T.  & .A.  surgery  in  the 
allergic  patient  — - a regrowth  of  adenoid  tissue  cov- 
ering the  posterior  pillars  and  the  lateral  naso- 
pharynx. Three  years  after  radiation  two  were 
referred  for  an  additional  adenoidectomy.  .All  but 
four  now  have  essentially  normal  hearing.  They 
were  referred  for  hearing  aids  because  of  irrevers- 
il)le  middle  ear  damage. 

Discussion 

In  this  series  no  steroid  therapy  was  used  and  no 
continuous  middle  drainage  by  acrylic  tube  was 
attempted.  W’e  have  excluded  fifteen  cases  that 
failed  to  continue  treatment.  Si.x  of  these  stopped 
when  a secondary  adenoidectomy  was  advised.  W'e 
did  retain  the  confidence  of  the  remaining  116. 
(Table  1 ') 

I emphasize  that  these  were  clinic  cases  and  that 
the  results  are  not  usually  expected  to  he  equal  to 
those  of  private  patients,  hut  in  this  instance  the 
comparison  is  favorable. 

'I'he  jnirpose  of  this  presentation  is  to  emphasize 
the  importance  of  continuity  of  treatment  in  young 
patients  with  recurrent  conductive  deafness  in  a 
hosiiital  clinic.  This  treatment  is  preferably  carried 
out  by  one  doctor  or  certainly  under  the  direction 
of  one  doctor.  Unless  this  is  done  the  handicaps  of 
lack  of  continuity  of  direction  will  seriously  impair 
results.  Parental  indifference  accompanied  bv  un- 
warranted optimism  and  plain  carelessness  must  be 
combatted  by  the  physician,  the  nurse,  and  the 
social  worker.  Misunderstanding  between  the 
parents  or  those  responsible  for  the  care  of  these 
children  and  hospital  personnel  must  be  resolved  by 
the  physician.  The  physician  must  have  the  confi- 
dence of  the  referrers  and  his  patient.  His  treatment 
must  be  adequate  and  well-advised,  and  a system  of 
thorough  follow  up  must  be  carried  out.  The  prob- 
lem of  psychoneurosis  arises  more  frequentlv  than 
in  private  patients. 

Conclusion 

The  importance  of  special  attention  to  the  ailing 
and  comparatively  helpless  child  in  the  hospital 
clinic  is  stressed.  Promptness  on  the  part  of  the 
doctor  is  more  important  than  with  private  patients 
as  many  parents  are  either  indiff’erent  or  do  not 
understand  the  jiroblem  and  resent  being  kept 
waiting.  The  disgusted  private  patient  can  change 
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IT  IS  OUR  PURPOSE  TO  PRESENT  the  iiewer  concepts 
relating  to  jiathological  states  in  the  middle  ear 
and  to  describe  their  treatment,  the  chief  goal  of 
which  is  the  restoration  of  hearing.  Color  micro- 
photography  is  essential  for  the  visual  representa- 
tion of  the  micro-anatomical  deformities  which 
affect  hearing. 

The  development  of  the  surgical  microscoi)e  and 
its  expanded  use  in  the  last  10  years  has  led  to  a 
completely  different  approach  to  the  management 
of  “conductive  hearing  losses."  In  such  cases  sound 
vibrations  cannot  he  transmitted  to  the  fluids  of  the 
inner  ear  either  because  of  obstruction  or  of  ana- 
tomical abnormalities  of  the  ear  canal,  tympanic 
membrane,  nr  middle  ear  ossicles.  Thus  it  has 
become  important  for  the  physician,  as  well  as  for 
the  otologist,  to  recognize  and  diagnose  conduction 
ty])e  lesions,  in  order  that  normal  conditions  may 
he  restored. 

Method 

Surgery  of  the  ear  canal  is  ordinarily  performed 
under  local  anesthesia  with  the  patient  under  ade- 
quate sedation,  hut  sufficiently  awake  so  that  the 
hearing  can  he  tested  at  the  comi)letion  of  the 
l)rocednre  while  the  patient  is  still  on  the  operating 
table.  Careful  aseptic  techniques  are  employed 
liecause  of  the  proximity  of  the  surgical  site  to 
important  intracranial  structures.  The  operating 
microscope,  which  has  built-in  illumination,  is  sus- 
pended approximately  8 inches  (20  cm.  ) over  the 
patient’s  ear,  and  the  surgery  is  performed  through 
an  average  size  ear  speculum.  Most  restorative  sur- 
gical procedures  are  performed  through  the  ear 
canals,  and  special  micro-instruments  and  micro- 

*The i)reparation  of  this  report  was  aided  by  grants 
from  Burroughs  ^^Tllcome  Company  (Cortisporin  Otic 
Drops®)  and  the  E.  R.  Squibb  Pharmaceutical  Company 
( Mysteclin  F®) . 


drills  are  necessary  for  the  minute  work  and  deli- 
cate mani])ulations  in  a surgical  field  the  size  of  a 
match  head. 

The  color  microjdiotographs  are  made  with  a 
Nikon  F®  35  mm.  camera  which  is  temporarily 
])laced  over  the  operating  microscope  ocular.  Fligh 
speed  type  B Ektachrome®  film  is  used,  and  in  addi- 
tion the  lens  is  opened  to  f 1 .4  with  a shutter  speed 
of  1 15th  of  a second.  The  lamp  in  the  microsco])e 
is  temporarily  overvolted  from  7.5  amperes  to  10 
amperes  for  more  brilliant  illumination.^  Photo- 
graphs are  usually  taken  at  25  X magnification. 
Most  microidiotographs  in  this  series  were  taken 
with  the  tympanic  membrane  reflected  anteriorlv, 
thus  exposing  the  middle  ear  structures.  AD  indi- 
cates right  ear;  AS  indicates  left  ear.  All  patients 
are  routinely  placed  on  tetracycline  with  amjiho- 
tericin  B (Mysteclin  F®)  and  the  postoperative 
care  of  the  ear  canal  is  maintained  with  the  use  of 
steroid-antibiotic  drops  (Cortisporin  Otic®).  With 
the  use  of  these  medications,  no  postoperative  sur- 
gical infections  have  been  encountered  in  over  600 
surgical  procedures. 

Perforations  of  T ympanic  Membrane 

The  tympanic  membrane  is  a flexible  resonating 
membrane  which  transforms  the  sound  vibrations 
into  mechanical  vibrations.  By  its  attachment  to  the 
malleus  it  passes  these  mechanical  vibrations 
through  the  middle  ear  along  the  ossicular  chain 
( malleus  to  incus  to  stapes).  When  a perforation  of 
the  tympanic  memljrane  occurs,  the  sound  pressure 
leaks  through  the  perforation  and  fails  to  set  up  a 
resonating  meml)rane.  The  tympanic  membrane 
does  not  vibrate,  and  therefore  the  sound  vibrations 
are  lost  to  the  ossicular  mechanism.  Perforations  of 
the  tympanic  membrane  result  in  a hearing  loss  of 
30  to  50  decibels.  This  loss  is  sufficient  to  create  a 
handicap  in  hearing  conversational  .speech.  With 
microscopic  methods  many  of  these  i)erforations  can 
he  repaired,  reconstituting  a new  vibrating  mem- 
brane for  the  sound  waves.  If  necessary,  a new 
prosthetic  ossicular  mechanism  can  he  substituted 
for  the  middle  ear  hones  which  have  been  destroyed. 
.At  the  present  time  i)erforations  of  the  tymjjanic 
membrane  are  repaired  by  a combined  vein  graft 
and  sliding  pedicle  canal  skin  graft  in  order  to 
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CASE  #4  A.S. 


^'Drillont"  Stapedectomy  jot 
Ohliterative  Otosclerosis 


SCLEROTIC  STAPES 
No  blue  footplate  visible 


DRILLING  THROUGH  FOOTPLATE 
and  ENTERING  VESTIBULE 


C. 


D. 


“DRILLOUT"  HOLE  INTO 
VESTIBULE  OF  LABYRINTH 


VEIN  GRAFT  DIMPLED 
INTO  VESTIBULE 


E. 


STAINLESS  STEEL  PISTON  STAPES 
INSERTED  INTO  VEIN  AND 
ATTACHED  TO  INCUS 


2 56  512  1024  2048  4096 


0 

10 

20 

30 

40 

50 

60 

70 

80 

90 

100 


AUDIOGRAM 
Blue  — post-operative 
Red  — pre-operative 


MODERN  TREATMENT  OF  MIDDLE  EAR  DISORDERS 


175 


CASE  #5  A.S.. 
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MIDDLE  EAR  DISORDERS 
continued  irom  page  171 

reconstitute  l)otli  the  fibrous  and  epithelial  layers 
of  the  uoriiial  tviiipaiiic  uiemhrane.  Success  rates 
varv  from  60  per  cent  to  80  per  cent  depending  upon 
the  jiathology  and  the  technique  employed. 

Long-standing  chronic  infections  of  the  middle 
ear  can  result  in  pathological  findings  other  than 
perforations.  As  illustrated  in  case  Xos.  1 and  2 the 
ti  nipanic  memhranes  appeared  normal.  However, 
when  the  t\mpanotoniy  flap  was  raised  and  the 
middle  ear  exposed,  necrosis  of  the  long  process  of 
the  incus  with  a normal  stapes  was  discovered  in 
both  cases.  This  was  equivalent  to  having  a complete 
disruption  of  the  ossicular  chain  with  a fairly  severe 
hearing  loss.  In  case  Xo.  1 a hone  graft  (bone  chip  ) 
was  placed  between  the  necrotic  long  process  of  the 
incus  and  the  head  of  the  stapes.  By  reconstituting 
this  minute  pinpoint  defect  the  patient’s  hearing 
returned  to  a normal  and  serviceable  level.  The 
problem  in  case  Xo.  2 was  somewhat  more  compli- 
cated. Because  of  the  large  gap  between  the  incus 
and  stapes  an  artificial  prosthesis  was  employed  to 
develop  a transmitting  mechanism  between  the 
tvmpanic  membrane  and  stapes.  polyethylene 
tube  was  inserted  extending  from  the  head  of  the 
stapes  and  attached  to  the  handle  of  the  malleus, 
resulting  in  direct  sound  transference  from  the 
tvmixmic  memltrane  to  the  stapes  and  thus  to  the 
inner  ear.  Good  hearing  improvement  was  obtained. 
It  shoidd  he  emphasized  that  these  are  but  exam- 
ples of  the  prolilems  that  one  encounters  in  tym- 
panoplastic  micro-surgery  ; but  from  these  illustra- 
tions it  is  apparent  that  long-standing  chronic 
middle  ear  disease  need  not  resiflt  in  a hopeless 
hearing  loss. 

Otosclerosis 

The  most  common  cause  of  chronic  progressive 
deafness  in  early  adult  life  and  middle  age  is  oto- 
sclerosis. Otosclerosis  is  characterized  hv  a conduc- 
tive type  of  hearing  loss  in  which  a focus  of  new 
spongy  \ ascular  hone  develops  in  the  oval  window, 
the  site  at  which  the  base  of  the  stapes  articulates 
with  the  fluids  of  the  inner  ear.  When  the  new  bone 
bridges  the  gap  between  the  margin  of  the  oval 
window  and  the  footplate  of  the  stapes,  the  ahilitv 
to  vibrate  and  transmit  vibrations  to  the  fluids  of 
the  inner  ear  is  lost.  The  stapes  assumes  a fixed 
position  in  the  oval  window  with  the  result  that  all 
sound  transmission  from  the  tympanic  membrane 
to  the  other  ossicles  is  blocked  at  the  base  of  the 
stapes.  This  results  in  a conductive  type  of  hearing 
loss  of  u])  to  f)()  per  cent.  There  is  usually  a historv 
of  i)n)gressive  hearing  loss  with  on.set  in  the  third 
or  fourth  decade  of  life.  There  is  commonly  a familv 
history  of  deafness.  The  disorder  is  found  ?>  times 


more  commonly  in  females  than  in  males  and  occurs 
predominantlv  in  the  white  race.  Otological  exam- 
ination usually  reveals  a normal  ear  canal  and 
normal  tympanic  membrane.  Tuning  fork  tests 
show  a greater  ability  to  hear  by  hone  conduction 
than  by  air  conduction.  Audiometric  tests  confirm 
the  presence  of  good  bone  conduction  (nerve  func- 
tion ) and  poor  air  conduction. 

Surgerv  for  otosclerosis  has  changed  rapidly  in 
the  8 years  since  the  inception  of  its  modern  phase. 
Until  8 years  ago  fenestration  of  the  horizontal 
semicircular  canal  was  the  only  procedure  available 
for  otosclerotic  deafness.-  This  procedure  bypassed 
the  fixated  stapes  and  created  a new  window  in  the 
horizontal  canal.  The  main  disadvantage  of  this 
l)rocedure  was  that  it  lost  the  advantages  of  the 
middle  ear  lever  system  created  by  the  ossicles.  In 
1955  the  first  stapes  mobilization  operation  was  re- 
ported. the  first  direct  attack  upon  the  diseased 
area.^  During  the  ensuing  7 years  modifications  and 
refinements  in  stapes  surgery  techniques,  culminat- 
ing in  stapedectomy,  progressively  increased  the 
percentage  of  successful  results.  \\’hile  the  stapes 
mobilization  resulted  in  a 30  per  cent  success  rate, 
the  staj)edectomy  technique  as  currently  performed 
yields  a 95  to  97  per  cent  success  rate  (Table  1 ). 

TABLE  1 

Stainless  Steel  Stapes  Prosthesis 
with  Vein  Graft 

RESULTS 

353  Consecutive  Cases  of  Otosclerosis 

342  Total  Successes  (closure  of  air-bone  gap) 97.2% 

3 Partial  Successes  (improved  30db-not  closure)  .8% 
7 Failures 2 % 

TOTAL  SUCCESSES 97.2% 

'fhe  operation  of  stapedectomy  consists  of  re- 
moval of  the  diseased  stapes,  resealing  of  the  oval 
window,  and  insertion  of  a new  prosthetic  stapes. 
The  early  stapedectomies  were  performed  by  re- 
placement of  the  diseased  stapes  with  a tissue  graft 
aufl  poltethylene  tulte.'*  Other  techniques  which 
evolved  included  use  of  a wire  and  fat  graft  pros- 
thesis.’’ wire  and  vein  plug  prosthesis.®  wire  and 
gelfoam,"  and  a stainless  steel  stapes  and  tissue 
graft*  ® as  described  by  this  author.  Only  the  last- 
named  technique  will  he  discussed  in  this  pai)er 
because  of  the  limitations  of  space. 

Routine  stapedectomy  is  illustrated  by  case  X’o.3. 
The  t\  inpanic  membrane  and  adjoining  skin  flap  is 
reflected  forward  to  expose  the  middle  ear  struc- 
tures. The  incus  and  stapes  are  identified,  the  sta- 
pedial tendon  cut,  and  the  stapes  with  its  foot])late 
removed.  .A  small  vein  is  taken  from  the  dorsum  of 
the  hand.  o])ened.  thinned,  and  placed  over  the  oval 
window  to  insure  a good  seal.  The  stainless  steel 
stapes  prosthesis  is  inserted  into  the  vein  graft,  its 

contitiued  on  next  page 
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socket  end  is  attached  to  the  incus,  and  the  wire 
looj)  is  then  hrouglit  up  over  the  incus  tor  a secure 
anchorage.  At  the  very  inonient  the  stainless  steel 
sta])es  is  attached  to  the  incus  the  ]xitient’s  hearing 
returns.  The  majority  of  stapedectomies  are  ])er- 
formed  hy  removing  the  stapes  and  its  footplate 
with  fine  footplate  hooks  and  ras])s. 

Occasionally  an  "obliterative  otosclerosis”  is 
encountered  in  which  the  sta])es  footplate  is 
completely  replaced  hy  thick  dififuse  infiltrating 
otosclerotic  hone.  Xormal  margins  of  the  oval  win- 
dow are  lacking,  creating  a special  problem.  The 
usual  stapedectomy  when  ])erformed  for  oblitera- 
tive otosclerosis  frequently  fails  because  of  re- 
growth of  otosclerotic  hone.  This  is  compensated 
for  to  some  e.xtent  hy  the  development  of  the  piston 
prosthesis  which  is  0.5  mm.  to  1 mm.  longer  than 
the  usual  stainless  steel  prosthesis.^"  In  this  way 
one  can  he  more  certain  that  the  ])rosthesis  jmo- 
trudes  into  the  vestibule  of  the  labyrinth  through 
the  oval  window  "drill  out”  hole.  It  is  theorized  that 
it  would  he  more  difficult  for  new  hone  to  grow 
under  such  a protruding  prosthesis.  To  date  this 
has  been  used  in  many  cases  of  obliterative  oto- 
sclerosis with  fairly  successful  results.  Case  Xo.  4 
illustrates  the  obliterative  stapes  footjdate  and  the 
drilling  required  to  create  an  opening  into  the 
vestibule. 

Revisions  of  Unsuccessful  Fenestrations 

.\s  discussed  above,  the  fenestration  operation 
has  been  largely  replaced  hy  the  newer  stapedec- 
tomy techniques.  However,  there  are  many  ])atients 
who  have  had  fenestration  procedures  performed 
on  one  ear  or  both  ears  without  a successful  result. 
The  usual  stajjedectomy  procedure  cannot  Ije  per- 
formed upon  this  type  of  i)atient  because,  during 
the  fenestration,  not  only  has  a mastoid  cavity  been 
created,  hut  the  normal  healthv  incus  has  been 
removed.  To  overcome  this  ])rohlem  a technique 
has  been  developed  which  nevertheless  permits 
stapedectomy  ; hut  a prosthesis  to  rejdace  both  the 
incus  and  stapes  becomes  necessary.”  One  such 
prosthesis  is  the  stainless  steel  malleus-incus-stapes 
strut,  developed  hy  the  author,  which  contain  a 
microspring  and  small  holes  strategically  located 
to  insure  proper  connection  and  fibrosis  to  the 
handle  of  the  malleus.  The  remainder  of  the  pros- 
thesis acts  as  a piston  and  transmits  sound  vibra- 
tions directly  from  the  tympanic  membrane  to  the 
newly  created  oval  window  membrane  ( vein  graft ) . 
This  has  been  used  on  a limited  number  of  ])atients 
to  date  and  appears  to  he  about  80  per  cent  success- 
ful. Case  Xo.  5 illustrates  the  surgical  technique  in 
which  the  middle  ear  is  exposed  hy  reflecting  the 
tymjjanic  membrane  flap  forward  away  from  the 
mastoid  cavity,  thus  visualizing  the  stapes.  The 


staj)es  and  its  foot])late  are  removed  and  the  oval 
window  covered  with  a vein  graft.  'I'he  stainless 
steel  malleus-incus-stapes  ])rosthesis  is  inserted  into 
the  vein  graft  and  its  grip  end  attached  to  the  handle 
of  the  malleus.  Audiometric  tests  indicate  that  there 
is  an  almost  complete  closure  of  the  air-hone  gap 
despite  the  fact  that  a rod  tyi)e  of  sound  transmis- 
sion is  used,  rather  than  the  leverage  mechanism  of 
the  3 middle  ear  ossicles. 

Summary 

W'e  have  ])resented  some  of  the  common  patho- 
logical entities  encountered  lyv  the  otological  sur- 
geon in  his  attempt  to  correct  hearing  losses  due  to 
middle  ear  disease.  Tym])ano])lasties,  sta])edecto- 
mies,  and  revisions  of  fenestrations  are  described 
and  illustrated  through  color  microjjhotographv. 

206  Waterman  Street 
Providence,  Rhode  Island  02900 
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THE  COMING  IMAGE  OE  THE  PHYSICIAN^ 
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sity;  Formerly  .Associate  Professor  of  Medicine  and 
Physiological  Chemistry,  Johns  Hopkins  I’nk'crsity 
School  of  .Medicine. 


TOPIC  IS  ITSELF  A POOR  KEGIXNING,  nothing 
more  tangible  than  the  ghostly  features  of  an 
image!  This  is.  however,  a favorite  subject  today, 
offering  the  flavor  of  some  kind  of  mystic,  psycho- 
sociologico-religio-insight  and  j)roviding  a cloud  of 
smoke  liehind  which  anyone  can  hide.  Of  course  the 
idea  of  images  is  as  old  as  the  hills,  going  hack  to 
the  days  when  wooden  or  metal  images  were  fabri- 
cated and  then  used  to  capture  or  control  another 
])erson.  I tried  making  some  images  of  mv  wife  hut 
it  did  not  work. 

We  can  start  off  by  saying  that  the  doctor’s 
image  in  the  public  eye  certainlv  is  not  standing 
still ! For  example,  we  gather  that  today’s  doctor, 
no  longer  sj)anking  along  a country  road  in  flurries 
of  snow  behind  a dapjier  horse,  often  receives  the 
public  from  2 to  5 p.m.  in  a modern  office  on  the 
si.xth  floor  of  a new  office  building.  A nurse  effi- 
ciently settles,  soothes,  sits,  and  hopefully  satisfies 
the  ])atient.  The  doctor’s  contact  is  limited  to  his 
e.xamination.  a brief  disi)ensation.  and  a period  of 
silence  until  the  next  visit.  F'ew  would  elect  to  tell 
him  their  life  difficulties  in  such  a setting  — not 
indeed  to  a busy  specialist ! Efficiency  is  all  that  is 
asked  of  him.  Is  he  a scientist  ? Xo.  Is  he  a human- 
ist ? Certainly  not.  To  the  extent  that  this  develop- 
ing image  is  true,  the  doctor  is  being  relegated 
gradually  by  society  to  the  role  of  a sort  of  biologi- 
cally educated  butler  who  is  brought  in  from  time 
to  time  to  fill  certain  needs  of  the  household. 
According  to  this  the  qualities  of  leadership,  judg- 
ment. wisdom,  and  deep  knowledge  are  not  looked 
for  nor  exjiected.  .An  extensive  knowledge  of  sci- 
ence is  not  .sought. 

However,  it  is  our  own  “whomped-U])”  idea  of 
our.selves.  the  "garbage”  in  which  we  think  we  are 

*Tlii.s  paper  constitutes  a paraplirasing  and  condensation 
of  an  address  given  by  the  author  to  the  Providence  Med- 
ical .Association,  at  Providence,  K.  I.,  Xoveinher  4,  1963. 


dressed  that  I wish  to  speak.  The  first  thing  to  note 
is  that  mental  image  is  like  a shadow,  hut  one 
which  cannot  he  escaped  even  if  the  light  of  the 
mind  is  turned  on.  It  is  often  pushed  fairly  far 
hack  in  our  consciousness  hut  it  is  there,  every  hit 
of  it.  and  literally  as  big  as  life  is  big.  A on  couldn’t 
])erform  an  "imagectomy”  unless  you  did  a total 
"cerehrumectomy” ! 

The  second  thing  is  that  this  alter  ego  who  is  so 
subtle  and  also  so  inescapable  is  a very  domineering 
sort  of  chajipie.  In  a subconscious  fashion  he  i)rett\- 
well  sets  your  style,  decides  what  clothes  vou  will 
wear  on  a given  occasion ; to  a considerable  e.xtent 
he  tells  you  what  kind  of  j)erson  vou  are  under  a 
given  set  of  circumstances,  and  verv  im])ortantlv  he 
tells  you  what  you  are  like  when  compared  to  other 
people.  He  is  always  whispering  this  information 
to  you  and  } C)U  are  always  listening  and  you  ohev 
him  because  you  think  he  is  you  and  that  he  knows. 
This  is  not  the  time  to  go  more  deeply  into  the 
character  of  this  fellow,  even  if  I could.  But  we  can 
see  why  it  is  important  to  get  one’s  image  straight- 
ened uj),  his  clothes  brushed  off,  his  hat  set  on  his 
head  and  his  feet  started  down  the  right  i)ath,  if  he 
is  not  to  lead  us  into  warped  or  unrealistic  behavior. 
There  is  no  end  to  the  implications  of  image  in  the 
lives  of  j)eo])le ; we  deal  with  this  ])henomenon 
every  day  in  our  i)atients. 

However,  there  are  three  aspects  of  the  specific 
doctor  image  which  most  of  us  carry  around  that 
I am  going  to  speak  of  tonight.  X"ow  these  three 
have  both  constructive  and  unfavorable  aspects, 
both  useful  and  obstructive  features,  as  do  many  of 
our  other  mental  conceptions.  Held  in  one  way  or 
another  by  all  of  us  they  may  he  given  the  following 
names;  (1)  The  Little  Jack  Horner  complex: 
{ 2 ) The  .Atlas  approach  ; and  ( 3)  The  "Oh  shucks, 
little  me”  attitude. 

The  Little  Jack  Horner  complex  is  an  image 
built  up  in  little  jiieces  as  the  doctor’s  education 
proceeds.  Brick  by  brick,  the  edifice  of  his  total 
medical  knowledge  is  constructed  through  long 
hours  in  the  laboratory,  at  his  desk,  in  the  class- 
room, and  at  the  patient’s  bedside  in  the  .school  of 
medicine  which  he  attends.  Learning  the  hard  way 
in  the  hospital  and  later  in  life,  the  doctor  develojis 
through  ex])erience  and  knowledge  a tremendous 
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l)()(lv  of  useable  knowledge  synchronized  and  inte- 
grated into  a coni|)rehensive  whole  which  he  can 
use.  With  this  he  develops  confidence,  great  confi- 
dence in  his  ability  to  take  care  of  new  situations  of 
all  kinds.  This  is  all  good,  of  course,  and  necessary, 
and  important,  and  we  cannot  do  without  this  as])ect 
of  The  Little  Jack  Horner  complex.  Tmt  like  Jack 
Horner,  it  is  ])OSsihle  for  the  doctor  to  become 
overly  pleased  with  himself  for  this  accomplishment 
in  e.x])erience  and  education.  He  may  think  of  him- 
self as  a deeply  educated  and  very  wise  and  ex]>eri- 
enced  ])erson.  This  is  apt  to  reduce  his  desire  for 
more  knowledge,  make  him  smug  and  over-confi- 
dent, lead  him  to  sonnd-ofi:  on  all  occasions  in  front 
of  i)atients  and  later  in  front  of  anybody  who  will 
listen,  whether  the  subject  he  politics,  religion, 
outer  space,  or  some  other.  In  proportion  to  the 
power  of  this  comple.x  over  him,  it  may  lead  the 
doctor  to  he  satisfied  with  his  state  of  knowledge, 
to  neglect  continual  learning  even  though  he  mav 
make  overt  attempts  at  this  by  attendance  at  various 
meetings,  to  he  blinded  to  the  occurrence  of  nnnsnal 
findings  in  his  patients,  to  he  resistant  to  being 
found  wrong.  It  can  lead  him  to  he  less  resilient, 
more  stultified.  It  can  prevent  his  growth  as  a 
person  with  understanding  and  continually  deeper 
knowledge. 

The  Atlas  approach  is  derived  from  the  very  hard 
work  that  the  doctor  must  perform  during  the  years 
of  medical  school  with  its  long  hours,  during  the 
demands  of  his  hospital  in-service  training,  and 
during  his  earlier  years  of  struggling  to  initiate  a 
career.  He  is  told  that  he  has  a hard  life ; he  does 
have  a very  busy  life  to  say  the  least,  and  he  becomes 
inured  to  the  difficulties  and  demands  of  medicine, 
able  to  accept  them,  shrug  them  off,  and  smile  and 
move  on  to  the  next  demand,  often  without  sleej) 
for  long  hours.  He  has  a right  to  he  proud  of  this 
and  of  the  fact  that  he  seems  to  have  taken  the  world 
on  his  shoulders  at  times.  Like  Atlas  he  knows  that 
he  is  often  burdened  heavily,  that  the  work  is  not 
only  hard  and  the  world  heavy  on  his  shoulders, 
hut  the  weight  is  a gnawing  one  because  of  its 
gravity.  He  holds  the  fate  of  his  fellow  human 
beings  in  his  hands  over  and  over  again.  Medicine 
is  a great  calling  and  a demanding  one,  and  we  are 
thankful  and  jirond  to  have  been  given  this  .^tlas 
ty])e  of  responsibility.  Rut  right  here  the  image  can 
deteriorate  and  the  doctor  can  easily  begin  to  feel 
that  to  some  extent  he  is  at  least  a minor  martyr, 
if  not  a big  one.  He  can  become  resentful  of  the 
heavy  load  that  he  carries,  resentful  of  the  accusa- 
tions or  criticisms  of  other  ])eople,  jiarticnlarly  if  he 
thinks  they  do  not  understand  the  doctor’s  life.  He 
often  speaks  of  how  difficult  practice  is  and  how 
other  i)eople  do  not  know  or  understand  this.  He 
tends  at  times  to  he  less  sympathetic  and  under- 


standing of  the  difficulties  of  other  ])eo])le  than  he 
might  he.  He  sometimes  tends  to  think  that  the 
world  owes  him  a good  living,  a verv  good  living. 
Obviously  this  image  of  hard  work  and  deep  re- 
s])onsihi]ity  can  develop  pernicious  tendencies  mak- 
ing the  doctor  easily  fractions,  demanding,  often 
resentful,  arbitrary  about  socio-economic  move- 
ments, unduly  conservative,  and  sometimes 
reactionary. 

In  the  “Oh  shucks,  little  me"  image,  we  have  the 
greatest  possibility  for  deterioration.  The  doctor  is 
always  subject  to  the  adulation  of  a particular  group 
of  his  i)atients,  namely  those  who  got  well ! I need 
not  describe  to  what  lengths  this  adulation  can  go. 
.'Mthongh  the  public's  imjjression  of  medicine  is 
anything  hut  uniform  today,  there  is  still  a strong 
wave  of  adulation  for  doctors  in  general,  and  for 
certain  doctors  in  j)articnlar.  In  smaller  towns,  the 
doctor  can  he  the  (Ireat  Man  in  the  community,  and 
the  more  he  combines  his  medical  successes  with 
being  an  exemplary  person  the  higher  this  adulation 
rises.  But  it  has  been  said,  “it  is  a rare  physician 
who  can  stand  up  under  the  adulation  of  his  adoring 
patients."  The  doctor  can  easily  become  too  strongly 
tinctured  by  this  ajipreciation  and  consider  himself 
indeed  a Great  Man.  a great  benefactor,  perhaps 
a powerful  figure.  If  he  does  this,  of  course,  he  sets 
the  stage  for  his  fall,  which  may  he  a subtle  shntting- 
ofif  of  his  scholarly  growth,  or  a certain  lack  of 
receptiveness  to  his  ])atients.  or  ohtnseness  in 
understanding,  or  rela.xation  in  his  efforts,  or  devel- 
opment of  a high  standard  of  living,  or  the  feeling 
that  he  has  the  right  to  give  advice  on  every  subject 
in  the  world.  In  general  there  mav  he  a subtle, 
gradual  development  of  an  inferior,  supercilious, 
self-])leased,  intolerant,  overly-relaxed  individual. 

Needless  to  say,  all  of  these  points  are  brought 
u])  not  to  he  critical  or  destructive  hut  because  they 
are  real,  they  arc  with  ns,  we  must  live  with  them, 
we  must  recognize  them,  and  we  must  learn  how  to 
protect  the  image  of  the  i)hysician  from  the  deteri- 
oration that  it  can  undergo.  The  future  is  going  to 
make  many  demands  n])on  ns  ; for  one  thing  medi- 
cine has  l)ecome  very  scientific ; the  thinking  that 
is  necessary  in  reconstructing  the  total  pattern  of 
disease  in  a given  individual  is  composed  of  a large 
amount  of  scientific  material.  Either  the  doctor  will 
have  to  encompass  this  or  he  will  have  to  turn  to 
others,  the  intellectual  leaders  of  the  day,  the  scien- 
tists, for  the  com])letion  of  the  analysis  of  a disease 
problem.  He  will  have  to  turn  to  others  for  the 
evaluation  of  new  developments  in  medicine.  The 
"Little  Jack  Horner”  complex,  derived  from  study 
and  experience,  must  he  protected  and  developed 
into  more  and  better  scholarship  for  both  the  young 
doctor  in  medical  school  and  hospitals,  and  for  the 
older  doctor  for  all  of  his  life.  Scholarship  is  some- 

concluded  on  page  181 
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R.l.  J'isitiiitj  Physician  in  Pediatrics.  Rhode  Island, 
Charles  I'.  Chafin,  Lying-In.  Miriam,  and  Roger 
Jl'illiains  General  hospitals. 


A REVIEW  t)E  THE  LITERATURE  concerning  non- 
])enetr:iting  wounds  of  tlie  chest  sliowed  rela- 
tively few  reports.  Tn  1764  Akenside'  described 
hndings  at  autopsy  of  an  area  of  necrosis  on  the  left 
side  of  the  heart  and  an  adherent  pericardium  in  a 
jiatient  who  had  lived  six  months  after  injury.  In 
1868  Fischer-  reported  seven  cases  of  myocardial 
contusions  in  seventy-six  patients.  Leinoft"^  in  1040 
described  fifty  cases  (jf  fatal  automobile  accidents  of 
which  eight  showed  microscopic  evidence  of  myo- 
cardial damage.  None  of  these  report  a striking 
symjitom  comjilex  descrilied  by  Perthes^  in  lOQO 
and  reviewed  recently  by  Shamhlin  and  McGooiv'’ 
In  this  syndrome  due  to  a crushing  injury  of 
the  thorax  there  is  a period  of  apnea  followed 
hv  a red.  purjile.  or  black  discoloration  of  the  face, 
neck,  and  shoulders  accompanied  hv  subconjunc- 
tival hemorrhages. 

Etiology 

The  crushing  injury  is  usually  due  to  the  pa- 
tient's being  trajiped  against  a wall  by  a vehicle. 
However,  jackknifing  of  the  knees  against  the  chest 
and  abdomen  could  he  a cause.*"'  Cases  have  been 
reported  after  epileptic  attacks."  difficult  delivery.^ 
whooi)ing  cough.*'  and  vomiting.*" 

The  clinical  jMCture  could  not  he  reproduced  by 
crushing  injuries  to  the  chest  nor  by  division  of  the 
s])lanchnic  nerves  in  animals."  The  typical  clinical 
signs  were  reproduced  Iiy  surgically  occluding  the 
superior  vena  cava  proximal  to  the  azygos  vein  for 
ten  minutes  in  white  dogs.** 

It  would  seem,  therefore,  that,  due  to  the  absence 
or  incomjietence  of  the  valves  in  the  innominate  and 
jugular  veins,  the  crushing  injury  forces  blood 
hack  into  the  vessels  of  the  head,  neck,  and  ujiper 
chest  causing  stasis  and  discoloration  of  the  skin. 
Petechiae  are  probably  the  result  of  the  same  mech- 
anism in  areas  where  there  is  little  connective  tissue 
suijiorting  the  blood  vessels. 

*From  the  Pediatric  Service,  Roger  Williams  General 

Hospital.  Providence,  Rhode  Island. 


Case  Report 

D.  P)..  a white  female  age  9 years,  was  admitted 
to  Roger  Williams  General  Hospital  on  January  30. 
1964  after  having  been  pinned  against  a wall  hv  an 
errant  truck.  The  length  of  time  that  she  was  so 
involved  could  not  lie  determined  accurately  hut  it 
was  estimated  to  he  about  ten  minutes.  On  admis- 
sion she  showed  a striking  cyanosis  of  face,  neck, 
shoulders,  and  upper  part  of  chest.  Subconjunctival 
hemorrhages  were  marked,  and  petechiae  dotted  the 
discolored  area.  The  tympanic  membranes  showed 
many  petechiae.  There  were  pain  and  splinting  of 
the  right  side  of  chest  and  some  pain  of  the  right 
shoulder  joint.  X-ray  studies  of  chest,  shoulders 
and  vertebrae  showed  no  evidence  of  fracture,  .^.n 
intravenous  pylogram  was  normal.  The  vital  signs 
were  not  extraordinary.  The  hemaglohin  and 
hematocrit  on  admission  were  10.2  gms.  and  34 
per  cent  respectively.  Thirty-six  hours  later  they 
were  8.2  gms.  and  27  per  cent.  They  returned  to 
apjiroximately  original  values  on  the  following  day. 
Oxygen  therapy  was  unnecessary.  The  cyanosis 
began  to  clear  some  24  hours  after  admission. 

■An  electrocardiogram  was  obtained  on  the  second 
day  after  admission  and  another  on  the  sixth  day. 
It  was  felt  that  the  tracings  showed  some  slight 
reduction  in  amplitude  of  T waves  generallx' 
throughout  the  tracing  with  T waves  inverted  in 
leads  \’l  through  \'3  on  the  second  tracing,  whereas 
they  showed  inversion  in  \'l  only  on  the  first  trac- 
ing. It  was  felt  that  these  changes  were  nonspecific 
hut  could  he  due  to  trauma. 

.An  electroencephalogram  on  the  twelfth  hospital 
day  showed  a consistently  small  dift'erence  in  the 
amount  and  amplitude  of  rhythmic  9 per  second 
activity  between  the  two  hemispheres.  The  right 
side  showed  less  of  this  activity  and  lower  ampli- 
tude as  seen  in  the  occipital,  parietal,  and  temporal 
recordings,  bipolar  and  monopolar.  This  was  con- 
sidered to  be  of  possible  significance. 

Differential  Diagnosis 

Similar  svmptoms  are  found  in  jiatients  with  ob- 
struction of  the  superior  vena  cava  hv  mediastinal 
masses.  Fractures  of  the  base  of  the  skull  sometimes 
jiresent  with  similar  symptoms. 
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Comment 

A case  report  of  cervicofacial  static  cyanosis  is 
presented.  The  etioloj^y,  clinical  features,  and  ditifer- 
ential  diagnosis  are  discussed.  Perhaps  the  fact  that 
o.xvgen  inhalation  has  no  eft’ect  on  the  cyanosis 
shonld  he  mentioned  for  emphasis.  If  there  are  no 
concomitant  injuries  such  as  fracture  of  the  ribs  or 
vertebrae,  the  jirognosis  is  good.  The  significance 
of  the  electroence])halographic  findings  in  this  case 
is  not  clear,  hut  a difterence  between  the  right  and 
left  hemispheres  was  demonstrated.  The  changes  in 
the  electrocardiogram  could  he  due  to  trauma. 
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doctors,  l)nt  these  young  patients  often  have  no- 
where to  go. 
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tiling  the  doctor  must  live  with  ; his  knowledge  and 
his  ex])erience  are  not  enough  anvmore. 

.Again  in  the  medicine  of  tomorrow  we  need  ])hv- 
sicians  who,  though  given  great  responsibilities,  as 
the  -Atlas  image  indicates,  are  tolerant  and  under- 
-standing,  who  are  ready  to  grow  in  sociologic  out- 
look, who  are  young,  who  can  keep  np  with  the 
times,  who  are  not  reactionary  in  spite  of  their 
resjxmsihilities.  W'e  need  physicians  in  practice  who 
understand  the  work  of  others  in  related  fields  of 
medicine. 

Lastly,  as  has  been  said  by  others,  the  doctor 
must  know  the  meaning  of  humility.  He  has  much 
to  resist  in  deterioration  of  the  “Oh  shucks,  little 
me”  image  under  the  tidulation  of  his  patients.  He 
can  he  saved  from  the  ])ossil)le  erosion  of  his  person- 
ality only  by  a true,  deep  humility,  a thoughtful 
recognition  of  the  limitations  which  he  as  a human 
being,  as  a doctor,  must  be  ready  to  admit.  He  who 
has  such  grave  responsibilities  but  who  knows  rela- 
tively -SO  little  compared  to  the  unknowm,  he  who  is 
so  weak,  so  human,  so  full  of  error,  he  can  be 
thankful  for  the  role  he  has  l)een  given  in  life  and 
can  show  his  appreciation  in  part  by  the  degree  of 
true  humility  with  which  he  lives  daily. 

And  so  in  the  coming  years  when  medicine  faces 
a great  many  changes,  social,  .scientific,  humanistic, 
physicians  will  be  able  to  fashion  their  own  solutions 
to  the  j)roblems  that  arise  if  their  image  of  what 
they  really  are  is  kept  free  of  this  self-indulgence, 
the  tendency  to  be  pleased  with  one’s  knowledge, 
defensive  about  l)eiug  over-worked,  or  taken  with 
one’s  own  imj)ortance  in  grateful  eyes.  Through 
such  liberalized  attitudes  embodied,  as  it  were,  in  an 
image  of  what  we  can  he.  it  should  be  possible  to 
])rove  that  medicine  is  not  a trade,  a mechanistic 
oi)eration,  but  a science  with  great  sociologic  mean- 
ing. .And  it  should  be  possible  for  us  to  lead  society 
into  new  and  better  ways  of  obtaining  medical 
services.  W’e  can  then  hope  to  eat  our  intellectual 
l)ie.  hold  up  our  little  corner  of  the  earth,  and  gra- 
ciously accept  the  appreciation  of  others  — while 
growing  in  knowledge  and  understanding,  in  tol- 
erance. and  in  humility. 
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PHYSICIANS  SERVICE  IN  1963 

Report  of  the  President,  Charles  J.  Ashworth,,  m.d., 
at  the  Fifteenth  Annual  Meeting  of  the  Corporation 
on  March  4,  1964 


The  ACCOMPLISHMENTS  AND  PROBLEMS  of  the 

Physicians  Service  Plan  during  1963  makes  it 
appropriate  to  cite  briefly  some  background  facts 
concerning  the  basic  beginnings  and  princiifles  of 
voluntary  medical  care  plans  in  our  country. 

It  was  in  the  year  1946  that  the  American  !Med- 
ical  Association  through  its  Council  on  Medical 
Services  established  the  "Associated  Medical  Care 
Plans"  with  a constitution  and  by-laws.  This  was 
the  beginning  of.  and  is  now  known  as,  the  Xational 
Association  of  Blue  Shield  Plans  and  established 
Blue  Shield  as  it  is  today. 

The  chief  function  of  this  AM. A.  Council,  of  which 
I have  been  a member  since  1961,  is  concerned  with 
the  provision  and  utilization  of  medical  services  and 
development  of  a set  of  standards  which  included 
the  following : 

1 .  .Approval  by  the  local  state  or  county  medical 
association ; 

2.  Responsibility  of  the  medical  profession  for 
the  medical  services  included  in  the  benefits ; 

3.  Free  choice  of  physician  : 

4.  Maintenance  of  the  confidential  patient- 
physician  relationship ; 

5.  Maximum  benefits  consistent  with  sound 
financial  operation. 

The  .American  iMedical  .Association  appropri- 
ated $25,000  to  finance  the  establishment  of  Blue 
Shield  as  a community-oriented  program  under 
medical  control  for  financing  the  best  in  medical 
care.  The  record  of  Blue  Shield  since  1946  does  not 
need  repetition  — let  it  suffice  to  say  that  from  nine 
plans  with  a membership  of  1 ,500,000  persons,  the 
current  record  shows  71  plans  with  more  than 
50  million  persons  enrolled. 

Physicians  Service,  as  a member  of  the  Aiational 
.Association  of  Blue  Shield  Plans  — and  the  med- 
ical profession  — are  now  facing  a common  objec- 
tive. namely,  the  preservation  of  the  voluntary 
health  care  system.  This  can  only  be  accomplished 
by  an  effort  of  combined  dedication. 

'I'he  e.xcellence  of  medical  care  availalfle  to 
.Americans  today  is  unquestioned,  and  it  would  be 
genuine  tragedy  to  risk  its  loss  through  selfish 
apathy  or  indifference.  The  very  future  of  private 


medicine  and  its  freedom  of  practice  dejiends  as 
much  on  the  mechanism  of  prepayment  and  the 
success  of  voluntary  insurance  as  it  does  upon  sci- 
entific medical  progress  and  the  individual  physi- 
cian’s competence. 

In  this  conte.xt  let  us  review  the  past  year's 
events.  The  many  considerations  of  your  Board  of 
Directors  during  1963  cannot  he  singly  enumerated, 
but  perhaps  the  most  significant  is  the  proposed 
change  in  the  Physicians  Service  fee  schedule. 

The  final  recommendations  of  the  Professional 
.Advisory  Committee  and  your  Board  of  Directors 
have  yet  to  be  passed  upon.  I cannot  over-emphasize 
the  time  and  effort  that  has  gone  into  the  work  c)f 
this  committee.  i\Iany  meetings  — and  lengthy  de- 
liberations— have  been  devoted  to  seeking  equity 
in  fees  as  well  as  equity  in  benefits  to  subscribers. 

Revision  of  the  fee  schedule  is  e.xtremely  com- 
ple.x.  There  are  numerous  pressures  from  all  inter- 
ested parties.  However,  rather  than  reacting  to 
pressure  from  any  particular  interest,  the  Profes- 
sional .Advisory  Committee  has  striven  for  adoption 
of  the  Professional  Services  Index  as  a guide  to 
the  schedule  of  fees. 

The  "PSI,"  as  it  has  become  known  to  the  physi- 
cians struggling  with  the  question,  is  the  most 
scientific  and  equitable  approach  to  fees  that  is 
presently  available.  Based  on  the  principle  of  unit 
values  allocated  to  each  service,  according  to  estab- 
lished and  national  practice,  the  PSI  does  not  spec- 
ify any  dollar  amount  for  fees.  This  makes  it  possible 
to  take  one  service,  such  as  an  aj)pendectomy,  and 
arrive  at  a fair  rate.  Cuided  by  the  unit  value  of  the 
appendectomy,  all  other  services  have  unit  values 
which  are  then  converted  into  dollar  amounts. 

The  foregoing  only  mentions  the  PSI  principle. 
The  details  will  be  e.xplained  in  the  report  of  your 
Professional  .Advisory  Committee.  This  committee 
is  comprised  of  three  doctors  from  the  Physicians 
Service  Board  of  Directors  and  three  doctors  from 
the  Rhode  Island  Medical  .Society. 

Considering  fee  schedule  changes,  as  well  as 
other  deliberations  during  1963,  we  are  aware  that 
we  have  not  achieved  perfection  in  all  areas.  Deci- 
sions are  based,  naturally,  upon  human  judgment 
seeking  the  best  solution  with  all  asjiects  consid- 
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ered.  Tliese  decisions  must  have  your  su])])ort  as 
well  as  the  cooperation  of  the  entire  medical 
profession. 

The  physician's  role  in  any  plan  is  vital.  It  should 
never  he  forgotten,  for  exam])le,  that  the  corner- 
stone of  I’hvsicians  Service  is  the  voluntary  con- 
tribution of  doctors  in  providing  “service  benefits” 
for  surgical  services.  In  laymen’s  terms,  this  means 
vour  acceptance  of  the  Plan’s  surgical  and  anes- 
thesia fees  as  “payment  in  full”  for  those  suh.scrih- 
ers  under  certain  income  limits. 

The  provision  of  “service  benefits”  by  Rhode 
Island  doctors  is  the  very  embodiment  of  the  high- 
est ideals  of  medicine  converted  into  terms  of  the 
marketplace.  W hile  it  may  cause  physicians  concern 
at  times  because  of  the  details  involved  in  deter- 
mining a i)atient’s  income  on  the  claim  form,  tliis 
feature  has  deep  significance  and  is  a genuine  ex- 
pression of  idealism  in  an  era  of  commercialism. 

W ithout  “service  benefits,”  our  ])lan  would  be 
another  temple  of  money  changers.  It  is  this  funda- 
mental participation  and  sujiport  of  Physicians 
Service  by  doctors  that  provides  the  strongest  bas- 
tion against  greater  inroads  into  voluntary  private 
medical  practice. 

Last  year  was  one  of  intensive  committee  eiiforts 
on  many  subjects,  with  countless  hours  given  by 
physicians  and  our  lay  P)Oard  members  — without 
remuneration  — to  deliberate  and  determine  ])olicv 
on  a number  of  im])ortant  issues.  As  the  committee 
members  who  have  served  know,  not  only  do  the\- 
give  their  time  and  efforts,  but  they  often  are  re- 
warded by  unjustified  criticism  because  of  their 
difficult  decisions. 

To  these  physicians  and  lay  Board  members, 
I want  to  ex]>ress  my  jiersonal  ajjpreciation  and 
know  that  it  is  shared  by  other  members  of  the 
l)rofession  as  well  as  our  subscribers,  who  also 
benefit  from  their  labors. 

1963  has  truly  been  a significant  year.  Your  plan 
was  processing  an  average  of  4 bills  every  minute 
of  every  working  day,  160  lulls  an  hour.  1.200  a 
day.  for  a total  of  more  than  320,000  payments 
during  the  year.  In  terms  of  dollars.  Physicians 
Service  provided  benefits  totaling  $10,185,834. 
which  is  an  increase  of  more  than  $1,250,000  over 
the  prior  year  and  another  all-time  high. 

Last  year  also  showed  continued  highs  in  ])ublic 
confidence,  as  membership  reached  a new  total  of 
621,271  subscribers,  a 12,190  increase.  In  additif)n, 
over  one-third  of  our  total  membership  is  now 
enrolled  under  Plan  B,  with  20,000  subscril)ers 
upgrading  their  protection  from  Plan  A to  the 
higher  Plan  B during  1963.  Over  77,600  group  sub- 
scribers have  special  benefits,  such  as  i)avment 
in-full  for  out-patient,  x-ray,  and  laboratorv  pro- 
cedures, which  are  provided  jointly  by  Blue  Cross 


:md  Physicians  Service. 

W bile  |)roviding  all-time  highs  in  .service  to  sub- 
scribers, you  will  note  in  the  financial  report  that 
we  ended  1963  with  a year-end  loss  of  $485,598. 
Obviously,  this  will  mean  higher  rates  to  jjrovide 
the  same  benefits  during  the  coming  year.  The  final 
determinations  on  this  subject  have  not  as  yet  been 
concluded  but  will  be  announced  within  a few 
weeks. 

On  the  subject  of  .service  to  subscribers,  there  is 
the  important  and  timely  (|uestion  of  medical  care 
])rotection  for  the  aging.  In  this  category,  too. 
Rhode  Island  Physicians  Service  has  a record  of 
voluntary  enrollment  and  service  that  is  second  to 
none  in  the  nation. 

.\s  physicians,  we  have  always  been  aware  of  the 
medical  needs  of  the  aging;  and  we  have  met  these 
needs.  As  j)hysicians,  we  have  also  recognized  the 
ecc)nomic  problems  involved  in  care  of  the  aging, 
and  we  have  outstanding  evidence  of  providing  a 
means  of  meeting  these  economic  needs  through  the 
Physicians  Service  plan. 

( )f  course,  we  recognize  that  not  all  our  senior 
citizens  have  incomes  which  enable  them  to  provide 
for  the  cost  of  voluntary  prejiayment  plans.  It  is 
for  this  rea.son  that  the  medical  profession  has 
su])i)orted  and  endorsed  the  Kerr-Mills  program, 
which  provides  medical  assistance  zt^’licn  and  zvherc 
it  is  needed. 

Tlie  Kerr-Mills  program  can  provide  a compre- 
hensive scope  of  healtli  care,  and  can  provide  the 
kind  of  care  a patient  needs  and  to  the  full  extent 
that  he  needs  it,  with  the  cost  supported  by  the 
entire  community  instead  of  being  loaded  upon  the 
wage  earner  (through  social  security). 

Therefore,  I believe  the  i)rohlem  of  providing 
medical  care  for  the  aging  is  in  the  process  of  solu- 
tion through  voluntarv  methods,  including  supple- 
mentation by  the  Kerr-Mills  Act.  Utilizing  the 
Kerr-Mills  mechanism  on  a .sound  basis  in  Rhcxle 
Island,  locally,  will  greatly  hasten  its  solution. 

The  jiresent  year  of  1964  holds  promise  for  even 
greater  service  to  subscribers  and  the  medical  pro- 
fession. For  example,  we  now  have  some  40,000 
])er.sons  under  the  Major  ^Medical  program,  and 
enrollment  under  this  relatively  new.  but  verv  com- 
prehensive, program  will  continue  to  grow. 

W e have  proposed  a new  Plan  C.  which  will  pro- 
vide increased  benefits  and  higher  income  limits. 
(Jther  expansions  under  our  basic  programs  are 
also  being  considered. 

In  addition,  we  are  experimenting  with  a home 
care  benefit  in  a pilot  program  with  Kent  County 
Hospital,  which  will  ])rovide  payment  for  doctor 
visits,  necessary  specialized  and  therapeutic  care, 
and  other  benefits. 
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As  vou  can  readily  see  by  mention  of  a few  of 
tliese  items,  we  are  keeping  onr  benefit  levels  flex- 
ible and  lip  to  date  with  the  rapidly  changing  prac- 
tice of  medicine  and  the  needs  of  our  subscribers. 
It  is  vital  that  such  programs  be  practical  and  well 
planned  to  provide  the  greatest  benefits  for  both 
subscribers  and  the  medical  profession. 

Good  communications  is  the  forerunner  of  knowl- 
edge and  understanding,  yet  it  is  one  of  the  most 
difficult  objectives  to  obtain  because  individual 
members  of  the  medical  profession  are  extremel\- 
busy  and  occupied  with  their  primary  purpose  of 
caring  for  patients. 

However,  we  have  made  greater  eft'orts  during 
1963  to  improve  our  communications  to  physicians. 
We  conducted  a special  series  of  seminars  for  med- 
ical secretaries.  We  produced  a reference  “Hand- 
book for  Medical  Secretaries.’'  and  assigned  special 
rei)resentatives  to  the  task  of  serving  your  secre- 
taries and  explaining  the  mechanics  of  your  plan 
to  them. 

A completely  revised  Physicians  Service  claim 
was  introduced  last  year.  But  like  all  other  en- 
deavors. the  claim  form  can  be  further  improved 
and  we  are  now  in  the  process  of  again  revising  this 
basic  tool  for  the  administration  of  prepayment 
Itenefits  to  patients  and  physicians. 

I have  cited  some  of  the  statistics  and  projects 


nflemMi  Saniiauum 

Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg.  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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which  show  an  ever-increasing  service  to  jiatients 
and  physicians.  Imt  let  us  not  rest  on  these 
achievements. 

Looking  to  the  future.  I anticipate  an  even 
greater  acceleration  of  change  and  evolution  in 
Physicians  Service.  As  physicians,  we  must  con- 
tinue leadership  in  providing  a better  prepayment 
program.  This  principle  was  stated  very  aptly  in 
the  closing  comments  of  Dr.  H.  Thomas  McGuire. 
President  of  the  National  Blue  Shield  Plans,  at  the 
1963  Conference  of  Plans  when  he  said. 

“.  . . we  need  in  Blue  Shield  not  onlv  a renewed 
devotion  to  its  basic  principles  and  purposes,  but  a 
new  boldness,  a broader  flexibility  and  more  imag- 
inative kind  of  leadership  if  we  are  to  keep  pace 
with  our  changing  environment  and  with  the  scien- 
tific advancement  of  medicine.” 

A wit  once  said.  “The  same  wind  which  snuffs 
out  a candle  kindles  a fire.”  The  wind  which  nearly 
snuffed  out  tlie  voluntary  prepaid  mechanism,  in 
reality,  fed  the  flame  that  brought  the  best  health 
care  available  in  America  at  a lower  cost,  and  let  us 
not  forget  that  our  accomplishments  of  yesteryear, 
along  with  those  of  labor,  credit  e.xpansion,  and 
socio-economic  achievements,  are  projected  into  a 
new  prominence  by  present  public  demands. 

One  of  the  most  prophetic  remarks  of  the  late 
President  John  F.  Kennedv  was  this  excerpt  from 
his  Inaugural  address  in  1961.  which  is  presently  so 
apropos.  He  said  : “If  a free  society  cannot  help  the 
many  who  are  poor,  it  cannot  save  the  few  who 
are  rich.” 

.\gain  my  thanks  to  all  members  of  this  Corpora- 
tion. the  lav  and  medical  members  of  the  Board  and 
its  committees,  as  well  as  our  efficient,  energetic  and 
able  staff  under  the  directorship  of  Arthur  Hanley. 

Scantling  the  Medical  Literature 
FROLOXGED  TUBE  EEEDIXG.  Xathan  Son- 
kin.  M. Times  92 :97.  1964 

Tul  )e  feeding  is  the  liest  available  method  for 
long  term  artificial  nutrition.  Although  it  has  many 
disadvantages  such  as  anorexia,  nausea,  vomiting, 
abdominal  distention,  and  diarrhea  or  constipation, 
it  can  maintain  life  for  a long  time.  Fre(|uently 
serious  complications  such  as  esojihageal  ulcera- 
tion. aspiration  pneumonia  and  gastric  trauma  or 
hemorrhage  occur. 

A patient  is  discussed  in  wliom  adequate  nutri- 
tion was  maintained  for  two  and  one-half  years  in 
the  patient’s  home  solely  Iiy  means  of  tube  feeding. 
Reference  to  current  literature  has  failed  to  reveal 
anv  other  instance  in  which  tube  feeding  sustained 
life  for  such  a long  period. 

PATRONIZE  JOURNAL 
ADVERTISERS 
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THE  "BLUE  RIBBON”  COMMISSION  AND  THE  RHODE  ISLAND 

MEDICAL  SOCIETY 

Statement  by  Dr.  Thomas  Perry  on  Nonprofit  Medical  Service  Corporation 
Statute;  Third  Interim  Report  of  the  Commission;  and 
Pr  ess  Release  from  the  Council  of  the  R.  I.  Medical  Society 


I.  Shitciiicnt  of  Thomas  Perry.  Jr.,  M.D..  President  of 
the  Rhode  Island  Medieal  Society,  to  the  Special 
Commission  to  Study  the  Orderly  Development  of 
Rhode  Island  Medieal  luieilities  and  the  Operation 
of  Xonprofit  Hospital  Service  and  .Medical  Scrz'ice 
Corporations. 

ll'cdnc.sday,  October  16,  1963 


1AM  HERK  AT  YOUR  INVITATION  to  fUsCUSS  the 

])rovision  in  Section  27-2-4  of  onr  ( General  Laws 
which  savs  that  a nonj)rofit  medical  service  corpora- 
tion mav  not  be  formed  without  the  ajiproval  of  the 
Rhode  Island  Medical  Society.  I would  like  to  give 
reasons  for  retaining  this  condition  in  the  statute. 

In  1945,  this  law  was  adopted  for  two  principal 
reasons : first,  to  protect  the  people  of  the  State 
from  organizations  that  might  not  have  the  welfare 
of  our  citizens  in  mind,  or  might  he  incai)ahle  of 
meeting  their  needs,  and  second,  to  assure  the 
])articipating  physician  that  a new  organization’s 
motives  and  stability  had  been  reviewed  and 
ai)i)roved. 

The  statute  provides  that  before  incorporation  of 
a medical  service  corjioration  the  (iovernor  must 
first  certify  that  “pulilic  convenience  and  advantage 
will  he  promoted”  by  it.  The  legislators  also  ap])ar- 
entlv  realized  that  no  medical  service  corporation 
can  he  successful  unless  the  medical  profession 
cooiierates.  This  is  true  ])articularly  when  there  are 
desired  service  features  for  low  income  grou])s.  The 
R.l.M.S.  represents  the  majority  of  the  .State's 
])hysicians  and  therefore  appears  to  he  the  logical 
ajiproving  body.  The  overwhelming  success  of 
Physicians  Service,  which  was  organized  and 
su])ervised  by  the  Medical  Society  under  the  ena- 
bling act,  is  evidence  of  the  wisdom  of  this  legisla- 
tion. To  my  knowledge,  no  other  medical  service 
cor])oration  has  ajiplied  to  the  Governor  for 
ai)])roval  of  its  articles  of  incoqxiration. 

To  understand  the  position  of  the  Rhode  Island 
Medical  Society  in  the  composition  of  the  nonprofit 
medical  service  corporation  statute  enacted  in  1945 
the  events  leading  up  to  the  enactment  of  this  law 
must  he  considered,  llriefly  here  are  some  of  the 
hi.storical  factors  influencing  the  action  of  the 


Cieneral  Assembly  in  drafting  the  legislation  as  it 
now  stands ; 

1.  Nonprofit  Hospital  Service  Corporation  Act 

In  1959  the  General  Assembly  jjassed  legislation 
to  provide  for  nonprofit  hosi)ital  service  corpora- 
tions to  he  established  in  this  state.  Pine  Cross  was 
immediately  initiated,  and  the  progressive  ai)])eal 
and  success  of  this  plan  prompted  much  jiuhlic 
iiu|uiry  and  discussion  of  a catastrojdiic  surgical 
insurance  plan.  The  Rhode  Island  Medical  Societv 
was  very  active  in  the  ffirmation  of  the  Rlue  Cross 
and  worked  closely  with  it  in  the  formative  years. 

In  1944  the  Society  conducted  a jiuhlic  })oll. 
sending  out  approximately  100,000  ((uestionuaire 
cards  throughout  Rhode  Island,  mainly  through 
Blue  Cross  distribution,  to  see  whether  the  public 
desired  a voluntary  surgical  insurance  i)lan  like 
Blue  Cross,  'fhe  response  was  favorable,  with  most 
of  the  concern  centered  on  the  free  choice  of  doctor 
issue  and  indicating  that  with  the  Rhode  Island 
Medical  .Society  sponsoring  the  program  such  free- 
dom would  he  assured. 

The  favorable  res])onse  to  this  poll,  which  was 
known  to  the  General  Assembly,  prompted  the 
.Societv  to  name  an  11 -member  committee,  six  phy- 
sicians and  five  non-physicians,  to  study  all  phases 
of  the  ])roposal.  The  committee  si)ent  more  than  a 
year  in  its  study,  and  it  made  reports  to  the  Society, 
since  the  physicians  of  the  state  would  he  resiion- 
sihle  for  the  tyi)e  and  (juality  of  medical  and  surgical 
care  to  he  given  under  any  such  insurance  plan. 

//.  The  General  Assembly  Acts 

This,  then,  was  the  climate  when  the  General 
Assembly  acted  upon  the  legislation  establishing 
non])r()fit  medical  service  corporations.  Hearings 
were  held.  The  paramount  issue  was  the  protection 
of  the  public,  and  the  law  was  written  to  jn-ovide 
that  the  Governor  must  first  certify  in  writing  to 
the  .Secretary  of  State  that  ‘‘he  has  determined  that 
public  convenience  and  advantage  will  he  promoted" 
by  anv  such  corporation.  This  would  prevent  any 
organization  from  taking  advantage  of  the  law 
when  it  was  not  ])repared  to  meet  a need  that  the 
Governor  deemed  to  exist. 
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Secondlv.  1)eHeving  that  any  surgical-medical 
service  i)lan  of  the  scope  anticii)ated  must  have  the 
comi)lete  support  of  the  majority  of  the  i)hysiciaus 
of  the  state,  iu  the  best  interests  of  the  imhlic.  the 
(".eueral  Assemhlv  deemed  it  wise  that  the  Rhode 
Island  Medical  Society,  representing  most  of  the 
])racticing  physicians,  should  also  approve  of  the 
filing  hv  anv  nonprofit  corporation  of  articles  of 
incor])oration. 

The  position  of  the  Society  is  not  one  oj  protec- 
tion of  the  medical  profession,  hut  basically  one  of 
])rotecting  the  public  — against  any  groui).  medical 
or  non-medical,  attempting  to  ofifer  to  the  peojjle  of 
this  state  a medical  service  program  without  the 
support  of  the  doctors. 

I would  like  to  point  out  to  the  Commission  that 
])lans  of  the  Rlue  Shield  variety,  such  as  our  own 
I’hvsicians  Service,  are  the  only  ones  that  have  the 
welfare  of  all  citizens  in  mind.  competing  corpo- 
ration could  choose  to  insure  only  young  individuals 
I ir  concerns  emploving  a good  risk  male  group  and 
charge  lower  premiums  than  does  Physicians 
.'Service.  With  this  group  removed  from  its  rolls. 
Phvsicians  Service,  which  looks  to  the  interest  of 
everyone,  would  have  to  raise  its  premiums. 

The  Commission’s  interest  in  this  matter  may 
arise  from  fear  that  the  R.I.^il.-S.  would  not  approve 
under  any  circumstances  a rival  to  Physicians 
Service.  I just  don't  believe  this  is  true.  If  another 
organization  can  show  that  it  could  better  serve  our 
])eoj)le  and  our  doctors,  we  would  welcome  it.  W e 
certainly  have  enough  headaches  operating  our  own 
Plan.  If  others  can  do  it  as  well,  more  power  to 
them. 

I wish  to  j)oint  out  further  that  we  have  not 
discouraged  comj)etition  in  the  past.  The  Rhode 
Island  Plan,  so  called,  was  worked  out  after  many 
months  of  negotiations  with  private  insurance  com- 
l)anies  who  wished  to  participate.  This  Plan,  while 
not  operated  by  a nonprofit  medical  service  corjio- 
ration.  was  developed  and  improved  bv  the  Medical 
.Society,  although  it  would  he  a competitor  of  Phvsi- 
cians Service.  This  Plan  included  a service  feature 
for  low  income  groups.  After  over  twelve  vears  of 
o])eration.  it  was  terminated  in  1959.  because  it 
could  not  compete  with  Physicians  Service.  The 
Plan  involved  so  few  that  the  insurance  companies 
had  no  objections  to  letting  it  go  hv  the  hoard. 
I mention  this  for  the  particular  purpose  of  demon- 
strating that  despite  what  you  may  hear,  the  doctors 
have  been  and  are  ready  today  to  serve  the  public 
interest. 

Finally,  what  alternative  is  there  to  having  the 
ai)])roval  of  the  Medical  .Society?  Some  ajjwinted 
official  or  committee  might  he  designated  hv  law  to 
carry  ont  this  fnnetion.  I believe  ])olitical  i)ressure 
coidd  more  easily  he  brought  to  hear  under  this 


circumstance.  Furthermore,  the  cooperation  of  the 
doctors  might  not  he  secured.  I doubt  that  the 
l)uhlic  interest  could  best  he  served  in  this  fashion. 
Phvsicians  l^ervice  has  done  well  over  the  vears. 
It  has  been  and  is  being  improved.  Its  good  record 
is  the  best  argument  for  jireserving  the  statute  in 
its  present  form. 

* * 

II.  THIRD  IXTERIM  REPORT  OF 
THE  CO.\rMISSIOX 
March  6.  1964 

'VT'our  Commission  herewith  submits  its  third 
interim  rejxirt.  This  report  is  concerned  with 
the  Medical  Service  Corjioration  of  Ixhode  Island, 
more  commonlv  known  as  Physicians  Service.  The 
Commission  has  taken  extensive  testimoin-  from 
labor  leaders,  physicians,  dentists,  and  administra- 
tive officers  and  members  of  the  hoard  of  directors 
of  Physicians  .Service.  Its  conclusions  are  based 
uiion  that  testimony  and  suiiplementary  studies 
made  hv  individual  members. 

In  view  of  the  criticism  of  Idiysicians  .Service  and 
the  medical  jirofession  in  general  over  the  past  two 
years,  this  Commission  feels  itself  duty  hound  to 
Your  Excellency,  the  Members  of  the  General 
.Assembly,  the  medical  jirofession,  and  the  general 
jnihlic  to  set  forth  the  following  statements  as  a 
jireface  to  this  report. 

I 

For  many  vears  the  phvsicians  of  this  State  have 
been  held  in  the  highest  esteem,  and  rightly  so,  for 
their  unfailing  and  diligent  efforts  in  the  care  of  the 
sick.  Yet.  despite  these  efforts  the  last  few  years 
have  seen  a change  of  attitude  on  the  part  of  the 
general  public  toward  the  medical  jirofession  as  a 
whole.  However,  throughout  this  period,  our  citi- 
zens fortunatelv  and  jirojierly  have  retained  their 
faith  and  regard  for  their  own  family  physician. 
Much  of  the  change  of  attitude  has  resulted  from 
the  tremendous  increase  in  medical  costs  over  the 
])ast  decade  for  which,  in  most  instances,  the  physi- 
cian was  not  resixnisihle,  and  some  from  allegations 
and  criticism  hv  jiersons  unfamiliar  with  the  actual 
facts.  The  Commission  feels  that  a continuation  of 
this  attitude  can  well  lead  to  a deterioration  of  the 
physician-patient  relationship. 

Therefore,  this  Commission  states  unequivocally 
that  its  investigations  have  disclosed  that  the  jihvsi- 
cians  of  this  State  cannot  he  held  solely  or  princi- 
pally responsible  for  the  general  iqiward  trend  in 
the  cost  of  medical  care.  Indeed,  it  should  he  noted 
that  much  jirofessional  service  is  rendered  gratis 
or  at  a fee  below  the  jirevailing  rate.  Moreover,  no 
evidence  has  been  submitted  to  the  Commission  to 
sui)ix)rt  allegiations  of  ahu.se  by  the  medical  profes- 
sion in  relation  to  Physicians  Service.  The  Commis- 
sion hopes  that  the  foregoing  statements  will  in 

continued  on  page  192 


Editorials 


THE  HARD  OF  HEARING 


T^octok  John  H.  Uordley  ok  liAi/riMORi-:  in  a 
recent  address  before  the  American  College  of 
Surgeons  (Baltimore.  January  27,  1964)  stated 
that  one  out  of  ten  ])ersons  in  the  general  i)opnla- 
tion  sooner  or  later  develo])S  a hearing  defect.  This 
adds  up  to  an  impressive  18  million  hard  of  hearing 
in  the  country  at  the  present  time.  In  1962  the 
X’eterans  Administration  paid  out  $43  million 
to  45.000  veterans  for  hearing  di.sahilities  and 
$.1  million  for  hearing  aids. 

The  modern  study  and  evaluation  of  hearing- 
defects  was  made  jKjssihle  hy  the  development  of 
the  audiometer,  which  in  turn  was  dependent  u])on 
the  invention  of  the  vacuum  tube.  Hearing  defects 
are  of  four  general  types:  1.  Conductive,  related 
to  energy  transmission,  2.  Defects  of  the  electrical 
encoding  system  (cochlear),  2.  Nerve  transmis- 
sion, and  4.  Defects  of  the  decoding  system  ( brain ) . 
Conductive  deafness,  with  which  we  are  here  con- 
cerned, may  he  further  subdivided  into  a.  congen- 
ital, h.  secondary  to  adenoidal  disease,  and  c.  oto- 
.sclerotic.  Adecpiate  study  in  all  cases  includes  an 
audiogram,  a tomogram  of  the  ear  region,  and 
speech  audiometry. 


Two  |)ai)ers,  published  elsewhere  in  this  issue 
( rf.  Robinson  and  Sargent ),  give  testimony  to  the 
e.xcellent  work  now  being  done  in  two  of  these 
suhgroni)S  { adenoidal  and  otosclerotic  ) in  this  area. 
Bordley  states  that  currently  50,000  operations  are 
being  carried  out  yearly  ff)r  otosclerosis,  for  which 
the  ])uhlic  is  expending  some  $15  million.  Some 
8.''  ])er  cent  of  cases  of  otosclerosis  can  he  henehtted. 

In  the  first  named  subgroup  (congenital  ).  how- 
ever. further  diligence  in  Rhode  Island  may  he  in 
order : the  technical  skills  for  this  efifort  are  now 
available.  Rehabilitation  of  these  unfortunate  in- 
fants and  children  is  a worthwhile  project.  Air-hone 
ga])  studies  in  all  cases  of  congenital  deafness  are 
im])ortant  as  they  may  direct  attention  to  jnirely 
mechanical  defects  amenahle  to  correction.  Surgery 
in  infants  having  no  nerve-hone  gap  is  contra- 
indicated. Plastic  reconstruction  may  he  done  for 
congenital  absence  of  the  external  auditory  canal. 
It  is  also  possible  to  construct  a new  drum  through 
microsurgery.  The  middle  ear  may  also  be  recon- 
structed after  disturbances  secondary  to  middle  ear 
infection.  Bordley  reports  22  children  horn  with 
hearing  defects  who  now  have  normal  hearing. 


THE  POT  CALLS  THE  KETTLE  BLACK 


I’ROviDEXCE  JOURNAL  of  March  19.  1964, 
stated  editorially  respecting  cigarette  advertis- 
ing on  television  : “The  advertising  industry  itself, 
and  the  radio  and  television  networks  ought  to  take 
steps  to  curb  the  more  extreme  abuses  of  honesty 
and  taste  in  cigarette  advertising.” 

In  recent  issues  of  The  Providence  Journal  and 
The  Evening  Bulletin  (Providence)  there  have 
been  numerous  examples  of  patent  medicine  adver- 
tising that  pale  hy  comparison  the  cigarette  adver- 
tisements ( which  incidentally,  we  abhor  with  ecpial 
vigor)  about  which  the  Journal  is  exercised.  We 
cite  some  examples. 

“ANNOUNCE  NEW'  WAY  TO  SHRINK 
HEMORRHOIDS.  Science  Finds  Healing  Sub- 
stance That  Does  Both  — Relieves  Pain  — Shrinks 
Hemorrhoids” — and  of  course,  “without  surgery.” 
What  if  the  “hemorrhoids”  haj)peu  to  he  cancer  of 
the  rectum  ? 


“Why  ‘Good-Time’  Charlie  Suffers  Uneasy 
Bladder.  Unwise  eating  or  drinking  may  he  a 
source  of  mild,  hut  annoying  bladder  irritations  — 
making  you  feel  restless,  tense,  and  uncomfortable.” 
W hat  if  the  “restless  nights,  with  nagging  Ijack- 
ache,  headache,  or  muscular  aches  and  pains”  hap- 
pen to  he  caused  hy  cancer  of  the  bladder,  diabetes, 
])velonej)hritis,  or  prostatic  obstruction? 

“Thought  he’d  die  from  Itching  until  he  found 
doctor’s  formula.”  What  if  the  “externally  caused 
itching  of  eczema,  minor  rashes,  skin  blemishes” 
ha|)pens  to  he  syphilis,  malignant  lymphoma,  or  a 
drng  rash  caused  hy  self-medication  ? 

“Used  hv  Millions  whenever  Modern  Arthritic 
Rheumatic  Muscular  Pains  (dccur.”  What  if  the 
"arthritic,  rheumatic,  muscular  pains”  happen  to 
l)e  acute  rheumatic  fever  or  disseminated  lupus 
er\thematosis  .' 

“Does  Getting  U))  Nights  Make  You  Feel  Old? 

continued  on  next  page 
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After  35.  Coninion  Kidney  or  Bladder  Irritations 
often  occur  and  make  yon  tense  and  nervous  from 
too  frecinent  ])assages  both  day  and  night.”  So  also 
will  kidney  stone,  prostatic  cancer,  and  cystitis. 

In  a recent  series  of  advertisements  in  the  same 
papers  an  ancient  female  remedy  imomoted  since 
the  (lavs  of  our  grandmothers  is  again  being 
hawkecl.  With  unadulterated  gall  one  such  adver- 
tisement states:  “So  upset  by  mid-life-change  1 
screamed  at  my  husband  1 doing  through  mid-life- 
change-suft’ering  from  hot  flashes,  nervous  tension, 
other  functionally-caused  distress  ?”  and  in  another  : 
‘■.'3o  Xervous  from  Hot  Flashes  I hurst  into  tears, 
.'^uft’ocating  heat  waves,  nervous,  clammy  feelings, 
restless  irritability  . . . If  you  are  now  going  through 
the  ‘change’  here’s  wonderful  news  for  you.”  We 
have  investigated  this  “doctor’s  formula”  and  find 
that  it  contains  the  following:  vitamin  B,  black 
cohosh,  pleurisy  root,  life  root  ])lant,  chamomile, 
dandelion,  licorice,  Jamaica  dogwood,  true  and 
false  unicorn,  and  gentian — -all  dissolved  in  13j4 
per  cent  alcohol  “used  solely  as  a solvent  and  pre- 

A BLUE  RIBBON  AWARD  TO 

IX  VIEW  OF  THE  UNWARRANTED  CRITICISM  of  the 
medical  profession  in  general,  and  Physicians 
Service  in  particular,  during  the  past  two  years, 
the  third  interim  rejiort  of  the  Special  Commission 
to  Study  the  Orderly  Development  of  Rhode  Island 
Medical  Facilities  and  the  Operation  of  X'on-profit 
Hospital  Service  and  Medical  Service  Corporations 
is  indeed  a gratifying  appraisal  which  the  Commis- 
sion hopes  “will  in  some  measure  contribute  to  a 
reaffirmation  of  faith  and  regard  in  the  medical 
profession  as  a whole  by  the  citizens  of  onr  State.” 
“For  many  years.”  said  the  Commission  in  its 
re])ort.  “the  jihysicians  of  this  State  have  been 
held  in  the  highest  esteem,  and  rightly  so,  for 
their  unfailing  and  diligent  eft'orts  in  the  care  of 
the  sick.  Yet,  despite  these  efforts  the  last  few 
years  have  seen  a change  of  attitude  on  the  part 
of  the  general  public  toward  the  medical  jirofes- 
sion  as  a whole.  However,  throughout  this  period, 
our  citizens  fortunately  and  properly  have  re- 
tained their  faith  and  regard  for  their  own  family 
physician.  Much  of  the  change  in  attitude  has 
resulted  from  the  tremendous  increase  in  medical 
costs  over  the  ])a.st  decade,  for  which,  in  most 
instances,  the  jiliysician  was  not  responsible,  and 
some  from  allegations  and  criticism  by  jiersons 
unfamiliar  with  the  actual  facts,  riie  Commission 
feels  that  a continuation  of  this  attitude  can  well 
lead  to  a deterioration  of  the  physician-patient 
relationship. 

“Therefore,  this  Commission  states  uneiinivo- 
cally  that  its  investigations  have  di.sclosed  that 
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.servative.”  .All  of  the  contents  except  the  lopj  jier 
cent  alcohol  are  pure  sheep  dij).  Manv  old  girls 
became  alcoholics  on  this  time-honored  tranquilizer. 
But  to  sell  it  as  a modern  substitute  for  estrogens  or 
to  avoid  “e.xpensive  shots”  is  downright  criminal. 

All  of  this  would  he  funny  if  it  were  not  a dis- 
gusting exhibition  of  jioor  taste  and  patent  dishon- 
esty. If  the  only  loss  were  the  millions  of  dollars 
sjient  innocently  on  these  worthless  nostrums,  it 
would  still  he  a tragic  alifair.  When,  however,  thou- 
sands of  lives  may  he  lost  because  of  self-medication 
of  serious  or  iiotentially  fatal  illnesses  requiring 
sophisticated  medical  care,  the  encouragement  of 
this  jiractice  through  advertising  is  stronglv  to  he 
condemned. 

\\  hat  has  been  said  of  Soviet  propaganda  ajiplies 
with  ecpial  cogency  in  the  present  instance  : “Thev 
prey  u])on  despair  and  also  upon  hope.  . . . Decep- 
tion of  the  ignorant  is  as  disgusting  as  rohherv  of 
the  wretched.  It  is  quite  a sjiectacle.” 

A'et  the  pot  calls  the  kettle  black  ! 

RHODE  ISLAND  DOCTORS 

the  physicians  of  this  State  cannot  he  held  solelv 
or  jirincijially  responsible  for  the  general  upward 
trend  in  the  cost  of  medical  care.  Indeed,  it 
should  he  noted  that  much  professional  service  is 
rendered  gratis  or  at  a fee  below  the  prevailing 
rate.  Moreover,  no  evidence  has  been  submitted 
to  the  Commission  to  support  allegations  of  abuse 
by  the  medical  profession  in  relation  to  Physi- 
cians Service.  The  Commission  hopes  that  the 
foregoing  statements  will  in  some  measure  con- 
tribute to  a reaffirmation  of  faith  and  regard  in 
the  medical  profession  as  a whole  hv  the  citizens 
of  onr  State.” 

The  medical  jirofession  values  more  than  any- 
thing else  the  faith  and  regard  of  the  people  whom 
it  serves.  Through  the  years  it  has  jealously 
guarded  its  standing  in  the  community,  and  it  has 
continually  and  consistently  sought  only  what  was 
in  the  best  interests  of  the  general  public.  That  the 
Sjiecial  Ceneral  As.semhly  Commission  issued  such 
a commendatory  statement  is  most  heartening  to 
all  of  us  who  seek  to  maintain  the  high  ideals  of 
medicine. 

X'ot  so  ])leasant  was  the  action  of  our  largest 
newspaper  in  dismissing  the  Commission’s  eft’ort 
towards  public  faith  in  iihysicians.  and  turning  in- 
stead to  a recommendation  for  a law  change  in  the 
report  which  enabled  the  editor  to  bury  any  praise 
of  doctors  under  a negative  headline  of  “Urge  End 
to  Doctors’  \’eto  on  Health  Plans.’’ 

Since  this  same  newspajier  was  the  leading  puh- 
licizer  of  allegations  of  abuses  by  the  medical  pro- 
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fession  two  years  ago  — abuses  wliich  the  State 
Commission  now  publicly  states  have  not  been 
snpi)orte(l  by  any  evidence  to  it  — it  would  appear 
that  the  citizens  will  get  little  reaffirmation  of 
faith  in  their  doctors  from  this  source  of  public 
information. 

As  for  any  veto  power  that  the  Rhode  Island 
Medical  Society  may  have  by  Assembly  action  over 
the  incori)oration  of  a nonprofit  medical  service 
corporation,  we  commend  to  our  readers  the  state- 
ment hv  Doctor  Perry.  President  of  the  Society,  to 
the  S])ecial  Study  Commission  last  October.  (.See 
Page  185. ) 

As  Doctor  Perry  clearly  points  out.  the  1939 
General  Assembly  acted  only  after  a careful  study, 
and  it  drafted  the  legislation  with  two  safeguards : 
( 1 ) that  the  Governor  must  certify  in  writing  to 
the  Secretary  of  State  that  “he  has  determined 
public  convenience  and  advantage  will  he  promoted” 
by  any  such  corporation  ( the  Rhode  Island  Medical 
Society  had  to  secure  such  certification  from  the 
then  Governor.  John  O.  Pastore.  before  it  could 
form  Physicians  Service)  and.  (2)  that  the  Rhode 
Island  Medical  Society  shoidd  he  asked  to  ap])rove 
the  filing  by  any  nonprofit  corporation  of  articles 
of  incor]X)ration. 

The  Society,  in  the  opinion  of  the  General 
Assembly.  rei)resented  the  great  majority  of  the 
practicing  jdiysicians  in  Rhode  Island.  W ithout  the 
support  of  physicians  no  medical  service  ])rogram 
could  ho])e  to  serve  the  best  interests  of  all  the 
])uhlic.  Undoubtedly  the  General  Assembly  of  that 
day  saw  the  danger  of  allowing  unrestricted  incor- 
poration whereby  a few  might  organize  to  render 
limited  services  to  small  groups,  thus  preventing  an 
effective  overall  ])lan  in  the  interests  of  the  majority. 

As  Doctor  Perry  told  the  Commission,  the  Rhode 
Island  Medical  Society  sponsored  the  Rhode  Island 
Plan  with  private  insurance  companies  in  competi- 
tion with  Physicians  Service,  in  the  belief  that 
every  opportunity  should  lie  given  to  any  organiza- 


tion that  is  capable  of  giving  better  and  more  e.xten- 
sive  care  to  the  jnihlic  on  a ijrejKiid  vohmtarv  basis. 

'I'here-'are  good  and  valid  reasons  why  in  the 
opinion  of  the  medical  profession  the  i)resent  statute 
might  well  he  preserved  in  its  ])resent  form.  'I'he 
success  of  I’hysicians  Service  has  been  ])ossihle 
only  because  the  members  of  the  Rhode  Island 
Medical  Society  voluntarily  signed  participating 
agreements  to  render  services  for  stipulated  indem- 
nities with  no  additional  charge  to  per.sons  in  speci- 
fied income  groups.  N^o  other  organization  has  ever 
made  such  a gesture  in  this  State.  That  the  .same 
])hysicians  would  adopt  the  same  attitude  towards 
any  and  every  nonprofit  insurance  jmogram  that 
might  he  created  by  any  grou])  under  the  enabling 
act  is  ])rohlematical. 

Physicians  Service  operates  under  close  super- 
vision of  the  State  through  the  Department  of 
Business  Regulation.  W’ith  a composite  hoard  of 
twelve  physicians  and  nine  non-physicians  it  has 
operated  with  outstanding  efficiency  and  low  oper- 
ation cost,  factors  that  give  the  subscriber  a lower 
priced  insurance  coverage  than  would  otherwise  he 
available.  As  Doctor  Perry  indicated  to  the  Com- 
mission. the  insurance  industrv  had  the  same 
opportunity  to  utilize  income  limits  and  participat- 
ing jdiysician  agreements  identical  with  Physicians 
Service,  hut  it  could  not  make  its  programs  appeal- 
ing to  the  people  of  the  State  to  provide  mass  cover- 
age at  a lower  premium  than  that  of  Physicians 
Service. 

As  the  Council  of  the  Society  stated  in  a recent 
public  announcement.  “Regardless  of  legislation 
the  Rhode  Island  Medical  Society  would  favor  anv 
medical  service  plan  that  would  adecpiately  serve 
the  citizens  of  the  State." 

d'he  Council  feels.  “It  would  a])i)ear  the 
General  Assembly  should  now  decide  whether  this 
procedure  ( Society  approval  of  non])rofit  medical 
service  corporations)  should  he  continued  in  the 
interest  of  the  public.” 


FOREIGN  MEDICAL  JOURNALS  AT  OUR  LIBRARY 


CONSIDERING  THE  SIZE  of  the  Rhode  Island  medi- 
cal community  the  Society’s  medical  library  is 
very  rich.  Besides  more  than  300  journals  jiuhlished 
in  the  United  .States,  we  have  on  our  shelves  at  the 
disjjosal  of  everyone,  including  the  students  of  our 
schools  and  colleges,  one  medical  journal  from 
.\rgentina,  two  from  Australia,  one  from  Belgium, 
two  from  Brazil,  two  from  Canada,  three  from 
Cuba,  one  from  Denmark,  one  from  Egypt,  one 
from  El  Salvador,  thirteen  from  England,  two  from 
Finland,  one  from  India,  thirteen  from  Italy, 
twenty-eight  from  Japan,  one  from  Peru,  four  from 
the  Philippines,  si.x  from  Poland,  two  from  Rou- 
mania,  one  from  Russia,  one  from  Senegal,  one 


from  Spain,  three  from  Switzerland,  two  from 
Turkey,  and  two  from  Yugoslavia. 

Among  these  are  such  varied  titles  as  the  Journal 
of  Cardiovascular  Surgery,  a multi-lingual  journal 
jiuhlished  in  Italy;  the  Acta  Gcncticac  Mcdicae  et 
Gciiiellologiae.  devoted  to  twins  and  genetics;  the 
Turkish  Journal  of  Pediatrics,  and  manv  others 
difficult  to  find  in  other  libraries. 

Rhode  Island  has  been  called  the  most  hetero- 
geneous of  the  states.  In  its  melting  pot  there  are 
85,232  foreign-horn  residents.  It  is  ap])ropriate 
that  the  Society’s  medical  library  should  have  some- 
thing for  everyone. 

This  is  an  invitation  to  come  to  the  library  and 
to  browse.  The  reward  may  he  surprising. 

continued  on  next  page 
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WHAT  NEXT  IN  INTEGRATION? 


Two  EVENTS  OF  IMPORTANCE  have  taken  place 
since  the  Rliocle  Island  Medical  Society 
attracted  national  attention  hy  snhinitting  at  the 
Seattle  interim  session  of  the  A.M.A.  in  December 
a resolution  which  would  have  led  to  the  outlawing 
of  discrimination  in  local  medical  societies  on  the 
basis  of  race,  color,  or  national  origin.  The  first  of 
these  events  was  the  action  of  the  United  ."States 
.'Supreme  Court  in  letting  stand  a lower  court  deci- 
sion which  ruled  as  unconstitutional  the  “separate 
hut  etpial"  jirovisions  of  the  Hill-Burton  law.  .\s 
a result  of  this  ruling  two  hospitals  in  Greensboro. 
X.C..  have  agreed  to  cease  segregation  practices 
with  res])ect  both  to  their  medical  staffs  and  to 
j)atient  admission  and  accommodation  policies.  This 
is  a small  beginning,  as  there  are  perhaps  90  other 
hospitals  in  the  South  which  will  sooner  or  later 
he  affected  by  this  specific  ruling.  In  light  of  past 
ex])erience  ‘-M  separate  court  rulings  may  ultimately 
he  necessarw  There  are  besides  hundreds  of  other 
hospitals  in  the  South  not  specifically  affected,  hut 
at  least  a j)recedent  has  been  estalilished. 

( )f  more  immediate  satisfaction  locallv  is  the 
rejiort  that  the  House  of  Delegates  of  the  Medical 
.'^ocietv  of  the  .'^tate  of  Xew  York  has  recently 
])assed  a resolution  for  submission  at  the  next 


Annual  Meeting  of  the  A.M.A.  in  June  urging  that 
body  "to  use  all  its  influence  to  end  discriminatorv 
racial  exclusion  jiolicies  by  some  county  medical 
societies  as  contrary  to  the  law  of  the  land  and  the 
ethics  of  onr  profession."  The  Xew  York  House 
further  declared  that  it  was  “unalterably  opposed” 
to  discrimination  in  medicine  liecause  of  race,  creed, 
color,  or  national  origin,  “whether  in  patient  care, 
physician  opportunity,  or  professional  organiza- 
tion." The  wording  used  is  strikingly  similar  to 
that  of  the  resolution  submitted  earlier  by  the  House 
of  Delegates  of  the  Rhode  Island  Medical  Society. 
Our  lone  delegate,  fighting  for  the  right  in  a wilder- 
ness of  consternation  and  dismay,  was  like  a Don 
Quixote  tilting  with  a windmill.  But  time  may  yet 
show  that  he  wrought  more  than  then  ajipeared 
possil)le.  The  equivocal  fate  of  that  resolution 
disturbed  many  and  undoubtedly  influenced  the 
powerful  X'ew  York  State  group  to  take  an 
unequivocal  and  forceful  stand.  Backed  hv  the 
largest  single  bloc  of  votes  in  the  national  House, 
the  new  resolution  may  well  have  a different  fate. 

We  can  expect  our  lone  hut  not  lonesome  dele- 
gate to  join  others  in  vigorouslv  supporting  the 
new  resolution. 


STATISTICAL  SCIENCE  AND  MEDICINE 


STATiSTic.xL  SCIENCE  HAD  ITS  BIRTH  ill  Medicine 
when  the  State  began  its  collection  of  birth  and 
death  data  and  called  this  process  state-isfics.  Sta- 
tistics ma\-  best  he  defined  as  "a  body  of  techniques 
for  acquiring  accurate  knowledge  from  incomplete 
information.  It  is  a scientific  system  for  the  collec- 
tion. organization,  interpretation  and  presentation 
of  numerical  information.” 

Medicine  is  concerned  with  man.  The  limitations 
of  human  exjierimentation.  the  reluctance  of  the 
human  subject  to  be  inconvenienced,  and  the  tre- 
mendous costs  involved  with  human  subjects  all 
make  it  imiierative  that  generalizations  he  drawn 
from  a small  number  of  observations.  Much  of 
statistical  science  is  concerned  with  assessing  the 
reliability  of  such  information  drawn  from  small 
samjdes.  Thus  Statistics  is  often  Medicine’s  most 
valuable  tool  in  obtaining  truth. 

If  then  valid  conclusions  in  Medicine  mav  only 
he  obtained  by  statistical  techniques,  it  is  the  obli- 
gation of  the  editors  of  medical  journals  to  demand 
critical  statistical  evaluation  in  papers  considered 
for  publication.  Editors  thus  might  he  relieved  of 
some  of  the  heavy  load  of  technical  papers,  while 
the  significance  of  published  papers  would  he 
increased. 


.Statistics  should  have  an  important  jilace  in  the 
curricula  of  medical  schools  and  even  in  teaching 
hospitals.  Familiarity  with  the  science  of  statistics 
is  a necessary  accomplishment  for  young  physicians 
in  assessing  the  reliability  of  their  first  observations 
in  medicine.  Averages,  ranges,  standard  deviations, 
and  probable  errors  are  the  elementary  techniques 
applicable  to  Medicine.  Statistics,  however,  in- 
cludes more.  It  involves  design  of  experiment,  the 
rigorous  control  of  extraneous  factors,  and  the  test- 
ing of  hypotheses. 

Physicians  who  have  not  had  formal  training  in 
Statistics  may  learn  from  texts  specifically  designed 
for  the  education  of  doctors.  Several  good  hooks 
are  available.  A recent  addition  is  a hook  reviewed 
in  this  issue  of  the  Journal.  A good  text  will  teach 
more  than  the  mere  mechanics  of  computation.  It 
will  explain  the  need  for  statistical  analysis  and 
will  teach  the  specific  application  of  a given  tech- 
nique to  a jiarticular  clinical  situation. 

Despite  the  great  demands  on  a physician’s  time, 
there  are  few  attainments  more  useful  in  keeping 
his  thinking  clear  and  straight  than  a knowledge  of 
Statistics.  Ajqflied  critically  in  his  practice,  in  his 
reading,  and  in  his  editing,  it  should  serve  him  well. 
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CHOOSE  THE  PRODUCT 
TO  m THE  NEED 


‘CORTISPORIN’t^ 

POLYMYXIN  B-NEOMYCIN-GRAMICIDIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


a new  vanishing  cream  base 


1/2  oz. 

‘CORTISPORIN’l 

POLYMYXIN  B - BACITRACIN  ■ NEOMYCIN 
WITH  HYDROCORTISONE 

OINTMENT 


a special  low  melting  point  base 


anti-inflammatory 
bactericidal 
antipruritic 
rarely  sensitizing 


AM— Ingredients : Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT  — /npredienfs;  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  500 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  % oz.  and  % oz. 

•U.S.  Patent  Nos.  2,565.057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

Contraindications  : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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THE  BLUE  RIBBON  COMMISSION 

continued  from  page  186 

some  measure  contrilnite  to  a reaffirmation  of  faith 
and  reijard  in  the  medical  profession  as  a whole  liv 
the  citizens  of  our  State. 

II 

The  following  recommendations  addressed  to 
\'our  Excellency  and  the  Members  of  the  General 
.\ssemhlv  can  Ite  implemented  hv  the  Board  of 
Directors  of  Physicians  Service  without  si)ecific 
legislative  or  administrative  action. 

The  Omimission  has  received  many  complaints 
both  from  individual  physicians  and  the  general 
jnihlic  that  the  individual  subscriber  to  Physicians 
.Service  believes  that  he  has  purchased  com])lete 
coverage  for  his  physician's  fees  when  in  reality  he 
has  purchased  complete  coverage  only  to  the  extent 
of  the  surgeon  and  anesthetist  fees  if  he  is  under 
the  income  limits  ])rescril)ed  under  Plans  A and  B. 
Therefore,  until  the  non-surgeons  agree  to  partici- 
l)ate  in  the  Plan  on  a service  basis,  the  Commission 
recommends  that  everv  effort  he  made  by  the 
Phvsicians  Service  Plan  to  make  it  jterfectly  clear 
to  the  suh.scriher  that  his  non-surgical  benefits  are 
on  an  indemnitv  basis  and  in  no  way  represent  the 
fee  which  the  non-surgeon  may  projterly  charge  for 
his  service. 

The  subscriber  is  not  now  covered  for  dental 
])rocedures  under  the  Plan.  The  ^lassachusetts 
Blue  .Shield  Plan  and  many  others  do  offer  coverage 
for  dental  ])rocedures.  Some  procedures  performed 
in  a hospital  are  covered  under  Physicians  Service 
if  they  are  ])erformed  by  a surgeon,  but  are  not 
covered  if  they  are  performed  by  a dental  surgeon. 
This  situation  should  he  corrected  by  providing 
co\  erage  to  the  subscriber  when  the  procedure  is 
])erformed  hv  a dental  surgeon.  The  Commission 
has  received  testimony  relating  to  the  possible 
establishment  of  a separate  plan  for  dental  surgery 
and  or  general  dental  care  organized  along  the 
lines  of  Blue  Cross  and  Physicians  Service.  The 
Commission  believes  that  the  people  of  our  State 
would  benefit  from  the  availabilitv  of  such  care  on 
a prepaid  basis,  and  expresses  its  support  therefor. 

\\  hen  the  Physicians  Service  Plan  was  put  into 
operation  in  1949,  the  schedule  of  fees  under  Plan 
was  admittedly  set  Itelow  the  going  rate  at  that 
time  as  j)art  of  the  physicians’  contribution  to  the 
care  of  those  who  were  less  able  to  meet  their 
medical  hills.  This  fee  .schedule  has  been  reviewed 
and  changed  only  once  since  that  time  and  this  was 
in  19.^ .r  Many  i)rocedures  which  were  not  routinelv 
l)erformed  at  that  time  and  consequently  required 
a higher  fee  have  now  become  commonplace  and 
command  a lower  fee  today.  In  like  manner  new 
procedures  have  been  developed  for  which  no  fee 
is  set  in  the  schedule.  Moreover,  the  physicians’  cost 
of  j)roviding  service  has  increased  greatlv  during 
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this  j)eriod  making  manv  of  the  fees  set  in  the 
.schedule  totally  inadequate.  fee  revision  now 
after  such  a long  period  will  inevitahlv  result  in  a 
substantial  increase  in  rates.  Therefore,  the  Com- 
mission recommends  that  henceforth  there  he  an 
annual  review  of  the  fee  schedule  to  correct  various 
inadequacies  and  more  importantly  to  ])revent  the 
subscriber  from  being  presented  with  a substantial 
rate  increase  which  results  from  a revision  being 
made  in  periods  of  five  years  or  more.  As  an 
adjunct  to  this  the  Commission  also  recommends 
that  in  connection  with  any  comprehensive  review 
of  Physicians  Service  fee  schedules  the  medical 
profession  gives  serious  consideration  to  the  incor- 
jioration  of  a professional  service  inde.x. 

The  Commission  feels  that  because  of  the  present 
high  cost  of  living  the  income  limit  under  Plan  B 
has  become  inadequate  to  meet  the  needs  of  manv  of 
our  citizens.  We  therefore  recommend  that  a plan 
he  off'ered  with  an  income  limit  of  $7. .^00.  This 
figure  is  used  in  our  sister  State  of  Massachusetts 
and  in  other  plans  throughout  tlie  countrv. 

The  Commission  recognizes  that  some  or  all  of 
the  recommendations  made  may  he  alreadv  avail- 
able tt)  suhscriliers  under  certain  group  plans  ; how- 
ever, it  is  its  conclusion  that  these  benefits  should 
he  made  available  to  all  subscribers.  l)oth  grouj) 
and  direct. 

The  Commission  recognizes  that  Physicians 
.Service  has  succeeded  in  enrolling  a large  percent- 
age of  the  .State’s  citizens  as  subscribers,  hut  recom- 
mends that  Physicians  Service  make  everv  effort  to 
e.xtend  to  all  its  subscribers  more  complete  aud 
comprehensive  coverage. 

Ill 

27-20-4  of  the  General  Laws  provides  that  no 
articles  of  association  of  a nonprofit  medical  service 
corjioration  may  he  filed  with  the  Secretarv  of  State 
except  with  the  approval  of  the  Governor  and  the 
a])i)roval  of  the  Rhode  Island  Medical  .Society. 

A recent  decision  of  the  Xew  Jersey  Supreme 
Court  held  that  a statutory  provision  giving  a 
medical  society  a veto  power  over  the  estalilishment 
of  nonjtrofit  medical  service  corjiorations  was 
invalid. 

In  view  of  the  substantial  doubts  that  exist  as  to 
the  validity  of  the  foregoing  statutory  jirovision, 
and  in  view  of  the  fact  that  there  is  some  feeling  in 
the  community  that  medical  service  corporations 
independent  of  Phvsicians  Service  should  he  en- 
couraged. the  Commission  recommends  that  said 
statute  he  amended  so  as  to  omit  the  reference  to 
the  apjiroval  of  the  Rhode  Island  Medical  Society. 

The  Commission  questions  whether  the  Governor 
is  the  ai)propriate  officer  of  the  State  to  he  required 
to  certify  that  the  establishment  of  a nonprofit  med- 
ical service  corjioration  will  promote  the  public 
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convenience  and  advantage.  In  onr  view  such  certi- 
fication should  I)e  retjuired  of  the  Insunince  Com- 
missioner of  tlie  State  of  Kliode  Ishmd. 

The  Commission,  therefore,  recommends  to  Your 
lC\cellency  and  the  memhers  of  the  Ceneral  .Yssem- 
hly  that  27-20-4  he  amended  to  read  as  follows  : 

“Xo  articles  of  association  of  a non])rolit  med- 
ical service  corjtoration  shall  he  filed  in  the  office  of 
the  Secretary  of  State  unless  and  until  the  Insur- 
ance Commissioner  of  this  .State  shall  have  certified 
in  writing  u])on  such  .articles  that  he  has  determined 
that  jnihlic  convenience  and  advantage  will  he  pro- 
moted hy  the  estahlishment  of  such  corjtoration." 

IV 

This  Commission  has  not  recommended  to  Your 
Excellency  aud  the  Members  of  the  (ieneral  Assem- 
hly  any  change  in  the  composition  of  the  Hoard  of 
Directors  of  Physicians  Service  as  it  did  with  the 
Hospital  Service  CoqKtration  for  this  reason;  the 
partici])ating  physicians  whose  re])resentatives 
comprise  a majority  of  the  Hoard  directly  subsidize 
the  Plan  hy  .agreeing  to  accept  a reduced  fee  from 
subscribers  below  certain  income  limits  and  thev, 
therefore,  have  a direct  and  tangible  interest  in  the 
operation  and  administration  of  the  Plan.  It  should 
also  he  noted  that  the  Medical  Service  Cori)oration 
has  in  recent  months  increa.sed  the  public  represen- 
tation on  the  Hoard  from  six  to  nine.  Phe  Commis- 
sion, therefore,  recommends  that  the  composition 
of  the  Hoard  he  such  that  i)artici])ating  physicians 
comprise  a majority  f)f  that  l)ody. 

The  Commission  wishes  to  ex])ress  its  apprecia- 
tion to  the  idiysicians,  dentists.  lal)or  leaders,  and 
the  administrative  personnel  and  members  of  the 
Hoard  of  Physicians  .Service  for  their  cooperation 
in  appearing  .at  Commission  meetings. 

sis  ^ ^ 

HI.  R.  /.  MEDICAL  SOCIETY  PRESS  RELEASE 
Tuesday,  March  10,  after  11  a. in. 

HE  COUNCIL  OF  THE  RHODE  ISLAND  MEDICAL 
SOCIETY  today  issued  the  following  statement 
regarding  the  third  interim  report  of  the  Governor's 
“Hlue  Ribbon”  Commission,  issued  last  Friday. 

The  Rhode  Island  Medical  .Society  considers 
that  the  third  interim  report  of  the  Governor's 
“Hlue  Ribbon”  Commission  does  the  State  a great 
service.  It  shows  a carefully  considered  under- 
standing of  the  present  status  of  our  health  care 
jirograms.  The  conclusions  and  recommendations 
are  fair.  The  Society  is  naturallv  gratified  that  the 
Commission  has  discovered  no  foundation  for  the 
attacks  on  the  efforts  and  standards  of  the  medical 
])rofessiou  in  Rhode  Island.  The  Rhode  Island 
.Medical  Society  understands  the  statutory  problem 
involved  in  the  jiresent  law  whereby  the  Society's 
ajiproval  must  be  given  the  articles  of  association  of 
any  nonprofit  medical  service  corporation. 


19.^ 

This  i)rovision  in  the  law  was  originally  enacted 
hy  the  General  .Assembly  in  the  belief  that  the 
.Medical- .Society  could  aid  in  evaluating  new  jilans. 
The  General  Assembly  thus  recognized  the  services 
for  any  such  plans  would  ueces.sarily  he  furnished 
hy  Rhode  Island  Medical  Society  memhers. 

It  would  apiiear  that  the  General  Assembly 
should  now  decide  whether  this  procedure  .should 
he  continued  in  the  interest  of  the  public.  Regard- 
less of  legislation,  the  Rhode  Island  Medical  .Society 
would  favor  any  medical  .service  plan  that  would 
adequ.ately  .serve  the  citizens  of  the  State. 


I.  E.  BRENNAN  & CONPANT 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

T wo  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 
140  Central  Avenue  Seekonk,  Mass. 
7 Registered  Pharmacists 

Pharmacy  License  ^226 


DOCTOR... 

Build  An  Estate  for  your  Son! 
★ ★ ★ 

$100,000  ORDINARY  LIFE  INSURANCE 


Age  1 . . 

. s 

559.00,  yearly 

Age  5 . . 

. $ 

616.00,  yearly 

.Age  10  . . 

. $ 

725.00,  yearly 

Age  13  . . 

. $ 

800.00,  yearly 

Age  16  . . 

. $ 

884.00,  yearlv 

Age  20  . . 

. .SIOIO.OO,  yearly 

★ ★ ★ 


After  five  years,  yearly  guaranteed  in- 
crease in  cash  value  exceeds  deposits  ! 

★ ★ ★ 

An  ideal  gift  to  sons  and  grandsons. 
★ ★ ★ 

^ rite  or  ’phone: 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  St.,  Providence,  R.  I. 
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RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

Report  of  The  Fifteenth  Annual  Meetifig 
of  the  Corporation,  March  -I,  1964 


The  fifteenth  annual  meeting  of  the 
Corporation  of  the  Rhode  Island  Medical 
Society  Physicians  Seryice  \yas  held  at  the  Colony 
Motor  Hotel  in  Cranston.  Rhode  Island,  on 
W ednesday.  March  4.  1964.  The  meeting  was 
called  to  order  hy  the  President.  Dr.  Charles  J. 
Ashworth,  at  4:12  p.m. 

The  following  members  of  the  Corporation  were 
in  attendance : Rocco  Ahhate.  m.d..  Samuel  Adel- 
son.  M.D..  Freeman  B.  Agnelli,  m.d..  Charles  J.  Ash- 
worth. M.D..  John  T.  Barrett,  m.d..  Roger  Berard. 
M.D..  Edmund  Billings,  m.d..  Chelcie  C.  Bosland. 
PH.D..  I.  Robert  Bowen,  m.d..  Bertram  H.  Buxton. 
Jr..  M.D..  Wilfred  I.  Carney,  m.d..  Mr.  J.  Austin 
Carroll.  Joseph  Caruolo.  m.d..  Morgan  Cutts.  m.d.. 
Mr.  James  R.  Donnelly.  Charles  D(jtterer.  m.d.. 
Peter  Erinakes.  m.d..  Henry  B.  Eletcher.  m.d.. 
Roger  Fontaine,  .m.d..  Warren  W.  Francis,  m.d.. 
John  F.  W.  Gilman,  m.d..  Seehert  J.  Goldowsky. 
M.D.,  Stanley  Grzehien.  m.d..  Edmund  T.  Hack- 
man.  M.D..  Mr.  John  J.  Hall.  John  C.  Ham.  m.d.. 
James  E.  Hardiman.  m.d..  Robert  C.  Hayes,  m.d.. 
and  Walter  E.  Hayes,  m.d. 

Waldo  O.  Hoey.  m.d..  Ale.xander  Jaworski,  m.d.. 
Earl  F.  Kelly,  m.d..  Joseph  Lamhiase.  m.d..  Rey. 
Josej)h  L.  Lennon.  O. P..  Robert  \’.  Lewis,  m.d.. 
Thomas  Littleton,  m.d..  \\'illiam  MacDonald,  m-.d.. 
Earl  J.  Mara.  m.d..  Peter  Mathieu.  m.d.,  William 
McDonnell,  m.d..  James  A.  McGrath,  m.d..  James 
B.  Moran,  m.d..  Gustayo  A.  Motta.  m.d..  Samuel 
Nathans,  m.d..  Raul  Xodarse.  m.d..  Edwin  B. 
O’Reilly,  m.d..  Thomas  Perry.  Jr.,  m.d..  Arnold 
Porter,  m.d..  William  A.  Reid.  m.d..  Ralph  Richard- 
son. .M.D..  Charles  Round,  m.d..  Joseph  Ruisi.  m.d.. 
Francis  B.  Sargent,  m.d..  Carl  S.  Sawyer,  m.d.. 
Stanley  D.  Simon,  .m.d.,  Leonard  Staudinger,  m.d.. 
John  Turner.  H.  m.d..  Edwin  \*ieira.  m.d..  and 
Elihu  S.  W ing.  Jr.,  m.d. 

The  following  members  of  the  Corporation  were 
absent:  Irying  A.  Beck.  m.d..  Paulo  A.  Botelho. 
M.D.,  Joseph  E.  Cannon,  m.d..  Mr.  George  W . 
Chajilin.  Mr.  Albert  Christopher.  Philomen  P. 
Ciarla.  m.d..  John  A.  Dillon,  m.d.,  Michael  DiMaio, 
-M.D..  Frederick  C.  Eckel,  m.d.,  Charles  L.  Farrell, 
.M.D.,  Mr.  Walter  Farrell.  Bruno  Franek,  m.d., 
Frank  D.  Fratantuono,  m.d.,  Henri  Gauthier,  m.d.. 


Mr.  John  J.  Halloran,  Arthur  E.  Hardy,  m.d., 
Frank  J.  Logler.  m.d..  Mr.  Felix  Mirando.  Judge 
Florence  K.  Murray.  William  S.  Xerone.  m.d.,  Mr. 
George  R.  Ramshottom.  Mr.  John  Shepard,  H, 
Mr.  Robert  D.  Stuart,  and  Mr.  Emil  E.  Fachon. 

Also  present  at  the  meeting  were:  Mr.  Arthur 
F.  Hanley,  Executiye  Director ; the  following  mem- 
bers of  the  Administratiye  Staff  — Messrs.  Frank 
Adae.  J.  Lewis  Eddy.  Joseph  Sulliyan.  and  Ben- 
jamin Alfano;  and  also  present  were  William  E. 
McCabe.  Legal  Counsel,  and  John  E.  Farrell, 
Executiye  Secretary. 

^ 

Annual  Report  of  the  Secretary 
Dr.  Ashworth  noted  that  the  annual  rejiort  of  the 
.Secretary  was  included  in  the  handbook  sent  to  the 
members  of  the  Corporation  in  adyance  of  the  meet- 
ing. In  the  absence  of  the  Secretary,  Dr.  Ashworth 
stated  that  the  Executiye  Secretary  would  read  the 
report  if  the  members  wished  a reading. 

Action:  A motion  was  made,  seconded,  and 
yoted  that  the  annual  report  of  the  Secretary,  as 
submitted  to  the  Corporation,  he  receiyed  and 
placed  on  file. 

Annual  Report  of  the  Treasurer 
Mr.  James  R.  Donnelly.  Treasurer,  noted  that 
the  liandbook  to  the  members  of  the  Corporation 
included  statistical  summaries  comparing  the  1962 
and  1963  financial  and  enrollment  records.  He  then 
submitted  the  following  report,  which  he  read  to 
the  Corporation : 

Subscriber  INCOME  amounted  to  $10,280.- 
396.43  and  INCOME  from  lAWESTMENTS 
was  $107,823.76,  for  a total  GROSS  INCOME 
of  $10.388.220.19. an  INCREASE  OF  $712,580.92 
oyer  last  year.  The  INCRE.\SE  in  INCOME 
was  deriyed  from  an  oyerall  R.ATE  INCREASE 
of  3%  that  was  effectiye  Inly  1.  1963,  and  from 
the  DIRECT  ENROLLMENT  DRIVE,  and 
from  24.000  subscribers  who  upgraded  their  “A” 
contracts  to  “B”  contracts,  which  proyide  higher 
surgical-medical  benefits  and  $129,02a.00  from 
Major  Medical. 

SCRGICAL-^IEDICAL  claims  showa  sharp 
INCREASE  of  $1,250,563.33  for  a total  of 
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$10,185,854.30  or  ^X8.K/r  of  TOTAL  IXXO.ML. 
This  was  caused  hv  IXCKEASED  utilization. 
W'e  had  26.386  more  cases  than  the  i)revious  year 
for  total  of  3 12. .'>31  cases. 

EX  LENSES  for  OLERATIXO  tliis  huge 
I)usiness  amounted  to  $687,964.59.  up  $64,207.19 
over  last  vear  and  rejwesents  6.6 of  INCOME. 

W’e  show  a NET  LOSS  for  the  year  of 
$485,598.70  as  compared  with  a GAIN  of 
$116,590.90  for  the  previous  year,  a droj)  of 
$602,189.60  from  last  year's  total. 

RESER\'ES  are  $485,923.70  lower  and  now 
total  $1,241,401.12  which  is  sufficient  to  take  care 
of  exactly  two  months  of  claims.  Last  year  our 
RESER\’ES  were  enough  for  2.88  months  of 
claims.  N’ational  Line  Shield  standards  recjuire 
reserves  to  equal  three  months  of  claims. 

IXX’ESTMEXT  ACCOUNT  is  $2,750.- 
188.77  which  is  $,198,526.05  less  than  the  previous 
vear.  due  to  tlie  heavy  claims  paid. 

This  has  been  our  busiest  year  in  history.  W e 
have  had  more  rases  and  more  siibserihers  than 
ever,  have  taken  in  more  money,  and  we  have  paid 
oaf  more  monev  than  ever  1)efore  for  sul).scril)er 
claims  and  expense  of  operations,  and  we  have 
LOST  MORE  MOXEY  this  vear  than  in  any 
vear  since  we  started.  14  years  ago. 

It  is  obvious  that  we  cannot  continue  to  operate 
at  a LOSS,  and  that  an  upward  revision  of  our  rate 
schedule  is  a necessity  if  we  are  to  operate  on  a 
sound  basis  and  build  up  our  RESER\’ES  to  the 
required  levels. 

Action:  A motion  was  made,  seconded,  and 
voted  that  the  annual  report  of  the  Treasurer  he 
received  and  placed  on  hie. 

Annual  Report  of  the  President 
Dr.  Charles  J.  Ashworth.  President  of  the 
Corporation,  read  his  annual  report,  copy  of  which 
is  made  part  of  the  official  minutes  of  the  meeting. 

Action:  A motion  was  made,  seconded,  and 
voted  that  the  annual  report  of  the  President  lie 
received  and  placed  on  hie. 

Election  of  Physician  Members  to  the  Board 
The  Secretary  reported  that  the  House  of  Dele- 
gates of  the  Rhode  Island  Medical  Society  had 
nominated  the  following  physicians  to  serve  three 
year  terms  each  as  members  of  the  Board  of  Direc- 
tors : Frederick  C.  Eckel,  m.d.,  Waldo  O.  Hoey. 
M.D..  Earl  J.  Mara,  m.d.,  and  John  Turner.  11.  m.d. 

Action:  A motion  was  made,  seconded,  and 
voted  that  the  physician  nominees  of  the  Rhode 
Island  Medical  Society  he  elected  for  three  year 
terms  each  on  the  Board  of  Directors. 


Report  of  Professional  Advisory  Committee 
Dr.  Seehert  J.  Goldowsky,  chairman  of  the 
1 ’rofessi'onal  .\dvisory  Committee,  read  the  report 
of  his  committee,  copy  of  which  had  been  sent  to 
the  members  of  the  Cor])oration  in  ad\  ance  of  the 
meeting.  In  the  reading  of  the  report.  1 )r.  ( loldowsky 
e.xplained  the  methods  by  which  the  committee 
arrived  at  some  of  its  decisions. 

fiction:  .\  motion  was  made  and  seconded 
that  the  report  of  the  Professional  Advisorv  Com- 
mittee, as  submitted,  he  acce])ted,  together  with  its 
apjiendices,  and  that  it  he  the  basis  for  a fding  on 
new  rates  with  the  state  director  of  business 
regulation. 

Oiscussion : Dr.  Raul  Nodarse.  as  ])resident 
of  the  Rhode  Island  Chapter,  Academy  of  General 
Practice,  recorded  objection  on  the  basis  that  the 
general  j)ractitioners  had  not  been  adecpiatelv  rep- 
resented on  the  committee,  and  also  on  the  grounds 
that  recommendations  advanced  by  the  Chapter 
had  not  been  included  in  the  proposed  revisions. 

Drs.  G.  A.  Motta  and  Peter  Erinakes  spoke  in 
support  of  Dr.  Nodarse’s  objections. 

Action:  A motion  to  amend  was  made  to  pro- 
vide that  the  assistant  surgeons’  fees  be  based  on 
20%  of  the  surgical  allowance  and  that  the  mini- 
mum assistant's  fee  he  $10  under  the  “A"  Plan, 
$20  under  the  “B"  Plan,  and  $25  under  the  “C” 
Plan,  and  that  the  anesthetists'  fees  he  based  on 
20%  of  the  surgical  allowance  with  a minimum  fee 
of  $10  under  the  "A"  Plan,  $20  under  the  “B”  Plan, 
and  $25  under  the  “C"  Plan. 

The  motion  was  seconded. 

Jls 

The  motion  was  discussed. 

Action:  A motion  was  made  to  amend  the 
amendment  to  provide  that  the  assistant  surgeons' 
fees  and  the  anesthetists'  fees  each  l)e  based  on  20% 
of  the  surgical  allowance,  with  the  minimum  fees 
to  he  $10  under  the  “A"  Plan,  $15  under  the  “B” 
Plan,  and  $20  under  the  “C"  Plan. 

The  motion  was  seconded. 

On  a division  vote,  31  to  9,  the  motion  to 
amend  the  amendment  was  carried. 

^ ^ ^ 

Action:  A roll  call  vote  was  requested  on  the 
amended  amendment. 

On  the  roll  call  vote.  34  members  voted  “NO," 
20  members.  “YES,"  and  3 members  abstained 
from  voting.  The  President  declared  the  amended 
amendment  defeated. 

>!:  H*  * 

The  question  of  payment  for  medical  visits  on 
the  day  of  admission  as  well  as  on  the  day  of  dis- 
charge was  discussed. 
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RHODE  ISLAND  xMEDICAL  SOCIETY  PHYSICIANS  SERVICE 
FINANCIAL  STATEMENTS  AS  OF  DECEMBER  31.  1962  AND  1963 

statf:mext  of  income  and  expense: 

Income : 

Received  from  Subscribers  

Income  from  Investments  

Total  Income 

Expenses  : 

Claims  Payments  . — - 

Operating:  Expenses  

Total  Expenses 

Net  Gain  (or  Loss)  to  Reserves 


liicr 


Dec.  31. 1962 

Dec.  31. 1963 

f Decrease) 

$9,583,706.50 

$10,280,396.43 

$ 696,689.93 

91.932.77 

107.823.76 

15,890.99 

$9,675,639.27 

$10,388,220.19 

$ 712.580.92 

$8,935,290.97 

$10,185,854.30 

$1,250,563.33 

623,757.40 

687.964.59 

64,207.19 

$9,559,048.37 

$10,873,818.89 

$1,314,770.52 

$ 116,590.90 

$ (485.598.70) 

$ (602,189.60) 

$ 691.001.94 

$ 819.224.59 

$ 128.222.65 

$ 844,210.79 

$ 907.352.22 

$ 63.141.43 

316,708.89 

408.717.70 

92,008.81 

3.148.714.82 

2.750.188.77 

(398,526.05) 

$4,156,425.65 

$ 3.978.131.06 

$ (178.294.59) 

$ 844.210.79 

$ 907,352.22 

$ 63,141.43 

1,287,578.00 

1.500.746.00 

213,168.00 

294,376.35 

326.978.72 

32.602.37 

2,935.69 

1,653.00 

(1.282.69) 

$2,429,100.83 

$ 2.736.729.94 

$ 307.629.11 

$ 727,324.82 

$ 241.401.12 

$ (485,923.70) 

1.000.000.00 

1.000.000.00 

— 

$1,727,324.82 

$ 1.241.401.12 

$ (485,923.70) 

COMPARATIVE  BALANCE  SHEET: 
Assets  : 

Cash  in  Bank  and  on  Hand 

Accounts  Receivable 

L'.S.  Government  Bonds  - 

Total  Assets  


Liabilities  : 

Accounts  Payable  

Accrued  for  Claims  

L'nearned  Subscriptions  

Other  Liabilities  

Total  Liabilities 

Reserves : 

Reserve  for  Excess  Losses 

Statutory  Reserve  

Total  Reserves  

Total  Liabilities  and  Reserves 


S4,156.425.65  S 3.978,131.06 


$(178,294.59) 


Distribition  of  Physicians  Service  Dollar: 

Claims  Expense 

Operating  Expense  

Added  to  Reserves 

Total  Spent  


SlBSCRIBERS  

Number  of  Firms  Buying  Physicians  Service. 

Number  of  P.crticipating  Physicians 

Total  of  Claims  Paid 

Total  of  Claims  P.\id  Since  Start  of  Plan 

Total  Assets 

Total  Income 

Total  Reserves  

Oper.ating  Expenses  

Oper.xtixg  Expense  % 

Ratio  of  Claims  to  Income 

Number  of  Cases  Paid: 

Surgeons*  

Assistants*  

Anesthetists*  

Medical  

X-ray  and  EKG 

Total  


*Matcrnity  Cases  (included  in  above) 

Number  of  Months  Expenses  in  Reserve: 

Statutory  Reserve 

Contingency  Reserve 

Maternity  Reserve  

Total  Reserves  

Monthly  E.xpenses  (.-Kverage  for  Year) 

Number  of  Months  E.xpenses  in  Reserve 


.923 

.981 

.058 

.065 

.066 

.001 

.012 

(.047) 

(.059) 

1.000 

1.000 

— 

ETY  PHYSICIANS  SERVICE 

-YEARS  1962  AND 

1963 

Increase 

1962 

1963 

(Decrease) 

609.081 

621.271 

12,190 

1.672 

1.746 

74 

966 

991 

25 

$ 8,935.291. 

$10,185,854. 

$ 1.250.563. 

$65,120,144. 

$75,305,998. 

$10,185,854. 

$ 4,156,426. 

$ 3.978.131. 

$ (178.295.) 

$ 9,675.639. 

$10,388,220. 

$ 712,581. 

$ 1,727.325. 

$ 1.241.401. 

$ (485,924.) 

$ 623.757. 

$ 687.965. 

$ 64,208. 

6.59^ 

6.69r 

O.lVc 

92.37^ 

98.1Vf 

5.8% 

102.528 

110.232 

7,704 

15.710 

16.843 

1,133 

32.588 

34,569 

1,981 

22.289 

24,412 

2,123 

113.030 

126.475 

13,445 

286.145 

312.531 

26,386 

9.947 

9.958 

11 

$1,000,000. 

$1,000,000. 

$ — 

727.325. 

241.401. 

(485.924.) 

566.950. 

567,275. 

325. 

$2,294,275. 

$1,808,676. 

$(485,599.) 

$ 796.587. 
2.88 


906,152. 

2.00 


$ 109,565. 
(0.88) 


R. 
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.let ion:  A motion  was  made  and  seconded 
tliat  tlie  last  day  of  hospital  stay  as  well  as  the  first 
day  he  ])aid  for  in-hospital  medical  visits. 

On  a division  vote.  32  to  18.  the  motion  was 
defeated. 

^ ^ ^ 

Professor  Ilosland  commented  on  the  report  of 
the  IVofessional  Advisory  Committee  from  the 
non-physician  viewpoint,  and  he  discussed  the 
implications  of  the  fee  increases  with  the  adoption 
of  a professional  service  index. 

Dr.  Coldowsky  reviewed  the  studies  undertaken 
by  the  committee  and  the  administrative  staff,  and 
he  presented  their  reasons  for  support  of  the  pro- 
fessional service  index  and  the  fee  revisions. 

The  President  called  for  a vote  on  the  acceptance 
of  the  report. 

Action ; The  motion  to  acce])t  the  repf)rt  of  the 
Professional  Advisory  Committee  was  passed. 

Adjournment 

The  business  meeting  was  adjourned  at  6 :05  p.m. 

Res])ectfullv  submitted  in  the 
absence  of  the  Secretary  Ijy 
John  E.  Farrell,  sc.d. 
Executive  Secretary 

Annual  Report  of  the  Secretary 
The  fourteenth  annual  meeting  of  the  Corpora- 
tion of  the  Rhode  Island  Medical  Society  Physicians 
Service  was  held  in  the  Garden  Room  of  the 
Sheraton  Biltmore  Hotel  in  Providence,  Rhode 
Island  f)n  Wednesday,  January  30,  1963. 

At  this  meeting,  on  a roll  call  vote  which  resulted 
in  a tie  that  was  decided  favorably  by  the  President, 
a motion  to  amend  the  by-laws  was  adopted  which 
provided  as  follows : 

Article  III,  Sectio.x  1.  Board  of  Directors. 

The  Board  of  Directors  shall  consist  of  twenty- 
one  (21)  members  elected  by  the  members  of 
the  Rhode  Island  Medical  Society  Physicians 
Service  at  the  Annual  Meeting.  Twelve  (12)  of 
said  directors  shall  he  members  of  the  Rhode 
Island  Medical  Society  nominated  by  its  House 
of  Delegates  and  nine  (9)  shall  he  representa- 
tives of  the  ])ul)lic.  The  eighteen  (18)  members 
of  the  Board  of  Directors  elected  at  the  Annual 
Meeting  in  January,  1962,  shall  continue  in  office 
until  the  term  for  which  they  were  respectively 
elected  shall  expire. 

At  the  annual  meeting  in  January,  1963,  and 
annually  thereafter  four  (4)  of  the  Medical 
Society  members  shall  he  elected  for  a term  of 
three  ( 3)  years. 

At  said  meeting  in  January,  1963,  five  (5)  of 
the  iniblic  members  shall  he  elected,  three  (3)  to 


hold  office  for  terms  of  three  ( 3)  years,  one  (1  ) 
for  two  (2  ) years  and  one  ( 1 ) for  one  ( 1 ) vear. 
Thereafter,  annually  three  ( 3 ) public  members 
shall  he  elected  for  a term  of  three  years. 

All  members  of  the  Board  of  Directors  shall 
hold  office  until  their  successors  shall  he  elected 
and  (|ualified. 

.\t  this  meeting,  also,  the  Corjioration  elected  the 
following  to  the  Board  of  Directors  : 

Nominees  of  the  Rhode  Island  Medieal  Society 
for  3 year  terms  each  : 

Samuel  Adelson,  m.d.,  Edmund  T.  Hackman, 
M.i).,  Arnold  Porter,  m.u.,  and  Stanlev  D. 
Simon,  M.D. 

Nominees  proposed  by  the 
Nominations  Committee : 

For  3 year  terms  each  : 

Chelcie  C.  Bosland,  ph.d., 

Mr.  J.  Austin  Carroll,  and 
Reverend  Joseph  L.  Lennon.  O.P. 

Fora  2 year  term  : Justice  Florence  K.  Murrav 
For  a 1 year  term  : Mr.  Albert  B.  Christopher 
The  Annual  Meeting  of  the  Board  of  Directors 
was  held  at  the  Hope  Club,  Providence,  on  Monday. 
February  25,  1963,  and  at  this  meeting  the  follow- 
ing were  elected  as  Officers  of  the  Corporation  : 


Charles  J.  Ashworth,  m.d President 

Arnold  Porter,  m.d. J'iee President 

George  W.  Chaplin Secretary 

James  R.  Donnelly  Treasurer 


A .Special  Meeting  of  the  Corporation  was  held 
in  the  auditorium  of  the  Rhode  Island  Medical 
Society  Library  in  Providence  on  Monday,  March 
25,  1963,  for  the  jiurpose  of  action  upon  a proposed 
by-law  revision.  The  by-law  amendment  voted  at 
this  meeting  was  as  follows  : 

Article  I\y  Committees. 

Section  4.  The  Professional  Advisory  Com- 
mittee shall  consist  of  six  doctors  of  medicine, 
three  of  whom  shall  he  directors  elected  by  the 
Board  of  Directors  of  Physicians  Service  and 
three  elected  by  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society,  who  need  not  he 
directors  of  Physicians  Service.  One  of  the  direc- 
tor members  shall  he  a member  of  the  executiA  e 
committee  of  the  Board  of  Directors  of  Physicians 
Service.  The  Professional  Advisory  Committee 
shall  supervise  the  arrangements  with  physicians 
concerning  participation,  fees  and  the  rendering 
of  services  according  to  the  provisions  of  any 
medical  service  plan,  and  its  determination  shall 
be  binding  and  conclusive  on  the  persons  con- 
cerned. Among  its  duties  the  Professional  Ad- 
visory Committee  shall  review  periodically  all 
fee  schedules  and  make  recommendations  at  least 
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once  each  year  to  correct  inequities  and  estal)lish 
fees  for  anv  new  procedures,  and  the  recommen- 
dations of  said  committee  shall  he  presented  hv 
mail  to  the  Corporation  of  Physicians  Service 
prior  to  its  annual  meeting.  The  recommendations 
of  the  Professional  Advisory  Committee  shall  he 
suhiect  to  ajiproval  of  the  Board  of  Directors  and 
the  Cori)oration  of  the  Rhode  Island  Medical 
Societv  Physicians  Service. 

During  the  vear  the  Board  of  Directors  held  six 
meetings  at  which  it  carefully  reviewed  all  financial 
conditions  of  the  Plan,  considered  rejiorts  from 
various  committees,  and  in  particular  the  verv 
active  Professional  Advisory  Committee,  initiated 
a major  medical  insurance  coverage.  aj)proved  of  a 
new  claims  rei)ort  form,  acted  on  the  problem  of 
])avment  for  whole  blood  under  insurance  programs, 
increased  the  fee  for  the  tonsillectomy  oi)eration. 
reviewed  a limited  schedule  of  oral  surgical  jtro- 
cedures  for  possible  inclusion  in  the  indemnity 
schedule,  considered  the  matter  of  sul)scriher  coun- 
cils. and  sui)ported  a pilot  program  on  home  care 
in  Kent  County. 

All  committees  were  active  in  carrying  out  their 
appointed  assignments,  and  attendance  of  directors 
at  board  meetings  was  excellent,  thus  enabling  the 
Corjtoration  to  have  the  complete  benefit  of  an 
interested  and  ca])ahle  governing  board. 

Respectfully  submitted, 
George  W.  Chaplix 
A ecretary 

Report  of  the  Professional  Advisory  Committee 
-Since  the  first  meeting  of  the  Professional  Advis- 
ory Committee  on  2\Iay  7,  1963,  the  Committee  has 
met  eleven  times.  In  addition,  the  chairman  has  met 
with  a nnmher  of  specialty  groups  on  several  occa- 
sions. Also,  the  chairman  has  been  active  in  seeking 
participation  of  the  non-participating  anesthesia 
groups.  This  activity  has  met  with  some  success. 
The  two  basic  objectives  of  the  Committee  have 
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been:  1.  To  recommend  correction  of  immediate 
gross  inequities.  2.  To  consider  revisions  to  the 
Physicians  Service  fee  schedules. 

In  the  first  instance,  the  Committee  recommended 
that  the  fee  for  a Tonsillectomv  and  Adenoidec- 
tomy  in  Plan  A he  increased  from  $2.^  to  $35.  This 
recommendation  was  approved  hv  the  Board  of 
Directors  and  is  now  in  effect. 

The  Committee  has  devoted  the  majoritv  of  its 
time  to  considering  the  latter  objective,  that  of 
revising  the  fees  of  Plans  A and  B.  An  earlv  deci- 
sion was  made  to  revise  the  existing  schedules  on 
the  basis  of  the  Professional  Services  Index  (P..S.I.') 
with  no  fees  in  the  new  schedule,  however,  to  be 
lower  than  those  in  the  existing  schedule.  A bro- 
chure containing  information  on  P..S.I.  is  attached 
(A])])endix  A). 

I Voceeding  from  this  basic  decision,  the  Commit- 
tee has  i)rei)ared  the  following  recommendations  : 

PLAN  A 

1.  Conversion  to  P.S.I.  of  the  Plan  A surgical 
schedule  at  a conversion  factor  of  $2.78  per  unit. 
( .Viqiendectomy  $100  ) This  will  result  in  additional 
j)ayments  of  approximately  $300,000. 

2.  In-hosi)ital  medical  payments  of  $4  per  day 
for  the  first  two  days  for  which  no  indemnity  is  now 
jiaid.  This  will  result  in  additional  medical  pay- 
ments of  approximately  $150,000. 

3.  .Assistant  Surgeon’s  fees  to  he  based  on  15% 
of  the  surgical  allowance  with  a SIO  minimum 
pavment. 

4.  Anesthetist's  fees  to  he  based  on  20%  of  the 
surgical  allowance  with  a $10  minimum  payment. 

5.  Xo  change  in  e.xisting  income  limits. 

6.  Xo  fees  under  the  P..S.I.  schedule  to  he  less 
than  the  fees  in  the  existing  Plan  A schedule. 

7.  The  maximum  total  liahilitv  under  Plan  A to 
be  $269. 

PL  AX  B 

1.  Conversion  to  P.S.I.  of  the  Plan  B surgical 
schedule  at  a conversion  factor  of  S4.17  per  unit. 
(Aj)pendectomv  $150  ) This  will  result  in  additional 
pa\  inents  of  approximately  $204,000. 

2.  Assistant  Surgeon's  fees  to  he  based  on  15% 
of  the  surgical  allowance  with  a $15  minimum 
payment. 

3.  Anesthetist's  fees  to  he  based  on  20%  of  the 
surgical  allowance  with  a $15  minimum  payment. 

4.  X’o  change  in  existing  income  limits. 

5.  Xo  fees  under  the  P.S.I.  schedule  to  he  less 
than  the  fees  in  the  existing  Plan  B schedule. 

6.  The  ma.ximum  total  liability  under  Plan  B to 
he  $404. 
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These  changes  reconimeiided  for  Plan  A and 
Plan  B have  been  made  with  the  fnll  realization  of 
the  financial  deficits  incurred  hy  the  Corporation  in 
1963.  It  has  been  estimated  that  a rate  increase  of 
12-15%  will  he  needed  to  cover  the  increased  utili- 
zation of  1963  and  to  replenish  the  reserve  position 
of  the  Cor])oration. 

The  Committee  proposals,  as  stated,  indicate  a 
rate  increase  of  5 to  6%,  on  the  average,  with  some- 
what greater  effect  in  Plan  A than  in  Plan  B. 
Therefore,  the  overall  rate  increase  necessarv  will 
he  in  the  vicinity  of  20%. 

The  Committee  further  recommends  the  estab- 
lishment of  a Plan  C for  the  purpose  of  meeting  the 
needs  of  higher  income  groujis.  The  jiroposed  plan 
has  the  following  features. 

1.  LTe  of  a conversion  factor  of  $5.55  ])er  unit 
for  the  surgical  schedule.  (Appendectomy  $200) 

2.  Medical  payments  on  an  indemnity  basis  of: 
$10  first  day.  $cS  2nd  day,  $5  3rd-14th  dav,  and 
$4  thereafter  to  maximum  of  $539. 

3.  X-ray  schedule  on  indemnity  basis  as  ])ro- 
posed  by  Radiological  Society.  See  schedule  in 
A])pendix  B. 

4.  Maternity  allowance  of  $90  on  an  indemnitv 
basis. 

5.  Assistant  Surgeon’s  fee  to  he  based  on  15% 
of  surgical  allowance. 

6.  Anesthetist’s  fee  to  be  based  on  20%  of  surgi- 
cal allowance. 

7.  Income  limits  for  Plan  C to  he  : Individual  — 
$5,000  and  Family  — $7,500. 

8.  Xo  fees  under  the  P.S.I.  schedule  to  he  less 
than  the  fees  in  the  proposed  Plan  B schedule. 

9.  The  maximum  total  liahilitv  under  Plan  C to 
he  $539. 

On  the  basis  of  past  utilization  and  experience  in 
Plan  B.  the  proposed  Plan  C would  provide  allow- 
ances approximately  20%  higher  than  the  projected 
Plan  B and  recpiire  subscribers’  rates  in  like 
proportion. 

1 he  Professional  Advisory  Committee  has  made 
the  following  additional  recommendations  which 
shall  apj)ly  to  all  schednles. 

1.  Payments  will  he  made  for  complications  and 
eviscerations  on  an  individual  consideration  ( I.C. ) 
basis,  as  listed  in  the  P.S.I.  schedule.  The  amount 
of  such  payments  shall  he  determined  hv  the  Claims 
Committee  in  consultation  with  the  Professional 
Advisory  Committee.  The  decision  of  the  Claims 
Committee  will  he  final.  Such  j)ayments  shall  lie 
made  routinely  up  to  the  contract  maximum.  Any 
payments  beyond  the  maximum  will  he  handled  on 
an  I.C.  basis  as  defined  in  jiaragraph  VI,  ])age  3 of 
the  present  Master  Schedule  of  Indemnities,  this 
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available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 


\ 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 
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paragrapli  to  lie  amended  as  follows  : “The  general- 
ity of  this  provision  is  not  limited  by  any  of  the 
foregoing  provisions.” 

2.  When  the  surgical  indemnity  is  $50  or  more 
under  the  existing  Plan  A.  an  allowance  for  an 
assistant  surgeon  may  be  made.  If  a procedure  does 
not  warrant  an  assistant  surgeon  under  Plan  A, 
none  will  he  allowed  for  the  same  procedure  under 
Plans  B and  C.  regardless  of  the  amount  of 
payment. 

5.  The  fees  as  listed  in  Appendix  C for  surgical 
procedures  shall  cover  pre-  and  post-operative  care 
in  the  hospital. 

4.  Operations  for  the  same  or  related  cause  which 
are  not  separated  by  90  days  shall  be  deemed  to 
have  been  performed  during  “a  continuous  period 
of  disability.” 

5.  Tbe  maximum  total  lialiilitv  for  a surgeon, 
with  respect  to  all  operations  due  to  the  same  or 
related  cause  which  are  performed  during  a con- 
tinuous period  of  disability  shall  be  $269  under 
Plan  A.  $404  under  Plan  B.and  $539  under  Plan  C, 
e.xcept  as  hereinafter  provided. 

6.  When  multiple  surgical  procedures  are  per- 
formed through  the  same  incision,  only  the  indem- 
nity for  the  major  procedure  will  be  allowed. 


Attractive  & Functional  Otfices 
try 


Desiyners  & Suppliers  ot  Oftices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 
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7.  In  multiple  surgical  procedures  in  remote  oper- 
ative fields  and  separate  incisions,  an  additional 
50%  will  be  allowed  for  the  minor  procedure  ( s ) . 

8.  Bilateral  procedures  in  separate  operative 
fields  will  be  allowed  an  additional  50%  unless 
otherwise  specified  in  the  schedule. 

9.  A single  payment  will  be  made  for  the  treat- 
ment of  any  fracture.  If  an  open  reduction  is  per- 
formed within  three  weeks  following  a closed  reduc- 
tion. only  the  payment  for  the  open  reduction  will 
be  allowed. 

10.  ^^'hen  two  surgeons,  during  any  operative 
intervention,  perform  separate  operations,  a claim 
may  be  submitted  by  each  surgeon,  reporting  the 
procedure  performed  and  the  circumstances  in- 
volved. The  Claims  Committee  will  give  due  con- 
sideration to  such  claims.  The  decision  of  the 
Claims  Committee  will  be  final. 

1 1.  Individual  consideration  will  be  given  bv  the 
Claims  Committee  for  an  additional  payment  for 
unusual  conditions  requiring  additional  surgical 
procedures.  The  generality  of  this  provision  is  not 
limited  liy  any  of  the  foregoing  provisions.  The 
decision  of  the  Claims  Committee  will  be  final. 

Attached  hereto  ( .-Appendix  C ) is  a complete 
schedule  of  indemnities  for  surgical  procedures  as 
recommended  for  Plans  A.  B.  and  C. 

For  the  Professional  Advisorv  Committee. 

Respectfully  submitted. 

Seebert  J.  Goldowsky,  m.d. 

Chairman 

Professiox.vl  Advisory  Com.mittee 

Representatives  of  R.  I.  Medical  Society : 

J.  Robert  Bowen,  m.d..  John  F.  W.  Gilman. 
M.D..  and  Earl  J.  Mara.  m.d. 

Representatives  of  Board  of  Directors 

of  Physicians  Service : 

Waldo  O.  Hoey.  m.d..  Arnold  Porter,  m.d.. 
and  Seeliert  J.  Goldowsky.  m.d..  Chairman. 


Curran  «Sl  Burton 

DIVISION  OF  TEXACO  INC. 
1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHDIESALE  FUEL  DILS 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Washington  County  Medical  Society 

The  animal  meeting  of  the  ^\'ashington  County 
Medical  Society  was  held  at  the  Larchwood  Inn. 
W akefield,  R.  1..  on  January  8,  1964. 

The  meeting  was  called  to  order  at  11  :20  a.m., 
hy  Dr.  P.  J.  Celestino,  President. 

It  was  moved  hy  Dr.  McGrath  and  seconded  hy 
Dr.  Nathans  that  the  minutes  of  the  previous  meet- 
ing be  accejrted  as  printed.  Passed. 

Coinnutnications:  A letter  from  R.  W ade  Ortel, 
M.D..  Block  Island,  was  read  requesting  a transfer 
of  membership  from  the  Newport  Medical  Society 
to  this  Society.  The  request  was  referred  to  the 
Membership  Committee. 

A letter  from  S.  F.  Johnston,  m.d.,  was  read 
regarding  retirement  and  dues. 

It  was  moved  hy  Dr.  Nathans  that  the  Secretary 
inform  Dr.  Johnston  that  onr  Society  has  no  policy 
of  relief  from  does  because  of  retirement.  Motion 
passed. 

Coiiiinittec  Reports:  It  was  announced  that  Dr. 
Tatum  would  give  the  Treasurer’s  report  at  the 
ne.xt  meeting. 

Dr.  Richard  Kraemer,  Councillor,  reported  the 
matters  of  interest  to  the  Society.  A detailed  copy 
of  his  re])ort  was  jilaced  on  file  with  the  Secretary. 

Dr.  Agnelli  told  of  a meeting  and  discussion  of 
the  King- Anderson  Bill  with  officers  of  the  R.  I. 
Medical  Society  and  Senators  Pastore,  Pell,  and 
Congressman  Fogarty.  It  was  the  consensus  of 
opinion  that  there  will  be  no  change  in  voting  on 
this  hill  over  previous  years.  He  also  stated  that 
money  was  available  throughout  the  countrv  for 
research.  Perhaps,  ignorance  of  the  fact  that  money 
is  available  for  private  and  small  group  research 
had  prevented  enough  of  this  money  coming  to 
Rhode  Island. 

Old  Business:  None. 

AVxi'  Business:  The  Nominating  Committee. 
Drs.  Jones,  Agnelli,  and  Manganaro,  presented  the 
following  slate  of  members  for  officers  of  the 
Society  for  the  coming  year. 

A motion  made  l)y  Dr.  O’Brien  that  no  further 
nominations  he  made  was  passed. 

Slate  of  O ffieers  jor  1964 

President  Dr.  F.  T.  Gale 


1st  riee  President Dr.  Domenic  Chimento 

2nd  J 'ice  President Dr.  Edwin  Siegmund 

Secretary Dr.  John  D.  Pinto 

Treasurer Dr.  Julianna  R.  Tatum 

Councillor Dr.  Richard  J.  Kraemer 

Delegate  to  1964 Dr.  James  j.  McGrath 

Dele  gate  to  1965 Dr.  F.  Bruno  Agnelli 

Delegate  to  1966 Dr.  Joseph  L.  C.  Ruisi 

r Dr.  Clifford  S.  Hathaway 

Censors -j  Dr.  Gordon  E.  Menzies 

[ Dr.  John  J.  W’alsh 

Auditor Dr.Z.T.Tang 

f Dr.  John  P.  Jones 

F.xecutn’c  Coininittcc  i JJr.  Attilio  L.  Manganaro 
[ Dr.  P.  J.  Celestino 

It  was  moved  hy  Dr.  Cerrito  and  seconded  hy 
Dr.  Morrone  that  the  Secretary  cast  one  vote  for 
the  election  of  the  above  slate  of  officers.  Motion 
l)assed  I w a unanimous  vote. 

Guest  Speaker:  Stanley  D.  Simon,  m.d..  Chair- 
man of  the  Committee  on  Medical  Economics  of  the 
R.  I.  Medical  .Society,  discussed  the  regulations 
and  limitations  of  the  physicians’  retirement  plans 
and  specified  the  five  methods  of  investing.  Con- 
siderable interest  in  Dr.  Simon’s  presentation  was 
evident.  A large  number  of  members  were  present 
and  numerous  (piestions  were  asked. 

Mr.  Eddy,  representative  of  the  R.  I.  Blue  Cross 
and  Physicians  Service,  spoke  regarding  proposed 
changes  in  Physicians  Service  benefits  and  fees. 

Members  Recorded  Present:  Doctors  Agnelli, 
Burhelo.  Capalho,  Celestino,  Cerrito,  Gale,  Gibson, 
Hathaway,  Johnston,  L.,  Jones,  La  Pere,  Latham, 
Lombardo,  Manganaro,  Maciver,  McGrath,  Men- 
zies. Morrone,  Nathans,  Nestor,  O’Brien,  Pinto, 
Robinson,  Ruisi,  Siegmund.  Tang,  Tatum  (ex- 
cused). Tully,  Turco,  \4sgilio,  WGlsh,  Goldberg, 
Wood,  J..  Wood,  P.,  Potter,  Freye,  Beng. 

Adjournment : The  meeting  adjourned  at 

12:50  p.M. 

Respectfully  submitted, 

E.  T.  Gale,  m.d..  Secretary 

Providence  Medical  Association 

\ regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  ^ledical 

continued  on  next  page 
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Society  Library  on  Monday.  March  2.  1964.  The 
meeting  was  called  to  order  hy  the  President.  Dr. 
Frank  I.  Matteo.  at  8:35  p.m. 

MINUTES  OF  FEBRUARY  .MEETING 

The  President  stated  that  unless  there  was  a 
request  the  reading  of  the  minutes  of  the  Fehrnary 
meeting  would  he  omitted.  There  was  no  request 
for  a reading. 

The  President  stated  that  the  minutes  of  the 
meeting  would  lie  published  in  the  Rhode  Island 
Medical  Journal. 

REPORT  OF  THE  SECRETARY 

In  the  absence  of  Dr.  Reid,  the  Secretary's  report 
was  presented  hy  Dr.  Bertram  H.  Buxton.  Jr.,  a 
member  of  the  Exeentiye  Committee.  Dr.  Bu.xton 
rejiorted  as  follows : 

“In  addition  to  reyiewing  applications  for  mem- 
bership. the  Exeentiye  Committee  took  the  follow- 
ing actions  at  a recent  meeting : 

“1.  It  reyiewed  the  financial  report  of  the 
Medical  Milk  Commission  of  the  Association  and 
found  it  in  proper  order  for  record. 

"2.  It  reyiewed  a study  of  emergency  calls  to  the 
Medical  Bureau  during  the  late  hours  of  the  night, 
and  the  early  morning  hours,  and  it  yoted  as  follows  : 

“a.)  That  members  elected  to  actiye  memher- 
shij)  in  the  .\ssociation  on  and  after  January  1 . 1964 
he  notified  that  the  Exeentiye  Committee  expects 
them  to  assist  for  at  least  one  year  with  emergenc}- 
calls  receiyed  by  the  Medical  Bureau  of  the  Asso- 
ciation. day  or  night,  regardless  of  the  specialty 
status  of  the  member. 

“h.)  That  a committee  on  reyision  of  the  by- 
laws be  named,  and  that  the  Exeentiye  Committee 
recommend  to  such  by-law  committee  a proyisiou 
that  all  new  members  elected  to  actiye  membership 
in  the  .Association  be  elected  as  probationary  mem- 
bers for  the  first  year  of  their  membership,  with  full 
membership  contingent  on  the  member's  actiye 
sujjixjrt  and  participation  in  answering  emergency 
calls  receiyed  by  the  Association’s  Medical  Bureau. 


E.  P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 

Pharmacy  License  #225 
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day  or  night,  and  regardless  of  the  specialty  status 
of  the  member. 

"3.  The  E.xecutiye  Committee  also  reyiewed  a 
recommendation  from  the  Committee  on  Public 
Laws  regarding  tax  relief  for  the  cost  of  medical 
care  for  persons  oyer  the  age  of  65  years  as  a 
counter  proposal  to  the  King-.Anderson  type  of 
legislation.  The  committee  yoted  to  table  the 
recommendation. 

“4.  The  Exeentiye  Committee  yoted  that  the 
annual  buffet  dinner  meeting  with  the  members  of 
the  Rhode  Island  General  .Assembly  from  the 
Greater  Proyidence  area  be  held  in  .Ajiril.’’ 

Action:  Motion  was  made,  seconded  and  yoted 
that  the  report  of  the  Secretar\-  be  approyed  and 
j)laced  on  file. 

APPLICATIONS  FOR  ME.MBERSHIP 

Dr.  Buxton  reported  for  the  Exeentiye  Commit- 
tee that  it  recommended  for  election  to  actiye  mem- 
bershij)  in  the  .Association  the  following  physicians  : 
!Mary  E.  .Arthur,  m.d.,  Erancis  J.  Burke,  m.d..  Leo 
Cok.  M.D..  John  J.  Coughlin,  m.d..  \’incent  .A.  De- 
Conti.  M.D..  Fiorayante  N.  Nora.  m.d..  John  J. 
O’Brien,  m.d..  and  William  E.  Reeyes.  m.d. 

Action:  Motion  was  made,  seconded  and 
yoted  that  these  nominees  be  elected  to  actiye 
membership. 

ANNOUNCEMENT 

The  President  announced  an  imitation  from 
Proyidence  College  to  the  members  of  the  .Associa- 
tion to  attend  a lecture  on  "Science  .\xd  Cardio- 
y.xscuL.AR  Surgery”  to  be  giyen  by  Dr.  Eester  L. 
\’argas  at  the  College  on  Monday.  March  9. 

SCIENTIFIC  PROGR.AM 

Dr.  ^latteo  introduced  Dr.  R.  Cannon  Eley. 
Chief.  Pediatric  .Seryices.  Roger  \\  illiams  General 
Hospital  and  Professor  of  Pediatrics.  Brown  Uni- 
yersity,  who  gaye  an  interesting  talk  on  “Steroid 
Therapy  and  Contagious  Diseases." 

COM. M ENTS  BA'  DR.  BU.NTON  O.N 
DR.  EEE\'’S  T.AI.K 

Dr.  Eley  discussed  the  known  limited  indications 
for  the  use  of  Cortisone  and  .ACTH  in  the  yarious 
contagious  diseases.  Dr.  Eley  based  his  presenta- 
tion on  a reyiew  of  the  somewhat  sparse  literature, 
on  his  own  personal  communications  with  many 
internationally  recognized  medical  authorities. 

With  dramatic  effect  Dr.  Eley  portrayed  the  po- 
tentially damaging  effects  of  Cortisone  on  patients 
with  concomitant  yaricella.  yariola  or  yaccinia. 

His  excellent  slides  reinforced  the  potentially 
lethal  dangers  which  may  destroy  the  patient’s 
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resistance  to  infection  when  Cortisone  treatment 
is  undertaken . 

Attendance  was  56.  Collation  was  served. 
Kespectfnlly  submitted, 

Ukrtkam  H.  Buxton,  Jr.,  m.d. 
Secretary  Pro  tciii 

Newport  County  Medical  Society 

A meeting  of  the  Xew])ort  Comity  Medical 
Society  was  held  at  Hotel  X’iking,  March  18,  10()4. 
Twentv-si.x  members  were  present. 

The  application  for  admission  of  Dr.  Marvin  A. 
Chernow  was  received  and  submitted  to  the  censors 
for  approval. 

Dr.  Adelson  made  a rejiort  concerning  the 
governor's  Blue  Ribbon  Committee  which,  in 
essence,  supported  the  R.  I.  Health  I Mans  as  they 
are  now  constituted. 

Following  a suggestion  in  a letter  from  Dr. 
William  Reid,  it  was  voted  that  the  society  meet 
with  the  legislators  of  X"ew])ort  County  on  March 
25,  1964  for  an  e.xchange  of  views  on  pending 
medical  legislation. 

An  advisory  committee  to  the  \\  omen’s  Auxil- 
iary was  approved,  to  consist  of  three  physicians 
from  the  society. 

Dr.  Philomen  Ciarla  recommended  more  close 
sujiervision  of  nursing  homes  and  after  discussion, 
he  was  asked  to  make  a written  rejiort  of  needed 
legislation  for  regnlation  of  nursing  homes. 

Meeting  adjourned  at  9;30  p.m. 

Resjiectfnlly  submitted, 

John  E.  Carey,  m.d..  Secretary 

Pawtucket  Medical  Association 

At  the  Annual  Meeting  of  the  Pawtucket  Med- 
ical Association  held  on  Wednesday,  March  18, 
1964,  the  following  officers  were  elected: 


Philip  J.  Lappin,  m.d President 

Nathan  Sonkin.  m.d I 'ice  President 

Constantine  G.  Demopulos,  M.n.  Secretary 

Bias  Moreno,  m.d Treasurer 


Dr.  John  H.  Gordon  was  elected  Alternate  Coun- 
cilor. and  the  following  Delegates  were  elected : 
Dr.  John  J.  Cunningham,  Dr.  Stephen  J.  Hove. 
Dr.  Robert  C.  Hayes,  Dr.  F5arl  J.  Mara,  and  Dr. 
Earl  F.  Kelley. 

Also  at  the  annual  meeting,  the  a])i)lication  for 
active  membership  of  Dr.  Khalil  Shekarchi  ( a 
surgeon  ) was  approved  as  a transfer  from  the  Kent 
County  Medical  Society. 

Constantine  G.  Demopulos,  m.d. 
Secretary 
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DARTING 

into  the  street,  the  young 
man  masterfully  subdued 
the  runaway  horse.  "Bully 
for  you!”  shouted  J.  P. 
Richly,  the  town  banker 
who  had  watched  the  brave 
deed  from  the  porch  of  his 
stately  home.  "Step  up  here, 
my  boy,  and  let  me  tell  you 
about  a highly-paid  position 
in  my  bank  that  needs  a lad 
of  your  pluck.  And  while 
we  talk,  we’ll  enjoy  a spar- 
kling glass  of  Warwick  Club 
Pale  Dry  Ginger  Ale,  avail- 
able in  the  full  32-ounce 
quart  bottle.  It  sings  in  the 
glass!  Here  . . 


HEALTH  HAVENS 


NATIONALLY  ACCREDITED 
SKILLED  NURSING  HOME 


REGISTERED  NURSES 
24  HOURS  DAILY 


Spacious  Private  and  Semi-Private  Rooms 
at  Reasonable  Rates  According  to  needs 

Nursing,  Convalescent  and  Retirement  Care 

ETHICALLY  MANAGED 

PROFESSIONALLY  ORIENTED 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE,  R.  I. 

438-4275 

(Less  than  12  min.  from  all  Providence  Hospitals) 
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BLUE  SHIELD  ATTITUDES 
AND  PROBLEMS 

. . . Tlie  working  man  witli  modest  income 
expects  Blue  Shield  to  prepay  a physician's 
usual  fees  and  believes  all  reasonal)ly  neces- 
sary physician's  fees  which  occur  during  his 
hospitalization  will  be  paid.  It  is  the  discrep- 
ancy between  what  the  subscribers  expect 
Blue  Shield  to  cover  and  what  it  actually 
covers,  as  well  as  the  discrepancy  l)etween 
Blue  Shield  fees  and  those  usually  charged, 
that  has  promoted  much  of  the  criticism  di- 
rected toward  Blue  Shield  from  both  the 
subscribers  and  the  physicians.  At  times,  such 
misunderstandings  seem  to  be  stimulated  by 
the  advertising  policy  of  Blue  Shield. 

Blue  Shield  should  he  the  doctor's  plan  for 
public  service.  Action  of  the  House  of  Dele- 
gates last  fall  confirmed  our  view  that  the 
service  benefit  feature  is  for  the  low  income 
familv  (A  or  low  fee  plan  i or  the  working 
man's  family  of  modest  income  ( B or  stand- 
ard plan).  A modernization  of  both  income 
limits,  fee  schedules  and  coverage  to  include 
all  reasonably  necessary  physicians'  services 
performed  during  hospitalization  to  replace 
the  endless  variety  of  riders  for  medical,  anes- 
thetic or  radiologic  services  was  encouraged. 
For  example,  family  income  limits  can  he 
adjusted  upward  to  perhaps  $7,000  or  $7. .^00 
annually  with  the  understanding  that  the  Blue 
Shield  fee  schedule  will  more  nearly  aj^proxi- 
mate  the  fees  charged  this  group. 

Locally,  we  have  felt  that  the  Blue  Shield 
plan  which  pays  for  surgical  services  only,  is 
not  equitable,  and  that,  while  everv  Blue 
Shield  plan  need  not  pay  for  the  entire  physi- 
cian's fee.  a deductible  should  be  equallv  dis- 
tributed and  apply  to  surgical  as  well  as  other 
necessary  jdivsicians'  services  performed 
within  the  hos])ital.  Fee  schedules  below  the 
“.A."  plan  are  not  considered  realistic.  Higher 
income  groups  can  utilize  Major  Medical 
rather  than  C.  D or  E plans  if  they  desire 
additional  coverage.  These  positions  have  not 
been  supported  generally  throughout  the 
state  .... 

• — Abstracted  from  Viczvs  and  Comments, 
Bulletin  of  the  Allegheny  County 
Medical  Society,  Pittsburgh,  Pa. 


Incidence  of  Cervical  Cancer 
Similar  in  African  and  U.S.  Women 
The  incidence  of  cervical  cancer  in  Bantu  Xegro 
women  in  Johannesburg,  L’nion  of  South  Africa, 
virtually  equals  that  in  Xegro  women  of  Xew  York 
City  — and  for  both  groups  is  nearly  twice  as  high 
as  in  white  L".  S.  women. 

Furthermore,  the  ratio  of  cervical  cancers  to 
cancers  of  the  uterine  body  found  in  South  African 
Bantu  women  nearly  equals  that  found  in  Xew 
York  City  Xegro  females  — and  in  both  groups  is 
four  times  as  high  as  found  in  white  U.S.  women, 
according  to  Doctor  John  Higginson.  of  the  Uni- 
versity of  Kansas  Medical  Center.  Kansas  Citv. 

:jc  ^ 

Incidence  of  Coronary  Artery  Disease 
in  Africa  and  in  Neiv  York 
According  to  R.  I.  Scott,  et  al. 

Direct  comparison  of  hearts  and  measurements 
of  coronary  artery  wall  thickness,  autopsy  series, 
and  clinical  diagnoses  of  outpatients  and  hospital 
admissions,  revealed  that  the  amount  of  coronary 
atherosclerosis  and  number  of  myocardial  infarcts 
is  significantly  less  in  East  and  West  Africans  com- 
pared with  age-sex  matched  Xew  Yorkers.  The 
factors  producing  these  dift'erences  are  apparently 
operative  in  childhood.  East  Africans  were  found 
to  have  a shorter  blood  clot-lysis  time,  fewer  venous 
(and  arterial)  thromboemboli.  and  lower  serum 
lipid  levels,  with  a lower  relative  percentage  of 
serum  linoleates,  than  age-matched  Xew  Yorkers. 


SCANNING  THE  LITERATURE 
This  department  is  open  to  all  Rhode  Island 
physicians,  or  to  hospital  residents  and  in- 
terns who  have  had  medical  papers  published 
while  working  in  Rhode  Island  hospitals. 
Erom  time  to  time  we  have  solicited  abstracts 
of  articles  published  elsewhere  as  we  have 
become  aware  of  them.  Our  sources  are  ad- 
mittedly imperfect.  We.  therefore,  urge  our 
readers  to  send  in  on  their  own  initiative 
abstracts  of  such  papers  as  have  been  pub- 
lished in  other  journals.  In  general  these 
abstracts  should  not  exceed  200  words. 

The  Editors 


AM  A ANNUAL  MEETING 
SAN  ERANCISCO 
JUNE  21....  26 
ARE  YOU  GOING  .5 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them,  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


Wherever  you  go 
forget  your  telephone 
calls.  WeMI  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


The  discharged 
mental  patient . . . 
and  Thorazine^ 

brand  of  chlor promazine 


“The  average  practitioner  is  quite  capable  of  handling  the  vast  majority  of  ex-institu- 
tionalized patients  by  regulation  of  medication,  reassurance,  manipulation  of  the  en- 
vironment where  necessary,  and  . . . other  technics^  KUne,  n.s.:  postgrad.  Med.  27:620  (May)  loeo. 


The  family  physician  must  often  assume  respon- 
sibility for  the  discharged  mental  patient.  Thora- 
zine fchlorpromazine,  SK&F)  can  be  a val-uable 
adjunct  to  the  continuing  care  of  this  patient, 
because  it  helps  prevent  relapses  by  insulating 
him  from  the  impact  of  stressful  experiences. 
For  successful  rehabilitation  and  prevention  of 
rehospitalization,  however,  the  former  mental 
patient — and  often  his  family — also  needs  the 
guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  SK&F)  used  in  pa- 
tients released  to  their  care  from  mental  hospitals. 
This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe” — with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 
these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, SK&F) — regardless  of  dosage — over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 
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tempting  stmxvhetry  taste  treat 
for  your  if  on-eleficient  patients 


zentron  Ghewabie 


Iron,  Vitamin  B Complex,  and  Vitamin  C 


Combines  iron  with  B complex  vitamins  in  a chewahle  tablet 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  400!37 


400! 37 


if  they  can’t  see  the  woods  for  the  pollen. ..(( 


Benadryl 

(diphenhydramine 

hydrochloride) 

PARKE-DAVIS 


iroughout  the  pollen  season  this  time-tested  agent  provides  twofold  action  to  relieve 
ergic  symptoms.  Antihistaminic  action  relieves  nasal  congestion,  sneezing,  '^crima- 
in  and  pruritus.  Antispasmodic  action  relieves  bronchial  spasm.  Precautions:  Persons 
10  have  become  drowsy  on  this  or  other  antihistamine-containing  drugs  or  whose 
lerance  is  not  known,  should  not  drive  vehicles  or  engage  in  other  activities  requir- 
g keen  response  while  using  this  product.  Hypnotics,  sedatives,  or  tranquMizers,  f 
;ed  with  this  product,  should  be  prescribed  with  caution  because  of  possible  addi- 
le  effect.  Diphenhydramine  hydrochloride  has  an  atropine- 
ce  action  which  should  be  considered  when  prescribing  it. 

ENADRYL  (diphenhydramine  hydrochloride)  is  supplied  in 
iveral  forms  including  Kapseals®  containing  50  mg.  <^364 


PARKE-DAVIS 
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. . . create 
the  proper  professional  image 
in  the  patient’s  mind 


THE  CLAFLIN  CO. 


See  this  beautiful  suite 
designed  for  the  general  practitioner 
and  available  in  a variety 
of  colors  of  both  enamel  and 
upholstery.  This  suite  has  all  the 
design  features  and  conveniences 
desired  by  the  physician 
in  general  practice.  Scale  and 
lamp  are  extra.  Come  in  today. 


SUITE  43  • • • 


OR  LEASE 


1 ACORN  STREET 
PROVIDENCE  3,  R.  I. 
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First  step  to  a sound 

investment  program  A professional  man  looking 
ahead  to  retirement  seeks  different  investment  ends  than  the  sal- 
aried man  or  a widow  who  must  make  do  with  a modest  inheritance. 
The  man  of  means,  concerned  with  protecting  wealth,  has  still  a 
different  goal.  Our  Investment  Management  service,  therefore, 
starts  with  careful  study  of  each  investor’s  needs  and  current  cir- 
cumstances. Only  then,  we  believe,  can  portfolio  analysis  and 
investment  planning  be  applied  to  full 
advantage.  We  invite  you  to  take  this  first 
step  to  explore  the  benefits  offered  by  this 
kind  of  Investment  Management  service. 

New  England’s  Oldest  Trust  Company 


RHODE  ISLAND 

Hospital  Trust 

COMPANY 
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In  Fractures;  B and  C vitamins  are  therapy 


Stress  formula  vitamins  are  a key  factor  in  bone  and  tissue  regeneration.  To  meet  the 
increased  metabolic  demands,  STRESSCAPS  offers  therapeutic  amounts  of  B and  C 
vitamins  as  an  aid  to  smoother  convalescence  and  earlier  rehabilitation.  In  fractures, 
as  in  many  other  conditions  of  physiologic  stress,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B i (Thiamine Mononitrate)  10  mg. 

Vitamin  62  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  06  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults. 

1 capsule 

daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder" jars  of  30  and  100;  bottles  of  500. 

iLEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Don’t  feel  sorry  for  ACETEST®  Reagent  Tablet  — It  still  does  a good  job.  But 
new,  improved  KETOSTIX®  “dip-and-read”  test  for  ketone  bodies  in  urine, 
serum,  or  plasma,  is  more  convenient.  It’s  faster  (only  15  seconds)  and  more 
sensitive.  When  you  use  KETOSTIX  Reagent  Strips  you  don’t  even  need  a med- 
icine dropper.  Simply  dip  and  read  KETOSTIX  and  get  a more  defini- 
tive detection  of  ketone  bodies.  Still  like  ACETEST  Reagent  Tablets? 

That’s  okay,  but  remember,  we  said, “KETOSTIX  Reagent  Strips  are 
more  modern.”  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  Atvies 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 

Miltowir 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

WALLACE  LABORATORIES/Cranbury,  N.  J. 
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THE  W ASHINGTON  SCENE 

A Stun  wary  Report  Prepared  by  the  W ashington  Office 
of  the  American  Medical  Association 


The  American  Medical  Association  has  rec- 
oniniencled  to  Congress  that  modernization  of 
existing  liospital  facilities,  especially  in  urban 
centers,  he  emphasized  in  the  Hill-Burton  hospital 
construction  program. 

An  A.MA  spokesman  told  the  House  Commerce 
Committee  that  a 1956  study  indicated  that  about 
one-half  of  the  nation's  hospitals  needed  about 
$1  billion  worth  of  modernization. 

The  committee  was  considering  a tive-year  exten- 
sion of  the  Hill-Burton  program.  The  AIM  A sup- 
ported the  legislation  hut  recommended  changes  in 
some  of  its  jirovisions. 

The  AiMA  concurred  with  the  provision  that 
would  combine  the  various  types  of  chronic  disease 
hospitals  and  nursing  homes  into  one  category  called 
“long-term  care  facilities.” 

The  AMA  also  supported  the  principle  of  federal 
guarantee  of  mortgages  financing  the  cost  of  con- 
struction or  modernization  of  a private  nonprofit 
hospital  or  other  siiecified  medical  facility,  or  jiro- 
prietary  nursing  home. 

“The  use  of  the  guaranteed  mortgage  mechanism 
offers  an  incentive  to  local  nonprofit  organizations 
to  construct  and  improve  needed  medical  facilities,” 
the  AAIA  said. 

The  AMA  opposed  a provision  that  would  trans- 
fer to  the  Department  of  Health,  Education  and 
W elfare  the  Federal  Housing  Administration  pro- 
gram of  insured  loans  for  construction  of  jiropri- 
etary  nursing  homes. 

The  AMA  also  testified  that  “diagnostic  and 
treatment  centers”  should  be  deleted  as  facilities 
eligible  to  particijiate  in  the  Hill-Burton  program. 

“There  is  little  evidence  of  demand  for  these 
facilities  since  their  inclusion  in  1954,”  the  AMA 
said.  “Moreover,  the  definition  of  the  term  ‘diag- 
nostic or  treatment  center’  is  vague  and  confusing.” 

The  AAIA  urged  that  the  traditional  local  deter- 
mination of  need  and  local  administration  of  the 
Hill-Burton  program  he  continued. 

“The  success  enjoyed  by  the  program  testifies  to 
the  effectiveness  of  this  approach,”  the  AMA  said. 
“The  Association  further  urges  that  area-wide 


planning  for  hospitals  and  related  health  facilities 
remain  on  a voluntary  basis.  ...  It  is  our  belief  that 
the  success  of  each  jiroject  would  he  enhanced  if  the 
efforts  of  the  local  agency  and  the  local  medical 
society  could  be  joined  when  planning  the  location 
or  improvement  of  facilities.” 

^ 

The  Administration  asked  Congress  to  authorize 
a five-year,  $260  million  plan  of  federal  aid  designed 
to  increase  the  number  of  nurses  in  the  United 
States. 

The  plan  called  for  federal  grants  and  loans  for 
construction  of  nursing  schools  and  training  of 
nurses. 

The  American  Medical  Association  approved  in 
principle  the  construction  jirovision  but  opposed 
loans  and  scholarships  for  nursing  students. 

Under  the  Administration  plan,  a total  of  $110 
million  would  be  spent  over  a four-year  period  on 
grants  to  construct  new  schools  of  nursing  and  to 
replace  and  expand  existing  schools.  Another 
major  feature  of  the  hill  encompassing  the  plan  calls 
for  spending  $85  million  over  five  years  on  loans  to 
nursing  students.  A “forgiveness  feature”  would 
apjily  to  60  per  cent  of  the  loan. 

To  improve  nurse  training  and  service,  project 
grants  totaling  $58.8  million  would  be  allocated 
over  five  3 ears  to  public  and  nonprofit  agencies. 

Other  funds  would  be  spent  on  planning  grants 
to  help  states  develop  nursing  programs  and  a lim- 
ited undergraduate  scholarship  program. 

Boisfeuillet  Jones,  Special  Assistant  to  the  Sec- 
retary of  Health,  Education  and  W^elfare,  told  a 
House  Commerce  Subcommittee  that  it  was  the 
hope  of  the  Administration  that  through  passage  of 
the  hill  the  total  number  of  nurses  in  the  country  — 
presently  estimated  at  550,000  — would  increase 
to  680,000  by  1970. 
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you  can  control  OTITIS  EXTERNA  quickly 


d 


OTAMYLON' 

Contain  5 per  cent  Sulfamylon©  (brand  of  mafenide) 
hydrochloride  and  5 per  cent  benzocaine  (ethyl  amino- 
benzoate)  in  propylene  glycol  (with  0.4  per  cent 
chlorobutanol  as  preservative). 

bactericidal 

fungicidal 

analgesic 


Most  cases  of  primary  otitis  externa,  as  well  as  those  secondary  to  otitis  media  with  ear 
drum  perforation,  respond  quickly  to  OTAMYLON  Ear  Drops. 

After  gentle  cleansing  and  drying  of  the  ear  canal,  OTAMYLON  is  applied  3 or  4 times 
daily  directly  into  the  canal  (2  or  3 drops)  or  by  inserting  a moistened  gauze  wick. 

If  the  added  anti-inflammatory  action  of  hydrocortisone  is  desired,  prescribe 
OTAMYLON  WITH  HYDROCORTISONE  (0.02  per  cent). 

OTAMYLON  and  OTAMYLON  WITH  HYDROCORTISONE  are  well  tolerated  by 
the  great  majority  of  patients.  Occasional  local  sensitivity  reactions  including  redness 
and  inflammation,  vesiculation  and  exacerbation  of  symptoms  such  as  itching  have  been 
reported,  all  of  which  have  disappeared  rapidly  on  discontinuance  of  medication.  No 
systemic  reactions  have  occurred. 

OTAMYLON  is  supplied  in  bottles  of  15  ml.  with  dropper. 

OTAMYLON  WITH  HYDROCORTISONE  is  supplied  as  a combination  package 
containing  1 bottle  each  of  Otamylon  13.4  ml.  and  hydrocortisone  (0.16  per  cent  in 
propylene  glycol)  2 ml. 


Winthrop  Laboratories.  New  York,  N.  Y. 
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PATIENT.  SURGEONS  AND  NURSES 
They  stretched  me  beneath 
their  gazes,  their  masked  aplomb, 
devoid  of  sentimental  flair  ; 
they  rendered  their  nods 
and  stroked  the  rafters  of 
mv  being  and  decided  in  palatial 
tones  that  two  decades  ago 
I wonld  have  died,  but  are 
conspicuously  unmoved  by 
their  own  omniscience. 

Thev  laid  hare  my  bones, 
got  entangled  with  my  nerves, 
tampered  with  the  clockwork 
of  mv  substance  and  suavely 
brushed  me  with  hands  like 
pastrv  brushes,  and  all  this 
froward  application  brought 
on  this  froward  dream  : 

In  a purple  longitude 
a pink  ship  sailed 
past  a house  without  walls 
where  an  old  couple 
sat  whispering  and  meant 
to  say  goodbye  to  my  exit 
as  to  an  olden  and  most 
dedicated  sod.  but  could 
not  tell  me  in  time. 

Ain't  vou  a brave  one.  said  a sudden  nurse, 
hut  vou '11  have  to  wet  like  a young-un  in 
this  daintv  pan  and  soon  you’ll  he  splendid 
like  Rock  Hudson  or  Boh  Hope  at  least,  and 
you  know  I'm  absolutely  righty-right.  even 
so  let’s  not  make  jests  of  enemas,  and  surely 
vou  bled  three  quarts  or  whatever  the  limit 
is.  so  nighty-night  and  sweet  dreams,  old  man. 

Where  there  had  been  quivering 
javelins  in  mv  spine,  there  was 
now  a gentle  dove,  possibly  Picasso's. 

Xo  more  gardening,  poetry  typing,  hauling 
of  cannon,  marching  with  patriotic  verve, 
hut  you  may  now  retrogress  like  an  old  man 
into  an  old  woman  tending  her  African  violets. 

Emphatically  \ es.  positively  no. 
say  witnesses  and  visitors,  blinking  : 
very  soon  you'll  be  okay  and  you'll  go 
hobbling  about  like  a president  of  something  ; 
weren’t  you  made  over  to  the  tune  of 
half  a grand,  and  what  more  can  you  ask? 
Also.  i)al.  elsewhere  you  might  find  yourself 
scattered  and  spattered  all  over  the  floor, 
quite  i)Ossihly  without  a j)atented  nurse 
with  jjermanent.  and  a registered  smile, 
to  say  nighty-night  in  a television  voice. 
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\\  hat  about  the  congealed  silences  inside  me  ? 
Could  they  be  hushed  awe.  or  are  they  hopes 
pushing  like  twigs  through  the  sediment, 
readying  themselves  to  bloom  like  roses  ? 

Yours  is  excellent  vegetation,  you  know ! 

Or  I could  substitute 
a substantial  religion, 
now  that  the  beams 
of  my  playhouse  have 
been  pushed  asunder, 
this  the  still  antique 
mind  keeps  tolling  like 
a dedicated  clock  both 
for  matins  and  aultades. 

And  again  my  pink 
ship  sails  away 
toward  someone's 
dedicated  sod,  Init 
now  I sit  on  my  bed 
posing  with  a begonia 
on  my  pajamad  knees, 
and  try  to  give 
the  evening  nurse 
a sulilimated  nod, 
dreaming  of  landing 
in  Abraham's  bosom, 
but  this  nurse  says  : 
you’re  too  big 
a buster  to  sit  in  that 
old  man’s  shaky  lap 
and  it  isn’t  even 
manly  or  wholesome. 

David  Cornel  Dejong 
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release 

for 

hostility? 

Overeating  is  often  an  outlet  for 
feelings  of  hostility.  Many  people 
take  out  their  anger  by  overindul- 
gence at  or  between  meals.  As  a re- 
sult they  become  overweight. 

‘Eskatrol’  Spansule  capsules  both  con- 
trol appetite  and  relieve  the  emo- 
tional stress  that  causes  overeating. 
That’s  why  so  many  patients  are 
losing  more  pounds  with  ‘Eskatrol’. 

ESK  AT  R^EJ^Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and  Com- 
pazine® (brand  of  prochlorperazine),  7.5  mg., 
as  the  maleate. 

SPANSULE^ 

brand  of  sustained  release  capsules 

because  emotions  play  an 
important  role  in  overweight 

Brief  Summary  of  Principal  Side  Effects  and 
Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are 
infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be 
used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or 
extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or 
neuromuscular  reactions  (extrapyramidal  symp- 
toms) from  the  phenothiazine  component  in 
‘Eskatrol’  Spansule  capsules. 

For  complete  prescribing  information,  please  see 
PDR  or  available  literature. 

Supplied:  Bottles  of  50  capsules. 

Smith  Kline  & French  Laboratories 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


utiOMRs 


*4 


USE  ‘POLYSPORIN’.:. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  ¥2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

life  BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 


Wherever  you  go 
forget  your  telephone 
calls.  We'll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


"Leakers”  are  ampoules  with  minute  imperfec- 
tions in  the  seal.  You  can’t  readily  see  the  flaw, 
and  often  it’s  so  small  that  liquids  won’t  even 
drip  through;  but  microscopic  contaminants  can 
slip  in  to  render  the  contents  nonsterile  and  po- 
tentially dangerous.  ■ Detecting  "leakers”  is 
the  job  of  the  vat  and  the  blue  dye.  ■ Sealed 
Lilly  ampoules  are  placed  in  baskets,  submerged 


in  a vat  containing  methylene  blue,  and  sub- 
jected to  a vacuum.  If  there  is  an  imperfect 
ampoule  in  the  lot,  the  liquid  is  forced  out. 
When  the  vacuum  is  released,  the  blue  dye 
rushes  in.  ■ With  dye  as  the  spy,  elusive 
"leakers”  are  quickly  spotted  and  rejected  . . . 
another  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


Sky 
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The 

and 


real  facts  about 
Blue  Shield^ 


medical  societies 


Facts  are  peculiar.  So  often,  even  “harcT’ 
ones  get  all  twisted  out  of  shape  being 
handed  around.  Yet,  they  still  pass  for  the 
real  thing.  For  example,  “facts”  about  Blue 
Shield  and  the  part  doctors  play. 

What  are  the  real  facts.?  One  of  them  is 
this:  Every  Blue  Shield  Plan  is  sponsored  by 
a county  or  state  medical  society.  This  has 
been  true  right  from  the  start  when  the 
medical  profession  organized  Blue  Shield 


in  response  to  public  need  for  a way  to 
meet  the  expenses  of  illness. 

Another  actual  fact:  Blue  Shield  Plans  do 
not  “belong”  to  doctors.  They’re  guided, 
supported  by  doctors  as  a service  to  the 
community.  And  this  isn’t  just  lip  service. 
Fact:  Hundreds  of  physicians,  along  with 
many  civic  leaders,  serve  terms  as  trustees. 
They  devote  long  hours  of  personal  time 
to  keeping  Blue  Shield  in  stride  with  med- 
ical progress  and  people’s  needs.  For  this, 
they  expect  and  get  no  remuneration. 

Out  of  all  this  has  grown  the  unique 
“medical  character”  of  Blue  Shield,  a spe- 
cial insight  into  the  full  problem  of  illness. 
Its  value  for  people  has  led  52  million  to 
join  Blue  Shield— one  million  of  them  in 
the  last  year  alone! 

In  cost  and  in  benefits,  facts  show.  Blue 
Shield  works  to  fit  most  needs  for  the  most 
people.  It  always  has.  And  that  includes 
senior  citizens— some  4 million  as  of  now. 
Blue  Shield  is  for  everyone  and  has  never 
been  limited  to  “good  risks’.’ 

Sound  value  is  a distinct  Blue  Shield  ad- 
vantage. The  fact  is,  today,  members  on  the 
average  get  back  in  benefits  a greater  per- 
centage of  each  dollar  paid  in  than  ever 
before  in  Blue  Shield  history.  For  realistic, 
modern  help,  you  can  depend  on  Blue  Shield 
—now  and  in  the  future.  For  details  on  join- 
ing, contact  your  nearest  Blue  Shield  Plan. 
National  Association  of  Blue 
Shield  Plans,  425  North  Michi- 
gan, Chicago,  111.  60611. 

® Service  marks  ree-  by  National 
Association  of  Blue  Shield  Plans 


This  advertisement,  sponsored  by  the  National  Association  duvcipiamc  ccDwirc 

of  Blue  Shield  Plans,  appears  in  READER’S  DIGEST.  If  you  (If  PNYSluiANS  btKvK/t 

would  like  reprints  for  distribution  to  your  patients,  contact  Street,  Providence,  R.  I. 

our  Public  Service  Department. 
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why  does 
150  mg. 


‘ 


do  more  than 
250  mg. 


of  other 
tetracyclines? 


Because  it  has  up  to  3'/2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ingfrom  protein  binding. ..all  providing  rapid,  higherand  sustained /nv/Vo activity  with 
as  much  as  2 days’  extra  activity. 


DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  HCl 


Effective  in  a w/ide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offend  ng  organisms  are  tetracyciine-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  in  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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in  acute  nausea  and  vomiting  dramatic  results  with 


Nausea  and  vomiting,  w/hether  induced  by  vertigo,  dizzi- 
ness or  motion  sickness,  are  effectively  controlled  by 
Dramamine  (dimenhydrinate).  Available  in  easy-to-take 
liquid  form  and  the  tablet  form  vi/hich  is  ideal  for  the 
traveler. 

Precautions:  Patients  should  be  cautioned  against  oper- 
ating automobiles  or  dangerous  machinery  because  of  pos- 
sible drowsiness.  Dimenhydrinate,  notably  nontoxic  itself, 
may  mask  the  symptoms  of  streptomycin  toxicity. 


Dramamine 

dirhenhydrinate 

classic  antinauseant 

LIQUID/TABLETS/ AMPULS  (FOR  I M OR  I V USE)/SUPPOSICONES« 

Research  in  the  Service  of  Medicine  searle 
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ADVANCES  IN  MODERN  MEDICINE  AND  PATHWAYS  TO 

FUTURE  PROGRESS* 

Hans  Selye,  m.d.,  ph.d.,  d.sc.,  f.r.s.  ( c ) , f.i.c.s.  ( hon.  ) 


The  Author.  Hans  Sc!ye,M .D.,Ph. D.,D. Sc., F.R.S. ( C), 
F.I.C.S. (Hon.)  of  Montreal.  Canada,  Professor  and 
Director  of  The  Institute  of  E.rpcrimental  Medicine  and 
Surgery,  Universite  de  Montreal,  Montreal,  Canada. 


IX  THK  COURSE  OF  THE  LAST  CENTURY,  the  average 
lifespan  of  the  U.  S.  citizen  lias  increased  about 
30  years,  almost  entirely  as  a result  of  progress  in 
medicine.  Research  in  vitamins  and  other  dietary 
factors  have  helped  to  eliminate  many  of  the  nutri- 
tional diseases.  The  antibiotics  have  furnished  us 
with  ])otent  weapons  against  some  of  the  most 
common  infectious  diseases.  Progress  in  immunol- 
ogy not  only  gave  us  potent  vaccines,  it  now  l)egins 
to  show  us  how  to  overcome  the  body’s  unwilling- 
ness to  accept  transplanted  organs,  how  the  hitherto 
mysterious  thymus  gland  participates  in  serologic 
defense  and  — through  fluorescence  techniques  — 
how  immune  bodies  are  localized  in  various  tissues. 
Through  the  great  advances  made  in  genetics,  we 
are  beginning  to  see  how  inherited  characteristics 
are  transmitted  from  generation  to  generation,  and 
there  is  good  reason  to  hope  that,  in  the  none  too 
distant  future,  man  will  even  be  able  to  influence 
hereditary  traits  by  chemical  means. 

i\Iy  assignment  in  this  symposium  on  “Medical 
Care  in  Tomorrow’s  World’’  is  to  outline  the  way 
medical  research  is  done  in  practice  and  how  it  is 
likely  to  lead  us  to  clinically  applicable  results  in 
the  future.  Any  of  the  discoveries  just  mentioned 
could  have  served  as  examples,  hut  I was  asked  to 
base  my  remarks  primarily  on  personal  observa- 
tions because  no  investigator  can  fully  appraise 
research  in  which  he  has  not  actively  participated. 
Therefore,  although  many  more  important  topics 
might  have  been  selected,  I propose  to  speak  to  you 
about  stress  and  the  related  cardiovascular  and 
degenerative  di.seases  characteristic  of  aging  about 
which  I have  firsthand  experience. 

*An  address  delivered  at  the  General  Session  of  the 
Centennial  Convocation  of  Rhode  Island  Hospital,  at  the 
Meehan  Auditorium,  Providence,  Rhode  Island,  Septem- 
ber 27,  1963. 


Stress,  Cardiovascular  Disease  and  Aging 

History.  — The  work  of  innumerable  investiga- 
tors was  necessary  to  develop  our  present  view  of 
this  field,  but  I first  came  face  to  face  with  the 
concejit  of  stress  and  the  general  adaptation  syn- 
drome (G.A..S.)  in  1925  when  I was  studying 
medicine  at  the  University  of  Prague.  I had  just 
completed  my  courses  in  anatomy,  physiology,  bio- 
chemistry, and  the  other  preclinical  subjects  which 
were  required  as  a preparation  before  we  saw  a 
patient.  I had  stuffed  myself  full  of  theoretical 
knowledge  to  the  limit  of  my  abilities  and  was  burn- 
ing with  enthusiasm  for  the  art  of  healing,  but  I had 
only  vague  ideas  about  clinical  medicine.  Then  came 
the  great  day,  which  I shall  never  forget,  when  we 
were  to  hear  our  first  lecture  in  internal  medicine 
and  see  how  one  examines  a patient. 

It  so  happened  that,  on  that  day,  by  way  of  an 
introduction,  we  were  shown  several  instances  of 
the  earliest  stages  of  various  infectious  diseases.  As 
each  patient  was  brought  into  the  lecture  room,  the 
professor  carefully  questioned  and  examined  him. 
It  turned  out  that  each  of  these  patients  felt  and 
looked  ill,  had  a coated  tongue,  complained  of  mure 
or  less  diffuse  aches  and  pains  in  the  joints,  and  of 
intestinal  disturbances  with  loss  of  appetite.  Most 
of  them  also  had  fever  (sometimes  with  mental  con- 
fusion ) , an  enlarged  spleen  or  liver,  inflamed  ton- 
sils, a skin  rash,  and  so  forth.  All  this  was  (juite 
evident,  but  the  professor  attached  very  little  sig- 
nificance to  any  of  it. 

Then,  he  enumerated  a few  “characteristic” 
signs  which  might  help  in  the  diagnosis  of  the 
disease.  These  I could  not  see.  They  were  absent  or, 
at  least,  so  inconspicuous  that  my  untrained  eye 
could  not  distinguish  them  ; yet  these,  we  were  told, 
were  the  important  changes  to  which  we  would 
have  to  give  all  our  attention.  At  present,  our 
teacher  said,  most  of  the  characteristic  signs  were 
still  absent,  but  until  they  appeared,  not  much 
could  be  done ; without  them  it  was  impossible  to 
know  precisely  what  the  patient  suffered  from  and, 
hence,  it  was  obviously  impossible  to  recommend 

continued  on  next  page 
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anv  efficient  treatment.  It  was  clear  that  the  many 
features  of  disease  which  were  already  manifest 
did  not  interest  our  teacher  very  much  because 
thev  were  “nouspecific'’  (not  characteristic  of  any 
one  disease)  and,  hence,  of  no  use  to  the  physician. 

Since  these  were  my  first  patients.  I was  still 
capable  of  looking  at  them  without  being  biased  by 
current  medical  thought.  Had  I known  more  I 
woidd  never  have  asked  questions,  because  every- 
thing was  handled  “just  the  way  it  should  l)e,’’ 
that  is  “just  the  wav  everv  good  physician  does  it." 
Had  I known  more.  I would  certainly  have  been 
stopped  b_v  the  biggest  of  all  blocks  to  improve- 
ment : the  certainty  of  being  right.  But  I did  not 
know  what  was  right. 

I could  understand  that  our  professor  had  to  find 
specific  disease  manifestations  in  order  to  identify 
the  particular  cause  of  disease  in  each  of  these 
patients.  This.  I clearly  realized,  was  necessary  so 
that  suitable  drugs  might  be  prescribed,  medicines 
having  the  specific  effect  of  killing  the  germs  or  neu- 
tralizing the  poisons  that  made  these  peo])le  sick. 

I could  see  this  all  right ; l)ut  what  impressed 
me,  the  novice,  much  more  was  that  apparently  only 
a few  signs  are  actually  characteristic  of  any  one 
disease,  most  of  them  seemingly  common  to  many, 
or  perhaps  even  to  all  diseases. 

^^'h\■  is  it,  I asked  myself,  that  such  widely  differ- 
ent disease-producing  agents  as  those  which  cause 
measles,  scarlet  fever,  or  the  flu,  share  with  a 
number  of  drugs,  allergens,  and  other  agents  the 
property  of  evoking  the  nonspecific  manifestations, 
which  have  just  been  mentioned?  Yet.  evidently 
the^•  do  share  them ; indeed,  they  share  them  to 
such  an  extent  that,  at  an  early  stage,  it  might  be 
quite  impossible,  even  for  our  eminent  professor, 
to  distinguish  between  various  diseases  because 
they  all  look  alike. 

I could  not  understand  why,  ever  since  the  dawn 
of  medical  histor_\'.  physicians  should  have  attempted 
to  concentrate  all  their  efforts  upon  the  recognition 
of  indiz'idtial  diseases  and  the  discovery  of  specific 
remedies  for  them,  without  giving  any  attention  to 
the  much  more  obvious  “syndrome  of  just  being 
sick.”  I knew  that  a syndrome  is  “a  group  of  signs 
and  symptoms  that  occur  together  and  characterize 
a disease.”  Y'ell.  the  patients  we  had  just  seen  had 
a syndrome,  hut  this  seemed  to  be  the  syndrome 
that  characterized  disease  as  such,  not  any  one 
disease.  Would  it  be  possible  to  analyze  the  mech- 
anism of  this  “general  syndrome  of  sickness”  and 
perhaps  even  to  find  drugs  which  act  against  the 
nons])ecific  factor  in  disease?  It  was  not  until  a 
decade  later,  however,  that  I managed  to  put  all 
this  into  the  jjrecise  language  of  experimentally 
estaldished  scientific  description. 

.\t  that  time  I was  working  in  the  Biochemistry 
Department  of  HcHill  University  trying  to  find  a 
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new  ovarian  hormone  in  extracts  of  cattle  ovaries. 
All  the  extracts,  no  matter  how  prepared,  produced 
the  same  syndrome  characterized  bv  enlargement 
of  the  adrenal  cortex,  gastrointestinal  ulcers,  and 
involution  of  the  thymus  and  lymph  nodes.  Al- 
though at  first  I ascribed  all  these  changes  to  some 
new  ovarian  hormone  in  my  extract  it  soon  turned 
out  that  extracts  of  other  organs,  in  fact  even  toxic 
substances  of  all  kinds,  jiroduced  the  same  changes. 
It  was  only  then  that  I suddenly  remembered  mv 
classroom  impression  of  the  “syndrome  of  just 
Iteing  sick.”  In  a flash  I realized  that  what  I had 
produced  with  my  impure  extracts  and  toxic  drugs 
was  an  experimental  replica  of  this  condition,  and 
this  model  was  then  employed  in  the  analysis  of  the 
stress  s\ndrome  using  the  adrenal  enlargement, 
gastrointestinal  ulcers,  and  thymicolymj:)hatic  invo- 
lution as  objective  indices  of  stress.  This  simple 
hunch  of  a connection  between  the  almost  forgotten, 
purely  speculati\  e,  clinical  concept  of  student  davs 
and  the  reproducible  and  ohjectivelv  measurable 
changes  in  the  animal  experiments  at  hand  was  the 
basis  for  the  development  of  the  entire  stress 
conce]:)t. 

Characterization.  — It  could  he  shown  that  stress 
is  the  rate  of  tacar  and  tear  in  the  hitman  machinery 
that  accompanies  any  vital  activity  and,  in  a sense, 
parallels  the  intensity  of  life.  It  is  increased  during 
nervous  tension,  physical  injury,  infections,  mus- 
cular work,  or  any  other  strenuous  activity  and  it 
is  connected  with  a nonspecific  defense  mechanism 
which  increases  resistance  to  stressful  or  “stressor" 
agents.  An  important  part  of  this  defense  mech- 
anism is  the  increased  secretion  by  the  hypophysis 
of  the  so-called  adrenocorticotrophic  hormone 
(ACTH  I which  in  turn  .stimulates  the  adrenal 
cortex  to  produce  corticoids.  Host  important  among 
the  latter  are  the  glucocorticoids  such  as  cortisone 
(which  influence  glucose  and,  in  general,  organic 
metabolism  ) as  well  as  the  mineralocorticoids  such 
as  aldosterone  or  desoxycorticosterone  (which 
regulate  mineral  metabolism  ) . \'arious  derange- 
ments in  the  secretion  of  these  hormones  can  lead 
to  maladies  which  I called  “diseases  of  adaptation" 
because  thev  are  not  due  to  anv  particular  pathogen 
(disease producer  ) hut  to  a faulty  adaptive  response 
to  stress  as  such. 

The  whole  stress  syndrome,  or  general  adapta- 
tion svndrome  (G.A.S.).  evolves  in  three  stages: 
1.  the  “alarm  reaction"  during  which  defensive 
forces  are  mobilized : 2.  the  “stage  of  resistance" 
which  reflects  full  adaptation  to  the  stressor ; and 
vl.  the  “stage  of  exhaustion”  which  inexorably  fol- 
lows as  long  as  the  stressor  is  severe  enough  and 
applied  for  a sufficient  length  of  time  since  the 
“ada])tation  energy”  or  adaptability  of  a living  being 
is  always  finite. 

Clinical  implications.  ■ — Would  it  he  useful  to 
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coni])lenient  the  IkxIv’s  hormone  defense  hy  treat- 
ing ])atients  with  hormones  of  the  adrenal  cortex  ? 
It  was  not  until  1^49,  when  the  chemists  succeeded 
in  making  cortisone  available,  that  Doctor  Philip  S. 
Hench  of  the  Mayo  Clinic  showed  that,  in  man, 
various  disease  manifestations  — especiallv  those 
associated  with  rheumatic  and  allergic  inflammation 

— can  he  suppressed  hy  this  corticoid. 

In  1957,  our  group  at  the  Universite  de  Aloiitreal 
found  that,  following  suitable  pretreatment,  it  is 
]50ssihle  to  produce  fatal  heart  accidents  in  rats 
merelv  hy  exposing  them  to  the  stress  of  forced 
muscular  exercise,  cold,  pain,  or  any  other  stressor 
agent.  This  furnished  us  with  a useful  experimen- 
tal model  for  the  study  of  cardiac  death  in  man. 
We  found  that  certain  potassium  and  magnesium 
salts  can  prevent  such  stress-induced  cardiac  death 
in  animals.  This  procedure  is  now  under  examina- 
tion in  several  clinics  throughout  the  world,  and  — 
while  it  is  still  too  early  to  draw  definite  conclusions 

— ])reliminary  results  are  encouraging. 

Stress  is  not  ahcays  hannfiil.  — It  is  especially 
interesting  that,  while  sudden  exposure  to  stress 
(say,  exercise  I caused  cardiac  death  in  our  rats, 
pretreatment  with  various  stressor  agents  in  the 
form  of  training  actually  protected  against  the  sub- 
sequent induction  of  heart  lesions  hy  exposure  to 
unaccustomed  stress.  This  also  has  practical  impli- 
cations. It  has  long  been  known  that  physical  exer- 
cise keeps  the  heart  and  vessels  fit,  hut  it  can  also 
elicit  a cardiac  accident  in  an  untrained  person. 
Our  experiments  may  furnish  an  explanation  for 
this  apjjarent  paradox  and  help  us  to  live  accord- 
ingly. They  also  teach  us  that  stress  is  hy  no  means 
always  harmful.  It  accompanies  all  activity,  and  we 
found  that  it  supjiresses  disease  much  more  often 
than  it  produces  it.  Besides,  activity  is  the  spice  of 
life;  stress  cannot  and  should  not  he  avoided.  It  is 
absent  only  in  the  dead.  The  lesson,  here,  is  cer- 
tainly not  to  avoid  stress  and  sink  into  passivity, 
hut  on  the  contrary,  to  learn  how  to  live  with  stress 
and  enjoy  an  active  life. 

Stress  and  Aging.  — The  cumulative  effect  of  all 
the  stresses  of  a long  lifetime,  especially  if  they 
were  not  well  handled  hy  the  body,  gradually  leads 
to  the  aging  of  our  tissues,  and  recently  we  began 
to  study  this  process.  Here  again,  we  needed  an 
experimental  model  and  last  year,  we  found  that, 
in  animals,  intoxication  with  certain  Vitamin-D 
derivatives  produces  a syndrome  which,  in  many 
res])ects,  resembles  aging.  There  develops  : arterio- 
sclerosis with  calcification  of  the  arteries,  wrinkling 
of  the  skin,  a hunchback,  loss  of  muscle  substance, 
shrinking  of  the  .sex  organs  and  many  other  changes 
characteristic  of  old  age.  As  far  as  our  investiga- 
tions go,  all  these  changes  appear  to  be  closely 
related  to  a derangement  in  calcium  metabolism 
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and,  at  least  in  animals,  we  have  learned  to  prevent 
them  hy  certain  iron  compounds. 

Here-  again,  basic  research  has  to  wait  for  clin- 
ical application  before  we  can  make  any  statement 
regarding  the  relationshij)  between  our  experimen- 
tal aging  .syndrome  and  the  old-age  diseases  of  man. 
But  the  field  is  certainly  challenging  and  we  intend 
to  i)ut  all  our  energy  into  this  project  for  (piite  some 
time  to  come.  Progress  in  medicine  helps  people 
live  longer  nowadays  and  the  problems  of  aging 
begin  to  assume  a great  national  importance. 

Afterthoughts 

These  are  the  most  significant  investigations 
al)out  which  I can  talk  to  you  from  ])ersonal  experi- 
ence. iNly  time  limit  is  in  sight  and  I should  onlv 
like  to  add  a few  words  for  tho.se  who  may  wish  to 
take  up  medical  research  as  a career.  As  1 have 
tried  to  point  out  elsewhere  ( .Selye,  From  Dream 
TO  Discovery,  McGraw-Hill ) nowadays,  most  of 
the  really  gifted  young  men  and  women  are  more 
likely  to  he  attracted  to  physics,  chemistrv,  space- 
research  and  other  fields  whose  breathtaking  cur- 
rent progress  offTrs  a seductive  challenge  to  the 
intellectually  minded.  Yet,  in  the  final  analvsis 
what  could  he  more  noble  and  important  than  to 
fight  disease,  aging,  and  death  ? 

The  American  government  intends  to  spend 
some  twenty  to  forty  billion  dollars  in  order  to 
reach  the  moon.  There  mav  he  something  worth 
having  on  the  moon.  Undoubtedly,  the  first  nation 
to  reach  another  planet  will  earn  much  admiration 
and  jirestige.  And  yet,  — as  I have  said  ever  since 
operation  Sputnik  proved  to  he  a success  — there 
is  no  reason  to  doubt  that  with  an  equal  investment 
of  money  and  (more  important ) talent,  a systematic 
attack  on  cancer,  heart  disease  and  premature 
aging,  would  he  less  likely  to  succeed  than  our 
dreams  of  interplanetary  travel.  I find  it  very  diffi- 
cult to  imagine  that  any  treasure  found  on  another 
])lanet  could  he  more  important  to  mankind  and 
more  conducive  to  gratitude  and  prestige  than  the 
cure,  say  of  cancer  or  insanity. 

You  give  little  thought  to  disease  and  death 
while  you  are  young  and  strong,  hut  your  outlook 
changes  after  you  have  spent  a great  deal  of  time 
in  hos])itals.  Everything  else  seems  so  terribly 
unimportant  hy  comparison  when  you  see  those 
patients  with  the  signature  of  death  on  their 
washed-out,  hazy  eyes.  Try  to  remember  them 
when  you  are  in  the  lab.  Try  to  remember  their 
expressionless  faces  which  reflect  only  total  indif- 
ference, they  do  not  even  bother  to  answer  a friendly 
smile  — it  isn’t  worth  the  effort.  Try  to  imagine 
that  worst  thing  in  the  realization  of  impending 
death  : the  humiliation  of  it.  It  is  so  terribly  degrad- 
ing for  them  to  learn  that  they  are  suddenly  ex- 
cluded from  all  the  strivings,  the  competitive  games 
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1AM  PLEASED  AND  HONORED  to  have  a i)art  in  the 
Centennial  Convocation  of  the  Rhode  Island 
Hosjjital.  Mav  I offer  niy  congratnlations  to  the 
Trustees,  the  Officers,  and  the  Staff'  of  the  Hospital 
upon  this  important  milestone  in  the  history  of  this 
famons  institution,  ftlay  I also  express  my  congrat- 
nlations to  a much  larger  group  — the  entire  com- 
mnnitv  — for  the  accomplishments  of  a century  in 
serving  the  health  needs  of  its  citizens.  The  concern, 
the  efforts,  the  generosity,  the  devotion  of  tens  of 
thousands  of  individuals  of  four  or  five  generations 
are  svmholized  and  memorialized  in  this  institution 
and  in  this  hundredth  birthday  party. 

Now  von  may  well  wonder,  after  having  accepted 
my  sincere  good  wishes  and  congratulations,  why, 
in  a program  three-fonrths  of  which  has  been  deliv- 
ered hv  world-renowned  scientists  and  clinicians, 
an  amateur  shoidd  he  asked  to  handle  the  remain- 
ing one-tiuarter  of  the  day’s  program  ; why,  after 
listening  to  a mathematical  biologist  of  the 
greatest  renown,  to  a physiologist  of  world  fame, 
to  a clinician,  scholar,  investigator,  and  insifiring 
teacher  such  as  Dr.  Churchill,  you  should  listen  to 
.someone  as  inexperienced  and  unknowledgeahle  as 
a university  j)resident.  I think  there  is  symbolism 
here,  for  thongh  the  healing  arts  are  dependent 
uiKJii  the  basic  scientists  (and  Dr.  Rashevsky  per- 
.suaded  us  this  morning  that  the  mathematical  biol- 
ogist is  perhaps  the  most  fundamental  of  these), 
npon  the  contributions  of  the  physiologist  and  the 
other  medical  scientists  and  upon  the  academic 
clinician  medical  scientist,  there  are  also  other  kinds 
of  peo])le  involved  in  the  provision  of  health  care. 
There  is  the  i)erson  who  is  cared  for,  the  ])atient  — 
we  sometimes  forget  him  — he  is  perha])s  too 
obvious.  Rut  there  are  nurses,  and  educators,  aiul 
medical  .social  workers,  and  chemists,  laboratory 
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personnel  of  all  kinds,  and  yes.  even  administrators  ; 
and  please  do  not  forget  those  very  important  lav- 
men.  the  trustees  of  our  hospital.  .And  therefore  it 
is.  liy  some  stretch  of  the  imagination,  apropos  that 
one  who  has  observed  a hosjiital  and  medical  care 
from  the  point  of  view  of  trustee  or  administrative 
officer  and  also  as  a generalized  kind  of  an  educator, 
should  have  something  to  say  on  this  occasion. 

.A  centennial  convocation  is  the  appropriate  time 
for  congratulations,  for  the  review  of  past  accom- 
plishments, for  the  exjiression  of  pride  and  sati.sfac- 
tion.  But  beyond  these  pleasures,  it  is  the  occasion 
for  viewing  the  jirocess  of  change.  This  is  more  than 
just  an  exercise  in  history.  It  is  rather  the  construc- 
tion of  a Iiasis  ipion  which  one  may  begin  to  think 
of  the  future  by  extrapolating  the  experience  of  the 
past  into  the  years  ahead.  From  the  vantage  point 
of  a centennial  we  look  backward  to  see  from 
whence  we  have  come  to  the  present  and  then 
forward  to  the  future  to  anticipate  where  we  shall 
go.  I take  it  that  the  subject  which  has  been  assigned 
to  me  is  an  invitation  to  attempt  an  analysis  of  some 
of  the  forces  of  change  which  have  produced  the 
l)resent  form  of  the  hospital,  and  permission  to 
indulge  in  a hit  of  crystal  hall-gazing  about  the 
future. 

In  analyzing  the  impacts  of  medical  advances,  I 
must  emphasize  that  I am  siieaking  of  the  advances 
in  medical  care.  Xot  all  of  the.se  have  come  from  the 
laboratories  of  science  or  are  the  i)roducts  of  medi- 
cine alone.  Rather  .some  have  come  from  the 
knowledge  of  other  disciplines  such  as  i)sychology, 
sociology,  and  economics.  Hut  whatever  the  source, 
they  are  advances  in  medical  care  and  have  had 
impacts  upon  the  patient,  the  hospital,  and  its  per- 
sonnel. Likewise,  the  imi)acts  have  been  by  no 
means  only  medical  and  scientific;  they  have  been 
also  psvchological,  social,  and  economic.  Therefore, 
my  analysis  will  try  to  view  the  im{)acts  under  dis- 
cmssion  in  four  separate  categories:  medical,  jLsy- 
chological.  social,  and  economic. 

Medical  Impacts 

Of  course,  the  most  obvious  medical  impact  upon 
the  patient  is  the  snhstantial  extension  of  his  life 
e.x])ectancy.  I'his  extension  is  the  product  of  two 
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forms  of  scientific  and  medical  advance.  The  first  is 
the  greatly  increased  chance  of  surviving  a critical 
illness.  Xotahle  in  this  area  is  the  great  advance  of 
surgery.  Diseases,  conditions,  and  injuries,  which  a 
few  years  ago  were  considered  mortal,  are  now 
almost  routinely  handled  hy  the  skilled  surgeon. 
Not  onh’  have  there  been  vast  advances  in  surgical 
skill  and  technique,  hut  particidarlv  has  the  advance 
in  anesthesia  made  it  possible  for  the  surgeon  to 
undertake  jirocedures  which  formerly  were  impos- 
sible. Another  jiart  of  the  greatly  increased  survival 
of  critical  illness  is  the  scientific  contribution  of  the 
sulpha  drugs  and  the  many  antibiotics.  Today  infec- 
tions which  were  deemed  killers,  such  as  pneumonia, 
septicemia,  and  meningitis,  yield  to  chemotherapy. 
.\dvance  on  another  front  has  been  that  of  the 
preventive  procedures.  Antitoxins  and  vaccination 
have  virtually  wiped  out  the  former  scourges  of 
mankind  such  as  typhoid  fever,  diphtheria,  small- 
])ox,  and  jiolio.  It  is  interesting  to  note,  as  one 
thinks  of  the  jiatient  and  the  hosjiital,  that  these 
advances  have  both  decreased  and  increased  the 
frequency  with  which  the  patient  uses  the  hospital. 
.•\s  preventive  procedures  and  wonder  drugs  haA  e 
made  the  infectious  diseases,  the  pneumonias,  and 
the  anemias  a rather  rare  sight  in  our  hosjiitals, 
advances  in  surgerv  and  physical  medicine  have 
brought  patients  to  our  hospitals  in  ever-growing 
numbers. 

The  greatest  imjiact  iqion  the  hospital  has  been 
the  rapid  increase  in  its  sophistication.  It  has 
become  more  sophisticated  in  equipment,  in  pro- 
cedure, and  in  operation.  I point  out  the  burgeon- 
ing number,  size,  and  importance  of  the  clinical 
laboratories.  The  ])roportion  of  space  devoted  to 
these  activities,  as  compared  to  that  used  hy  patients, 
has  doubled,  trijiled,  and  (|uadrupled  ; so  the  num- 
ber of  technically  skilled,  non-medical  personnel 
has  grown  hy  leaps  and  hounds.  1 am  sure  that  a 
])hysician  who  had  last  worked  in  a hospital  in  1920 
would  find  it  hard  to  believe  that  today’s  institution 
could  he  called  hy  the  same  name.  Xot  only  has  the 
hospital  become  more  sophisticated  as  to  equip- 
ment, personnel,  and  procedure,  Imt  also  it  has 
become  much  more  sophisticated  as  to  its  organiza- 
tion. It  has  changed  rajiidly  from  a comparativelv 
simple  organization  into  one  of  the  most  complex 
and  delicate  institutions  of  our  entire  society. 


Item 

1%1 

1962 

% increase 

Patients  admitted 

20,071 

20,620 

2.7 

Days  of  T reatment 

198,694 

202,510 

1.8 

Laboratory  Examinations 

536,658 

724,566 

35.0 

Physiotherapy  Treatments 

31,626 

37,668 

21.0 

Social  Service  

6,065 

7,592 

24.6 

X-ray  Films 

129,800 

146,900 

28.0 

X-ray  Treatments 

6,779 

7,771 

14.7 

To  illustrate  this  point  let  me  quote  from  the 
.\nnual  Report  of  the  Rhode  Island  Hospital  as  of 
.September  .10.  1962  to  compare  certain  statistics 
for  1961  and  1962. 

To  summarize  these  facts,  I can  make  the  following 
statement  about  this  hospital:  “Hospital  .services 
rendered  hy  non-physicians  increased  ten  times  as 
fast  as  the  number  of  patients.” 

Another  imjiortant  impact  upon  the  hospital  has 
been  the  increase  in  its  central  importance  in  the 
jirovision  of  medical  care.  It  was  not  so  long  ago 
that  the  hospital  was  simply  a better  plaee  to  care 
for  some  ])atients  than  was  the  home.  Today,  in 
many  medical  instances,  it  is  the  only  place  where 
the  indicated  care  can  he  given.  I can  recall  that  as 
a child,  my  tonsils  were  removed  on  the  dining 
room  table  rather  than  at  the  nearest  hospital  fifty 
miles  away.  In  contrast,  I cannot  conceive  of  open- 
heart  surgery  being  conducted  in  any  setting  other 
than  the  most  modern  hos])ital  surgery.  To  jnit  it 
very  simply,  the  hospital  has  changed  from  a 
convenience  to  a necessity. 

There  have  been  many  medical  impacts  upon  the 
hospital  ])ersonnel,  hut  I shall  mention  just  four  of 
them.  As  medical  and  scientific  knowledge  has  bur- 
geoned, we  have  seen  the  phenomenon  of  special- 
ization. To  achieve  the  level  of  excellence  which 
])resent  knowdedge  has  made  possible,  it  has  been 
necessary  to  concentrate  upon  ever  smaller  areas  of 
skill  and  technique.  The  result  of  this  has  been 
fragmentation  of  medical  care.  Xot  only  has  this 
been  the  etfect  upon  the  physician  as  the  specialties 
have  become  more  and  more  dominant.  Of  eiiual 
importance  has  been  the  assignment  of  ])rofessional 
duties  to  other  kinds  of  jirofessionals,  .such  as 
nurses,  jdiysical  therapists,  psychologists,  and 
social  workers.  Thus,  the  responsibility  has  been 
divided  and  compartmentalized.  .\t  the  .same  time 
that  we  have  seen  the  great  fractionation  of  respon- 
sibilities among  the  members  of  the  staff  of  the 
hos])ital,  we  have  also  seen  a rapid  growth  in  their 
interdependence.  The  surgeon  is  dependent  upon 
the  anesthesiologist,  the  pathologist,  and  the  hema- 
tologist. The  internist  is  dependent  ujion  the  chem- 
ist, the  radiologist,  the  nurse,  the  social  worker, 
and  the  physical  therapist.  The  geriatrician  is  de- 
pendent upon  the  physiatrist,  the  psychiatrist,  the 
social  worker,  and  the  nurse.  Actually,  it  is  a rather 
rare  case  in  which  a physician  finds  himself  wholly 
independent  of  the  specialized  skills  of  others.  A 
third  great  impact  upon  hospital  jiersonnel  is  the 
apjiearance  of  new  jirofessions.  As  additional 
knowledge  has  made  new  skills  possible,  new  pro- 
fessions have  arisen.  .Some  of  them  are  medical 
colleagues,  such  as  radiologists,  neurologists,  or 
hematologists.  Others  are  true  new  professions,  such 
as  jisychologists,  social  workers,  and  bio-medical 
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engineers.  Over  and  al)Ove  the  impacts  I liave  men- 
tioned is  tlie  plienomenal  increase  in  the  skill  of  the 
old  and  familiar  professions.  I need  only  cite  the 
knowledge  and  skill  of  the  neurosurgeon  or  the 
knowledge  and  skill  of  the  psychiatric  nurse  in 
comjjarison  to  that  of  the  surgeon  of  a half  century 
ago.  or  to  that  of  the  general  duty  nurse  of  a past 
generation. 

Psychological  Impacts 

Turning  now  to  the  psychological  impacts  of 
medical  advance  u])on  the  patient.  I am  sure  that 
the  most  talked  about  is  the  growing  impersonality 
of  medical  care.  This  is  the  direct  and  perhaps 
inevitable  consequence  of  specializatioii  and  the 
necessarv  fragmentation  of  responsibility.  As  the 
patient  requires  the  skills  of  the  pathologist,  the 
hematologist,  the  anesthesiologist,  and  the  radiol- 
ogist. he  becomes  dependent  upon  people  whom  he 
may  never  see.  As  his  physician  must  assign  j)arts 
of  the  case  to  other  ])rofessionals.  such  as  nurses  or 
])hysical  therapists,  there  is  a change  in  the  continu- 
ity of  care  and  an  increase  in  its  impersonality.  To 
the  patient  this  is  disturbing  and  unwelcome.  At 
the  .same  time  and  for  the  same  reason,  the  patient's 
expectations  have  become  heightened  to  the  point 
that  his  confidence  in  the  skill  of  medical  science 
is  amazing.  W hat  were  miracles  a generation  ago 
are  now  considered  commonplace.  ^ledical  science 
has  accomplished  so  much  that  it  is  expected  to 
produce  new  miracles  on  order  and  at  once.  People 
have  so  accejjted  the  power  of  science  and  research 
that  the}-  become  impatient  that  cancer  remains  an 
unsolved  ])rol)lem.  One  very  intriguing  psycholog- 
ical im])act  upon  the  patient  has  been  the  change  in 
how  he  thinks  of  health  and  health  care.  It  was  not 
so  many  years  ago  that  health  care  would  he  defined 
as  a ])rivilege.  The  patient  was  grateful  that  there 
was  a physician  within  reach  and  free  to  attend 
him.  He  rejoiced  that  there  was  a hospital  in  his 
communitv  and  that  a bed  was  available.  In  the 
present  the  jjatient  seems  to  believe  that  health 
care  is  a right  and  that  society  should  see  that  a 
physician  is  available  where  and  when  he  wants 
one.  He  is  indignant  if  there  is  any  delay  in  gaining 
admission  to  a hospital  to  suit  his  convenience. 
.Another  aspect  of  this  change  from  the  concept  of 
jjrivilege  to  that  of  right  is  the  appearance  of  pro- 
I)o.sals  for  conqnilsory  inclusion  in  health  plans  and 
the  belief  of  many  citizens  that  health  care  should 
he  provided  by  government  rather  than  by  volun- 
tary effort. 

.Medical  advances  have  had  a substantial  impact 
on  the  way  we  think  about  the  hospital.  The  status 
of  the  institution  has  grown  in  that  it  has  changed 
from  a simple  instrument  of  charity  and  good  works 
to  one  of  society’s  most  essential  institutions.  As 
it  has  grown  in  importance  the  sense  of  i)roprietor- 
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ship  and  pride  of  the  community  has  increased  so 
that  it  is  spoken  of  in  the  same  terms  as  tho.se  used 
for  the  local  schools  or  churches.  It  is  thus  that  the 
hospital  as  an  institution  has  become  the  focus  and 
therefore  the  symbol  of  the  medical  resources  of  the 
community.  Patients  are  as  much  concerned  about 
the  choice  of  a hospital  as  they  are  of  a physician. 
This  same  change  in  the  psychological  image  of  the 
hospital  has  affected  the  image  and  the  role  of  the 
trustee.  Rather  than  being  regarded  as  one  who  is 
engaged  in  just  one  of  many  good  works,  the 
hospital  trustee  is  regarded  as  a person  ha\-ing 
large  responsibility  and  substantial  powers  over 
the  adequacy  and  the  excellence  of  medical  care  in 
the  community.  In  a A'ery  real  sense  the  trustees  of 
a modern  hospital  are  regarded  more  as  i)uhlic 
officers  rather  than  as  curators  of  a private  charitv. 
The  image  of  administration  of  a hospital  has 
changed  in  much  the  same  way  and  for  the  same 
reasons.  The  director  of  a hospital  used  to  be 
thought  of  as  a caretaker  furnishing  skills  of  a 
relatively  low  order.  Today  he  must  he  a profes- 
sional person  of  high  talent,  capable  of  providing 
many  complicated  services  and  the  determination 
of  policy  on  matters  of  great  moment. 

Probably  there  is  no  better  illustration  of  the 
psychological  impact  upon  the  hospital  itself  than 
to  remind  you  of  the  revolution  in  the  emergency 
room.  This  operation  which  began  as  a very  simple 
ancillary  activity  to  meet  the  needs  of  a handful  of 
emergencies  occurring  among  individuals,  most  of 
whom  had  no  regular  physician  relationship,  has  in 
a few  decades  become  one  of  the  largest  and  most 
active  divisions  of  every  large  hospital.  The  emer- 
gency room  has  Ijecome  the  community’s  health 
center.  It  is  the  place  where  medicine  is  practiced 
during  the  night  hours  and  on  weekends  and  holi- 
days. The  public  defines  an  emergency  as  any 
health  need  which  may  arise  after  the  physician’s 
office  hours  and.  even  more  strangely,  as  a medical 
need  which  the  patient  chooses  to  meet  at  his  ozvn 
convenience.  I recall  vividly  the  remarks  of  the 
parents  of  a child  suffering  from  a high  fever.  They 
thought  it  unnecessary  to  miss  a dinner  party  in 
order  to  take  the  child  to  the  pediatrician  during 
evening  office  hours  because  they  could  take  him  to 
the  emergency  ward  of  the  hospital  after  the  party. 
1 trust  that  I have  made  my  point  that  the  hospital 
to  many  ])eople  has  become  the  focus  of  the  image 
of  medical  care. 

Turning  again  to  the  1962  Report  of  Rhode 
Island  Hospital,  one  notes  that  the  number  of  emer- 
gency room  visits  jumped  from  35,600  in  1961  to 
40,900  in  1962  — a 15  per  cent  increase.  The 
emergency  room  service  is  growing  five  or  six 
times  as  fast  as  the  service  to  the  bedded  patient. 

There  are  a number  of  psychological  impacts  of 
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medical  advances  upon  hospital  personnel  hut  the 
most  significant  and  the  most  interesting  is  the 
change  in  the  concept  of  the  role  of  the  individual 
professional.  This  change  has  followed  inevitably 
as  the  hospital  has  e\-olved  from  a convenient  loca- 
tion in  which  the  patient  could  avail  himself  of  the 
professional  skills  of  the  iihysician  and  nurse  into  a 
complex  social  institution  pooling  the  skills  of  many 
and  varied  professions  for  service.  The  role  of  the 
individual  has  changed  suhstantially  from  that  of 
the  independent  i)ractitioner  toward  that  of  the 
memlier  of  the  health  team.  As  this  change  has  pro- 
gressed the  individual  has  become  more  concerned 
for  his  status  and  more  ambitious  for  his  profes- 
sion. As  interiiersonal  dependence  has  increased, 
interpersonal  relations  become  both  more  impor- 
tant and  probably  more  difficult.  In  a very  real 
sense,  this  psychological  impact  is  the  same  one  that 
all  of  us  feel  throughout  our  present  day  society. 
The  pervasive  question  is  how  to  maintain  the  iden- 
tity and  freedom  of  the  individual  in  an  evermore 
complex  and  interdependent  society. 

Sociological  Impacts  of  Medical  Science 

May  I now  turn  to  a brief  discussion  of  the  social, 
or  perhaps  I should  say,  sociological  imjiacts  of 
medical  advance.  For  the  patient,  there  have  l)een 
two  of  particular  interest.  First,  the  patient’s  family 
has  become  a relevant  part  of  diagnosis  and  of  ther- 
apy. The  physician  is  frequently  as  interested  in  the 
patient’s  home  and  his  familial  relationships  as  he 
is  in  the  obvious  symptoms  of  diseases.  Certainly 
the  skilled  nurse  just  as  frequently  finds  herself 
instructing  the  family  about  regimens  of  diet  and 
rest  as  she  instructs  the  patient.  Secondly,  as  the 
hospital  has  changed,  the  patient  has  found  himself 
involved  in  activities  once  thought  to  lie  far  away 
from  patient  care.  As  the  hospital  has  had  to  become 
involved  in  education,  the  patient  cannot  avoid  at 
least  being  within  a teaching  environment.  Thus  the 
patient  is  more  than  just  a temporary  resident  of  an 
unusual  hotel,  hut  is  rather  a member  of  an  institu- 
tion of  great  comiilexity.  Fie  becomes  a participant 
as  well  as  a beneficiary  of  its  operation. 

.Sociological  impact  is  most  powerful  and  most 
obvious  upon  the  hospital  itself.  1 have  already 
referred  to  its  growing  institutionalization.  As  tlie 
hospital  has  responded  to  medical  advance,  it  has 
changed  from  a place  to  an  iiistnmicnf  for  the 
accomplishment  of  social  purpose.  It  has  become 
much  more  complex  as  well  as  much  more  impor- 
tant. In  response  to  greater  comple.xity  has  come 
greater  and  more  elaborate  organization.  Greater 
organization  has  focused  attention  upon  the  need 
for  more  and  better  administrative  skill.  Thus  many 
activities  have  become  professionalized.  These  are 
all  attributes  of  the  scene  as  it  becomes  necessary 
to  arrange  for  pooling  of  skills  and  of  facilities  and 


e(iuii)ment.  Ifvidence  of  a sociological  impact  on  the 
hos])ital  is  its  response  as  it  has  had  to  become  an 
institution  of  education  as  well  as  an  institution  of 
jiatient  care.  The  direct  impact  of  medical  advance 
is  to  demand  new  skill  and  new  art.  Hence  the 
hospital  has  to  he  a place  where  learning  ])roceeds 
regularly  and  constantly.  1 am  not  referring  alone 
to  the  education  of  physicians  and  nurses,  hut 
rather  to  the  education  of  the  newer  professions  and 
vocations  — social  workers,  medical  technologists, 
phvsical  therapists,  occupational  therapists,  radio- 
logical technicians,  dietitians,  medical  secretaries, 
practical  nurses,  orderlies,  nursing  aides,  and  many 
others.  I'urther.  just  as  a university  has  found  it 
impossible  to  teach  without  advancing  knowledge 
through  research,  so  the  hospital  has  found  it  nec- 
essar\'  to  engage  in  research  as  well.  This  in([uiry 
may  he  obvious  in  the  solution  of  medical  problems, 
hnt  is  not  confined  thereto.  In  today’s  hospital  there 
is  inciuiry  also  about  management,  about  efficiency, 
a))out  organization. 

The  sociological  impact  upon  the  hospital  per- 
sonnel is  equally  dramatic.  Just  as  the  individual 
professional  has  had  to  adjust  his  personal  habits 
as  he  became  a member  of  the  health  team,  so  have 
the  several  groups  within  the  hospital  been  faced 
with  intergroup  adjustments.  There  has  always 
l)een  the  problem  of  doctor-nurse  relationship,  hut 
now  there  is  the  medical  staff  and  nursing  staff 
relationship.  To  put  it  another  way,  as  the  hospital 
has  l)ecome  more  complex,  its  sociology  has  become 
more  complex  as  well.  Flowever,  the  most  profound 
imi)act  has  l)een  produced  by  the  necessity  of  con- 
tinued learning.  It  is  most  difficult  for  an  individual 
as  well  as  for  a group  to  he  l)Otli  teacher  and  pupil. 
It  is  particularlv  difficult  to  realize  and  to  admit 
that  one’s  knowledge  and  skill  is  not  complete  and 
that  one  must  continue  to  learn  and  to  inquire. 

Economic  Impact 

The  fourth  and  last  category  of  impacts  that  I 
would  discuss  is  economic.  The  economic  impact 
of  medical  advance  upon  the  patient  has  been  dra- 
matic and  e.xpensive.  I shall  cpiote  just  two  figures 
l)ecause  the  cost  of  medical  care  is  well  known  and 
loudly  debated.  Our  per  capita  exjienditures  for 
health  care  in  1934-v?5  were  $54.99.  A quarter- 
century  later  in  1959-60  they  were  $146.67.  (Both 
figures  are  iu  1960  dollars  and  the  167  per  cent 
increase  reflects  no  decline  in  the  purchasing  power 
of  the  dollar. ) To  put  it  another  way:  in  1928-29 
we  devoted  S.G  per  cent  of  our  gross  national 
l)roduct  to  health  care;  in  1959-60,  we  devoted 
5.4  per  cent  of  our  gross  national  product  to  our 
health  care.  These  are  very  substantial  increases 
and  one  may  well  ask  what  tlie}'  have  bought.  As 
easily  measured  returns,  they  have  bought  a 50 
per  cent  decrease  in  death  rates,  they  have  bought 
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20  years  ot  additional  life  expectancy.  There  have 
been  other  returns  which  are  difficult  to  measure  — 
less  pain,  greater  productivity,  and  more  happiness. 
Hut  suffice  it  to  say.  the  patient  must  have  found 
the  returns  attractive  or  he  would  not  have  doubled 
the  fraction  of  his  income  to  be  spent  for  this 
purjKise. 

second  dramatic  economic  impact  upon  the 
l)atient  has  been  the  phenomenal  growth  of  the 
])rej)avment  plan  through  the  use  of  insurance. 
Hlue  Cross,  Blue  Shield,  and  a host  of  others  have 
spread  across  the  country  and  throughout  our 
society.  Today  three  out  of  four  of  our  citizens  are 
involved  in  one  or  more  health  insurance  programs. 
Perhai)S  this  is  another  indication  that  health  care 
has  changed  from  a luxury  to  a necessity. 

The  hospital  has  also  felt  the  economic  impact  of 
medical  advance.  I need  not  point  out  to  this  audi- 
ence the  doul)led  and  tripled  capital  cost  of  provid- 
ing one  hospital  bed.  I need  not  remind  you  of  the 
bill  for  one  heart-lung  machine  or  for  a cobalt'*'’ 
source.  At  the  same  time  operating  costs  have 
skyrocketed,  and  the  financial  problems  have 
burgeoned.  Happily,  the  hospital  has  found  some 
much-needed  assistance.  Community  support,  both 
from  voluntary  philanthropy  and  from  tax  sources, 
has  increased  greatly.  The  near  universality  of 
hosj)ital  insurance  has  assured  the  hospital  of  more 
de])endahle  operating  funds.  On  the  other  hand, 
this  economic  assistance  has  come  with  some  strings 
attached,  f’ricing  of  hospital  services  is  regulated 
in  a numl)er  of  ways,  and  the  hospital  that  would 
accept  government  grants  must  conform  to  govern- 
ment i)rescriptions. 

Finally,  there  has  been  an  economic  impact  upon 
hos])ital  personnel.  As  skills  have  become  higher 
and  more  sophisticated,  society  has  increased  the 
economic  rewards. 

It  has  taken  a sul)stantial  time  to  cover  verv 
sketchily  and  very  partially  the  impacts  of  medical 
advance  upon  the  patient,  upon  the  hospital,  and 
ni)on  its  ])ersonnel.  I trust  that  I have  convinced 
you  that  there  are  impacts,  impacts  of  large  propor- 
tion and  great  variety  ; impacts  medical,  psycholog- 
ical. sfxriological,  and  economic,  yet  closely  related 
and  springing  from  the  same  causes.  Perhaps  you 
will  now  allow  me  the  license  of  a hit  of  crystal 
ball  gazing  into  the  future. 

Knowledge  will  continue  to  grow  at  an  ever- 
increasing  rate  and  it  will  be  translated  rapidly  into 
new  and  greater  skills.  Thus  the  impacts  which  I 
ha\e  discussed  will  become  more  powerful  and 
more  insistent.  Some  of  these  we  can  foresee, 
others  we  can  only  guess  about.  The  hospital  will 
become  even  more  complex  and  even  more  valu- 
able. The  death  rate  will  decline  further.  The  patient 
will  survive  more  critical  illnesses  and  avoid. 
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through  preventive  medicine,  many  of  his  current 
ills.  Health  insurance  will  become  universal  and, 
I devoutly  hope,  still  voluntary.  The  cost  of  medical 
care  will  rise,  and  the  American  peo])le  will  pay  for 
it  without  too  much  complaint.  Peo])le  who  serve 
in  hospitals  will  be  more  skilled  and  better  paid, 
but  they  will  still  be  struggling  with  ])roblems  of 
interpersonal  and  intergroup  relations. 

The  Rhode  Island  Hospital  looks  hack  in  pride 
to  a century  of  change  and  of  growing  service.  It 
can  also  look  forward  to  a century  of  change  and 
of  growing  service.  But  the  most  important  part  of 
that  look  forward  is  to  realize  that  the  hospital  has 
just  begun  to  develop  its  potentialities  for  human 
service.  The  horizon  of  that  future  is  nearly  unlim- 
ited. The  years  ahead  will  be  exciting  for  those  who 
serve  in  a hospital  — trustees,  professional  staft’. 
and  administrators.  They  are  going  to  be  wonder- 
ful years  in  which  to  live  and  to  work  in  vour 
chosen  service  to  humanity. 

ADVANCES  IN  MODERN  MEDICINE 
AND  PATHWAYS  TO  FUTURE  PROGRESS 

concluded  from  page  223 

of  life,  from  all  the  preparations  for  the  future 
which  normally  guide  our  every  action.  Their  prog- 
ress along  the  road  was  so  exciting.  It  was  such  fun 
always  to  anticipate  the  pleasures  of  the  ne.xt  step 
— and  now  there  is  no  next  step,  just  a precipice. 
They  were  so  used  to  fight  for  things  that  can  be 
compared  with  what  others  have  or  what  they  had 
before,  money,  fame,  power,  things  that  can  be 
stacked  away  for  the  future.  And  now  suddenly 
there  is  no  future. 

Our  colleagues  in  the  exact  sciences,  in  jdiysics, 
chemistry  or  mathematics,  share  with  us  and,  in 
many  respects,  surpass  us  in  everything  that  can  be 
said  about  “the  beauty  of  science  for  its  own  sake,” 
but  nothing  can  be  of  greater  concern  to  man  than 
the  agony  of  excruciating  pain  and  the  humiliation 
of  certain  death  which  wipes  out  all  our  motives. 
Xo  matter  how  hard  I try  to  remain  objective  and 
to  appreciate  the  importance  of  other  professions, 
I cannot  see  what  else  a young  intellectual  could  do 
with  his  life  that  would  be  more  meaningful  and 
satisfactory  than  medical  research.  Even  the 
grandeur  of  conquering  the  universe  or  the  fear 
that  war  may  break  out  or  that  our  world  may 
become  overpopulated,  seem  to  pale  at  the  bedside 
of  a patient  who  will  die  because  we  were  remiss  in 
our  efforts  to  learn  more  about  disease. 
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Tn  1947  AN  agc'.ressive  approach  to  the  diag- 

nosis  of  upper  gastrointestinal  hemorrhage  was 
ado])ted.  It  was  thought  that  classical  admonitions 
regarding  the  fragility  of  the  Ideeding  patient  and 
the  need  to  shun  him  diagnostically  were  resulting 
in  serious  harm  through  misdirected  therapy.  Safe 
and  effective  emergency  surgical  technics  for  put- 
ting a quick  end  to  hemorrhage  were  availalde,  but, 
for  lack  of  accurate  diagnosis,  were  often  being 
misused.  The  myth  — not  recognized  as  such  until 
diagnoses  became  accurate  — that  almost  all  ujjper 
gastrointestinal  hemorrhages  are  due  to  duodenal 
ulcer  meant  that  many  emergency  blind  gastrec- 
tomies were  carried  out  where  some  other  operation 
was  indicated. 

In  1961  experiences  with  650  patients  with 
upper  gastrointestinal  hemorrhage,  managed  by 
the  vigorous  diagnostic  aijproach,  were  described.^ 
The  present  report  brings  the  diagnostic  experi- 
ences up  to  date,  with  1000  patients  so  managed. 

Patient  Group 

'I'he  1000  patients  were  managed  personally  by 
the  author  between  1947  and  the  end  of  January 
1964  at  several  general  hospitals.  They  were  con- 
secutive patients  who  were  actively  Ideeding  from 
the  upper  gastrointestinal  tract.  Each  was  managed 
diagnostically  during  hemorrhage  by  the  technic  to 
he  outlined. 

The  proportion  of  women  was  13.2  per  cent, 
from  hospital  populations  which  average  19.7  per 
cent  women.  The  proportion  of  Xegroes  was 
8.3  per  cent,  the  exact  proportion  that  Negroes 
account  for  in  these  hospital  populations.  Four 
patients  were  Orientals.  Ages  ranged  from  14  to 
96  years. 

For  675  patients  this  was  the  first  hemorrhage. 
Two  hundred  eight  had  liad  one  previous  hemor- 
rhage, 61  had  had  two,  27  had  had  three,  and  29 

*From  the  Gastroenterology  Service,  Brooke  General 
Hospital,  Fort  Sam  Houston,  Texas.  Presented  at  Rhode 
Island  Hospital,  Providence,  R.  I.,  February  28,  1964, 
under  the  auspices  of  the  House  Officers’  Association. 


had  had  more. 

Diagnostic  Technic 

The  jirinciple  behind  the  approach  is  that  the 
doctor  wlio  becomes  responsilile  for  the  patient 
with  u])i)er  gastrointestinal  hemorrhage  must  let 
as  little  time  as  possible  elapse  before  he  identifies 
with  assurance  the  bleeding  lesion.  This  calls  for 
immediate  pandiagnostic  effort  following  initiation 
of  resuscitative  steps.  Blood  transfusion  is  begun 
and  continued  as  required.  Various  laboratory  and 
electrocardiographic  studies  are  accomjilished  dur- 
ing the  course  of  things,  as  considered  necessary. 
If  the  patient  is  alert,  a thorough  history  is  taken, 
with  special  effort  to  bring  to  light  coronary  artery 
disease,  diabetes,  and  chronic  renal  disease.  Rela- 
tives may  he  present  to  help  with  the  history.  Physi- 
cal examination  is  complete. 

All  of  this  takes  very  little  time.  Meanwlnle, 
after  the  history,  a Fr.  36  Ewald  tul)e  is  passed  into 
the  stomach  and  ice-water  lavage  is  carried  out 
with  the  help  of  a Toomey  bladder  evacuator.  Ice- 
water  lavage  furnishes  the  best  emergency  therapy 
for  all  forms  of  upper  gastrointestinal  hemorrhage, 
and  it  has  as  its  second  purpose  the  cleaning  of  the 
tract  for  imminent  endoscopic  examination. 

Fsophagogastroscopy  immediately  follows  lav- 
age. Its  purpose  is  to  find  the  small  amount  of  fresh 
bleeding  which  persists,  locate  the  responsible 
lesion,  identify  it,  and  recognize  any  other  disease 
which  hv  chance  may  he  present.  Endoscopic  suc- 
cess depends  on  the  presence  of  at  least  a little 
bleeding.  No  pre-examination  medication  is  used 
other  than  atropine. 

kipper  gastrointestinal  contrast  roentgenography 
immediately  follows  endoscopy.  The  radiologist  is 
urged  to  use  whatever  manipulations  he  feels  nec- 
essary to  gain  the  maximum  information  from  his 
examination. 

If  the  responsible  clinician  finds  it  desirable,  he 
can  have  within  an  hour  complete  historical,  phys- 
ical examination,  esophagoscopic,  gastroscopic,  and 
roentgenologic  information.  In  addition,  laboratory 
studies  have  been  initiated,  resuscitation  has  been 
carried  out,  blood  replacement  gotten  under  way, 
and  the  most  effective  emergency  hemostatic 
maneuver  completed. 
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The  Responsible  Lesiotis 
The  lesions  found  actually  to  be  bleeding  are 
listed  in  Table  1.  The  most  important  findings  here 
are  the  relatively  low  incidence  of  duodenal  ulcer, 
in  sj>ite  of  popular  admonitions  to  the  effect  that 
almost  all  hemorrhages  are  due  to  duodenal  ulcer, 
and  the  high  incidences  of  erosive  gastritis  and 
erosive  esophagitis. 

The  first  technic  to  make  the  diagnosis  was 
esojdiagoscopy  in  261  cases,  gastroscopy  in  328 
cases,  and  roentgenography  in  334  cases. 

Patients  without  Prior  Gastrointestinal  Symptoms 
The  1000  patients  could  be  di\  ided  into  some 
interesting  suhgrou])s.  There  were  344  patients 
who  had  never  had  any  previous  gastrointestinal 
symptoms  — the  hemorrhage  came  like  a bolt  out 
of  the  blue  ( Table  2 ) . This  was  an  important  group, 
not  only  because  the  patients  were  wholly  unpre- 
pared for  the  disaster,  hut  also  because  there  was 
no  prior  gastrointestinal  information  in  the  indi- 
vidual cases. 

It  is  important  to  note  that  for  89  of  the  duodenal 
ulcer  patients  this  major  complication,  hemorrhage, 
was  the  first  indication  that  there  was  troul)le.  For 
those  who  believe  in  the  prophylactic  application  of 
surgical  portal  decompression,  it  was  discouraging 

Table  1 

The  Bleeding  Lesions 

Patients 

Duodenal  ulcer 278 

Esophagogastric  varices 178 

Erosive  gastritis  125 

Gastric  ulcer  118 

Erosive  esophagitis  79 

.Mallory-W’eiss  syndrome  43 

Stomal  ulcer  30 

Gastric  carcinoma  12 

Others  . 60 

Undetermined  77 


Table  2 

Causes  for  Sudden  Hemorrhage  in  People  \X'ho  Had 
Never  Had  Previous  Gastrointestinal  Symptoms 

Patients 


Duodenal  ulcer 89 

Esophagogastric  varices 67 

Gastric  ulcer 43 

Erosive  gastritis 39 

Erosive  esophagitis  27 

.Mallory-W'eiss  23 

Esophageal  ulcer  5 

Carcinoma  of  stomach  4 

.\hcrrant  pancreas  duodenum  2 

Esophageal  carcinoma  1 

Mucosal  i)rolapse  into  esophagus 1 

Duodenal  leiomyoma 1 

"Cirsoid”  aneurysm  stomach  1 

Sarcoma  stomach  1 

Esophagitis  and  gastritis 1 

Undetermined 39 
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to  find  that  the  opportunity  to  search  for  varices 
did  not  present  itself  in  67  patients  until  thev  had 
already  begun  to  bleed. 

Patients  Known  to  Have  a 
Potential  Bleeding  Lesion 
Another  important  group  could  be  made  of  those 
patients  whose  upper  gastrointestinal  tract  had 
already  been  studied  for  some  reason,  with  the 
finding  of  a lesion  which  could  have  been  respon- 
sible for  the  current  hemorrhage.  Four  hundred 
nine  of  the  i)atients  had  had  a known  lesion  such  as 
this,  hut  in  168  (40.1  per  cent)  of  the  cases  the 
bleeding  was  found  to  he  from  some  other  source. 
The  details  are  shown  in  Table  3.  In  particular  it 
should  he  noted  that  more  than  one-third  of  patients 
with  known  duodenal  idcer  were  bleeding  from 
some  other  lesion. 

Discovered  Lesions  that  W'ere  Not  Bleeding 
Among  the  1000  patients,  no  bleeding  lesion 
could  he  found  in  77.  Among  the  other  923,  there 
were  1361  actual  or  potential  bleeding  lesions.  The 
extra  lesions  are  shown  in  Table  4.  In  particular 
it  should  he  noted  that  121  duodenal  ulcers  that 
were  not  bleeding  were  found. 

Table  4 

Uncovered  Lesions  Not  Responsible  for  Hemorrhage 


Cases 

Duodenal  ulcer  121 

Hiatus  hernia,  uncomplicated  96 

Esophageal  varices  66 

Erosive  esophagitis  57 

Gastric  ulcer  34 

Erosive  gastritis  . 30 

Others  34 


Failures  and  Injuries 

There  was  diagnostic  failure  in  7.7  per  cent  of 
the  cases.  The  usual  ex])lanation  was  failure  of 
ice-water  la^■age  to  halt  the  bleeding,  with  conse- 
quent unsatisfactory  endoscopic  examinations.  In 
fewer  cases  all  e.xaminations  were  satisfactorv,  hut 
no  lesion  could  he  found. 

In  no  case  was  there  any  suspicion  that  the  diag- 
nostic ministrations  caused  any  injury  or  aggra- 
vated bleeding. 

Sutnmary 

One  thou.sand  patients  with  significant  upper 
gastrointestinal  hemorrhage  were  managed  hv  the 
vigorous  diagnostic  ai)proach.  As  part  of  the 
technic,  esophagogastroscopic  and  radiologic  e.xam- 
inations were  made  immediately,  during  active 
h.emorrhage. 

It  was  concluded  that  89.6  ])er  cent  of  the  imme- 
diate diagnoses  were  correct.  Xo  diagnosis  could  be 
made  in  7.7  per  cent  of  the  patients.  Duodenal  ulcer 
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Table  3 

The  Actual  Bleeding  Lesions  Among  Those  Patients 
Already  Known  to  Have  a Potential  Bleeding  Lesion 
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Actual  Bleeding  Lesion 


Previous 

Diagnosis 

Duodenal 

Ulcer 

\"arices 

Stomal 

Ulcer 

Gastric 

Ulcer 

Esophagitis 

or 

Gastritis 

Other 

or 

Undeter- 

mined 

Per  cent 
Bleeding 
from  other 
Lesion 

Duodenal  ulcer 

104 

17 

0 

18 

17 

7 

36 

Cirrhosis 

15 

78 

0 

8 

18 

3 

36 

Postop.  stomach 

1 

4 

24 

1 

16 

12 

59 

Gastric  ulcer 

4 

6 

0 

8 

2 

3 

65 

Hiatus  hernia,  esophagitis,  gastritis 

2 

3 

0 

4 

11 

4 

54 

Other  

0 

0 

0 

0 

3 

16 

16 

was  the  resi)onsil)le  lesion  in  only  27.8  per  cent. 
Among  ])atients  already  known  to  have  a potential 
bleeding  lesion  in  the  upper  gastrointestinal  tract, 
the  current  hemorrhage  was  from  some  other  source 
in  40  per  cent. 

Xo  injuries  were  recognized  as  a result  of  the 
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vigorous  diagnostic  procedures,  and  in  no  case  was 
it  thought  that  the  bleeding  had  been  aggravated. 
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THE  ROLE  OE  PEDIATRICS  IN  MENTAL  RETARDATION* 
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York  City,  .-idiiiinistratree  Director,  Clinic  for  Men- 
tally Retarded  Children,  Xeze  York  Medical  College, 
Flozecr  and  Fifth  Az'oiiie  Flospitals;  Associate  Pro- 
fessor of  Pediatrics.  Xcze  York  Medical  College; 
.Attending  Pediatrician.  Metropolitan  Medical  Center. 


T \ i HE  LAST  dkcade-axd-a-half  \ve  have  begun 

to  meet  the  needs  and  problems  of  tlie  mentally 
retarded  with  a fresh,  enthusiastic  interest  with 
reinforced  responsibility  on  the  part  of  the  medical 
profession.  This,  in  turn,  has  helped  mature  the 
tremendous  development  and  growth  of  the  multi- 
disciplinary approach,  utilizing  such  services  as 
jiediatrics, psychology. social  service,  and  education. 
In  this  process,  our  own  attitudes  as  physicians 
have  changed  from  despair  to  realism  in  the 
approach  to  the  retarded  individual  and  his  family. 
The  pln  sician's  responsibility  in  dealing  with  the 
mentalh-  retarded  cannot  he  concerned  onl\-  with 
the  assessment  of  the  retardate’s  biological  status, 
but  must  also  view  his  functioning  as  a social  being 
in  his  own  special  social  and  cultural  environment. 
To  obtain  this  comprehensive  evaluation  of  the 
retarded  person  and  the  particular  milieu  in  which 
he  functions,  we  must  recognize  the  need  for  col- 
laborative sharing  of  expert  knowledge  from  all 
disci])lines.  The  multi-disciplinary  approach  is  the 
onlv  approach  that  will  provide  effective  diagnosis, 
treatment,  and  management  of  the  retardate  regard- 
less of  his  degree  of  retardation. 

Mental  retardation  is  a symptom  and  not  a disease 
entitv  or  syndrome.  It  may  be  defined  as  a condition 
of  impaired  intellectual  development  which,  having 
a wide  range  of  variability  from  nearly  normal  to 
grosslv  deficient  and  abnormal,  does  not  allow  the 
individual  to  function  in  a manner  commensurate 
with  his  chronological  age.  Since  mental  retarda- 
tion is  verv  comjilex.  the  diagnosis,  treatment,  and 
rehabilitation  is  primarily  and  necessarily  a medical 
jiroblem  and  responsibility. 

It  has  been  fairly  well  documented  that  3 per  cent 
of  the  new-horn  to  18  year  old  population  of  the 
L'nited  .‘States  are  mentally  retarded.  Therefore,  it 

♦Presented  at  a meeting  of  the  Providence  Medical 
-Association,  at  Providence.  R.  I.,  February  .1,  1%4. 


can  be  estimated  that  5.000.000  of  our  population 
are  retarded. and  1.500 .000  are  children.  0.1  percent 
of  the  total  population,  or  160,000  i)ersons.  are  so 
retarded  as  to  he  completely  deiiendent.  with  a 
mental  age  of  below  3 years  when  thev  become 
adults,  thus  requiring  institutional  care.  This  implies 
that  a tremendous  number  of  retardates  remain  in 
their  community,  with  only  a few  able  to  avail 
themseh  es  of  medical  or  educational  and  vocational 
rehabilitation  services. 

Evaluation 

The  evaluation  of  the  mentally  retarded  is  a 
multi-di.sciplinarv  ])rohlem.  Pediatrics  cannot  alone 
undertake  diagnosis,  treatment,  and  rehabilitation. 
If  only  a part  of  the  whole  individual  were  consid- 
ered. the  final  analysis  and  results  would  be  mean- 
ingless. since  a child's  physical,  mental,  social,  and 
emotional  growth  are  simultaneous. 

Parents  constantly  inquire  about  the  eventual 
future  of  the  retarded  child.  Pediatricians  and  para 
jtrofessional  consultants  are  no  less  interested. 
These  questions  serve  onlv  to  emphasize  our  pur- 
pose to  determine  the  fullest  capabilities  and  adapt- 
abilities of  the  mentally  retarded  and  to  develop  his 
best  potential.  .Although  the  investigation  leading 
to  diagnosis,  treatment,  and  management  of  the 
mentally  retarded  child  is  a group  efifort.  the  jthysi- 
cal.  mental,  social  and  emotional  comjionents  should 
not  lose  their  identities. 

Mental  retardation  is  not  a precise  term.  It  is 
not  sufficient  to  describe  a child  or  an  adult  as 
mentallv  defective,  slow,  mongoloid.  hrain-injured, 
or  hydrocephalic.  In  order  to  understand  the  child 
and  his  needs,  much  more  must  he  known  about  his 
actual  functioning  level  and  his  potential  capacity 
for  social  adaptation  and  social  growth.  How  are 
the  diagnoses  made?  W hat  are  the  ])ractical  con- 
siderations in  establishing  a diagnosis?  When  are 
studies  necessary  in  children  presumed  to  be  men- 
tally retarded  ? 

Thev  are  important  when  a parent.  j)hysician. 
educator,  psychologist,  jtsychiatrist.  or  social 
worker  realizes  that  the  measured  growth  and 
development  of  a child  is  not  within  the  wide  vari- 
ations of  the  normal  standards,  regardless  of  the 
age  of  the  child,  circumstances,  or  e.xisting  condi- 
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tions.  Therefore,  initially  the  diagnosis  de])ends 
njion  the  clinical  acumen,  interest,  and  the  medical 
integrity  of  the  physician  in  evaluating  the  child 
according  to  the  normal  standards  of  growth  and 
develoimient.  When  a child  is  presented  for  diag- 
nosis, the  history  is  of  primary  importance.  What 
events  or  facts  of  the  child’s  life  were  significant  ? 
Was  his  prenatal,  paranatal,  and  postnatal  history 
significant  ? Can  any  information  he  elicited  to 
relate  hereditarv  and  familial  factors  ? 

Classification 

There  are  many  possible  causes  of  mental  retard- 
ation. .\s  a guide  to  a thorough  investigation  of 
these  factors,  the  following  classification  is  useful : 

I.  Etiological  classification 

A.  Prenatal  factors 

1.  Hereditary,  e.g.,  familial,  metachromatic, 
leucoencephalopathy,  cerebral  sclerosis, 
craniostenosis 

2.  .Acquired  in  utero,  e.g.,  infection  ( rubella  ), 
anoxia,  hemorrhage,  iso-immunization,  endo- 
crine, roentgen-ray  irradiation,  cytomegalic, 
inclusion  disease,  toxoplasmosis,  lues,  dietary 
deficiencies,  effects  of  lead  intoxication,  toxic 
effect  of  drugs  such  as  steroids,  excess  of 
vitamin  A 

B.  Xatal  factors 

1 . Ano.xia  and  hemorrhage 

2.  Birth  trauma 

C.  Postnatal  factors 

1.  Trauma,  e.g.,  accidental  skull  fracture 

2.  Infections,  e.g.,  meningitis,  encejihalitis 

.1.  Toxic,  e.g.,  lead,  arsenic,  coal  tar  derivatives 

4.  Vascular  accidents,  e.g.,  congenital 
aneurysms,  cerebrovascular  thrombosis 

5.  Anoxia,  e.g.,  carbon  monoxide 

6.  Neoplasm 

II.  Pathologic  classification 

A.  Primary  cerehrocranial  development  defects 

1 . Cerebral  malformations, 

e.g.,  cerebral  agenesis,  cerebral  hypoplasia 
and  cerebral  hyjierplasia  ( macrocephaly ) 

2.  Cranial  defects, 

e.g.,  craniostenosis  and  hypertelorism 

3.  Congenital  ectodermoses, 

e.g.,  tuberous  sclerosis,  cerebral  angiomatosis 
( Sturge-Weber  syndrome ) and 
neurofibromatosis  ( Phakomatosis-Group ) 

4.  Mongolism 

5.  Familial  defect 

( defective  or  inferior  intelligence  in  one  or 
both  parents  and  in  other  siblings  ) 

6.  Undiff'erentiated  cerehrocranial  defect 
(primary  amentia).  (As  our  knowledge  of 


cerebral  ])hysiol()gy  and  i)athology  iucrea.ses, 
the  number  of  cases  placed  iu  this  last  cate- 
gory will  decline.) 

B.  Secondary  cerebral  malformations 

1.  Porencephaly,  e.g.,  from  trauma 

2.  Hydrocephalus,  e.g.,  from  congenital  anom- 
alies of  the  centnd  nervous  system,  intracranial 
hemorrhage  associated  with  birth  trauma, 
ano.xia,  infection  or  neoj)la.sm 

C.  Central  nervous  system  abnormalities 
associated  with  metabolic  rlefects 

1.  Phenylijyruvic  oligophrenia 

2.  ( ialactosemia 

3.  Cretinism  ( congenital  hypothyroidism  ) 

4.  Gargoylism  (Hurler’s  syndrome, dysostosis 
multiple.x  ( mucopolysaccharides ) 

3.  Hepatolenticular  degeneration 
(A\  ilson’s  disease  ) — cojiper 

6.  Reticuloendotheliosis, 

e.g.,  Gaucher’s  Xeimann-Pick-phospholipids 

7.  Maple  syrup  syndrome 

8.  Hartnup’s  Syndrome  1956 

9.  .Argininosuccinuria 

10.  Cystathioninuria 

11.  Childs-Cooke  Syndrome 

Xot  more  than  5 per  cent  of  mental  retardation 
falls  into  the  metabolie  defeet  elassifcation. 

1).  .Acquired  focal  or  disseminated  central 
nervous  system  lesions 

1.  Post-to.xic  and  infection,  e.g.,  lead  enceph- 
alopathy, viral  encephalitis,  kernicterus 

2.  Post-traumatic  lesions 

3.  Posthypo.xic 

F.  Degenerative  disorders  of  the 
central  nervous  system 

1.  Cerehromacular  degeneration  (Tay-Sachs 
disease,  amaurotic  familial  idiocy  ) — Fipid 

2.  1 )emyelinating  encephalopathies 

h'.  Functional  mental  retardation 
( pseudoretardation  ) , those  conditions  should 
he  differentiated  from  psychoses 

Growth  and  Development 
( )nce  certain  facts  are  established,  the  doctor 
assumes  the  responsibility.  Between  the  doctor  and 
family  there  should  he  a rapport  blended  of  confi- 
dence and  candor.  Early  recognition  of  symptoms 
and  treatment  planning  are  necessary  for  a whole- 
some climate  in  the  management  of  the  mentally 
retarded. 

The  physician  is  not  always  the  first  detector  of 
signs  and  symptoms  in  the  mentally  retarded  ; often 
he  has  been  alerted  by  a keen,  acute,  observing, 
non-medical  person.  More  often  than  not,  this 
person  has  been  the  parent. 
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W’e.  as  pediatricians,  should  always  remember 
that  every  human  being  is  horn  with  a certain  heri- 
tage and  potential,  whether  it  be  large  or  small. 
Growth  — physical,  intellectual  and  social  — is  a 
continuous  process  of  differentiation  and  integra- 
tion. It  takes  time  to  grow.  It  takes  time  to  mature. 
It  takes  time  to  he.  This  sim])le  factor  of  time  is 
important  and  of  special  significance  in  the  child 
who  is  retarded. 

Growth  cannot  he  forced  or  delayed  without 
causing  difficult\-  for  the  child  and  those  who  are 
resi)onsil)le  for  him.  This  simple  fact  is  of  para- 
mount importance  in  maturation  of  the  retarded 
child.  Every  child  is  born  with  the  ability  to  per- 
form a few  simple  tasks  for  himself.  However,  if  he 
is  to  survive  and  grow,  he  must  have  steady  and 
su])porting  help  from  others.  Maturation  is  a slow 
hut  steady  process  of  change  from  dependency  to 
independence  and  self-sufficiency  in  accordance 
with  the  individual’s  potential. 

Most  children  grow  up  in  families  consisting  of 
a mother,  father,  brother,  and  sister.  While  it  is 
true  that,  because  of  the  sweeping  changes  in  our 
social  order,  the  character  of  the  structure  of  the 
family  today  is  different  from  that  of  yesterday,  the 
essentials  involved  in  child  rearing  remain  the 
same.  In  the  secure  home  setting,  the  difficulties  of 
growing  up  can  be.  or  at  least  should  be.  tempered 
always  with  tolerance  and  patience.  It  is  in  the  home 
that  the  child  acquires  the  much-needed  sense  of 
belonging  that  is  so  important. 

How  does  the  retarded  child  learn  these  essen- 
tials ? First  and  foremost  by  being  accepted — loved 
for  himself  alone  and  not  for  what  someone  expects 
of  him  or  wants  him  to  be.  The  abnormal  child  who 
is  accei)ted  and  loved  for  what  he  is  will  grow  up 
without  the  feeling  that  he  is  too  much  different 
from  others,  and  will  thereb}'  have  a better  chance 
to  develop  his  capacities  to  the  fullest. 

child  has  i)hysical  needs  — diet,  sleep,  activity, 
recreation  ; hut  he  also  has  emotional  and  aff'ec- 
tional  needs.  Since  the  latter  are  often  not  gratified, 
due  to  the  parents’  and  others’  lack  of  appreciation 
of  what  is  required,  the  child  will  encounter 
difficulties. 

The  retarded  child  must  be  given  responsibility 
according  to  his  age  and  experience.  He  must  have 
opiiortunity  to  make  mistakes  and  learn  from 
error.  He  must  learn  not  to  fear  failure,  but  to  deal 
effectively  with  its  sources  and  causes.  He  must 
learn  to  master  frustration  which  generally  comes 
from  denial.  He  must  learn  his  limits  early  and 
learn  to  make  the  necessary  compensations.  He 
recpiires  protection  and  encouragement  to  try  again 
after  failure. 

Parents  of  retarded  children  are  for  the  most 
part,  burdened  with  problems.  They  often  feel 
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harassed,  uncertain,  and  frustrated.  These  feelings 
com])licate  life  for  them  and  for  the  children.  The 
sources  of  their  concern  are  varied.  Why  did  this 
ha\  e to  happen  ? Why  did  this  happen  to  us  ? M’hat 
was  wrong  with  us?  M'hat  might  we  have  done? 

Family  Problems 

The  parents  seek  answers  to  five  important 
questions : 

1.  They  know  something  is  wrong  — therefore, 
they  come  for  confirmation  of  their  doubts 
and  anxieties. 

2.  Degree  of  retardation  ? Once  diagnosis  is 
established  — how  much  ? 

3.  Interpretation  of  “how  much?’’ — whether 
mild,  moderate,  or  severe  ? 

4.  Plan  for  the  future  ? 

3.  3\'hat  will  happen  when  the  parents 
no  longer  survive? 

It  is  stressed  that  the  parents  must  accept  the 
child  as  he  is.  Emphasis  is  then  placed  upon  what 
can  best  he  done  to  meet  the  basic  needs  of  the 
child.  For  the  future  there  is  no  standard  plan  for 
every  child.  Each  child  and  each  family  has  its  own 
particular  problems  and  these  may  change.  These 
children  grow  just  as  other  children  grow.  It  is 
the  task  of  the  pediatrician  to  guide  their  growth 
wholesomely  and  healthfulh'. 

What  are  some  of  the  key  characteristics  for 
which  a pediatrician  should  he  on  the  alert?  In  the 
older  child  he  may  note  : 1 . Hyperactivity  — which 
often  creates  a school  problem  causing  restlessness 
and  inattentiveness  ; 2.  a short  attention  span,  thus 
diminishing  the  periods  of  concentration  ; 3.  learn- 
ing problems  at  school  (reading,  arithmetic  and 
spelling  I : 4.  disturbed  perceptual  faculties  for 

letter  and  word  identification ; 5.  little  or  no  rote 
memory:  and  6.  motor  awkwardness  — peculiar- 
ities of  muscle  tone.  Personality  traits  which  may 
reveal  difficulties  are  : 1.  impulsivity,  2.  low  frus- 
tration thresholds,  3.  emotional  instability  and 
lability.  4.  temper  tantrums,  and  5.  aggravation  of 
stress  reactions  — which  are  incompatible  with  his 
ability  to  react  to  his  environmental  stimuli.  These 
reactionary  anxieties  often  are  manifested  as  fear, 
anger,  negativism,  and  sometimes  rejection. 

Few  of  the  symptoms  cited  are  characteristic  of 
emotionally  disturbed  children  unless  there  is  basic 
mental  retardation.  However,  we  are  cognizant 
that  these  symptoms  superimposed  on  the  mentally 
retarded  only  tend  to  intensify  the  existing  prob- 
lems. and  are  not  as  easily  dismissed  as  having 
purely  emotional  etiology. 

W e must  keep  in  mind  the  mental,  social,  physi- 
cal, emotional,  maturational  growth  of  the  young 
normal  child.  Since  the  normal  child  continues  to 
he  physiologically  immature  for  a large  span  of  his 
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early  years,  his  life  is  doubly  complicated  by  the 
usual  emotional  complexities  of  everyday  liviipa^. 
These  problems  are  not  always  easily  identified. 
Thus,  if  all  of  these  normal  deviations  are  expected 
in  a growing  child,  one  must  realize  that  the  host  of 
problems  superimposed  upon  a mentally  retarded 
child  can  make  for  a monumental  task  in  diagnosis, 
treatment,  and  rehabilitation,  as  well  as  increased 
difficulties  for  the  family. 

Earl V Detection 

In  the  younger  child  or  infant  it  is  not  always 
easy  or  possible  to  detect  retardation,  regardless  of 
the  etiology.  This  difficulty  is  probably  a result  of 
the  variations  in  the  clinical  syndromes  whether 
mild  or  severe,  whether  neurological  findings  are 
evident  or  whether  metabolic  .sym])toms  are  obvious 
— such  as  those  of  cretinism,  galactosemia,  or 
])henylpyruvic  oligophrenia.  It  is  also  based  on  the 
possible  transitional  character  of  the  prevailing 
symptoms  and  whether  they  will  continue  to  he 
minimal,  maximal,  or  negligible.  Often  the  original 
diagnosis,  ])articularly  in  the  infant,  must  be  revised. 
The  definitive  diagnosis  may  become  positive  at  a 
later  time  when  rehabilitative  measures  and  treat- 
ment can  he  more  realistic  and  practical.  Also,  espe- 
cially in  early  infancy,  intelligence  test  results  often 
prove  to  he  poor  indicators  of  later-life  functioning 
and  adjustment. 

In  the  diagnosis  of  the  retarded,  a comjdete  and 
careful  history  and  a thorough  physical  examination 
are  essential.  This  does  not  by  any  means  complete 
the  picture.  Assistance  from  the  allied  disciplines 
must  then  he  sought  and  employed  in  order  fully 
to  evaluate  the  mentally  retarded.  These  services 
include  psychological,  social  service,  psychiatric, 
neurological,  speech,  hearing,  educational,  ortho- 
pedic, and  ophthalmological.  Other  selective  serv- 
ices are  also  often  utilized. 

Laboratory  Studies 

The  laboratory  cannot  he  overemphasized  as  an 
aid  in  diagnosis,  treatment,  and  management.  Rou- 
tinely, a complete  set  of  laboratory  examinations 
should  he  carried  out.  In  addition  to  clinical  a])])li- 
cations,  these  may  have  research  value.  The  tests 
should  include,  in  addition  to  the  usual  ones,  blood 
serology,  metabolic  studies  such  as  blood  choles- 
terol and  esters,  and  protein-hound  iodine.  The 
latter  two  tests  may  he  adjunctive  in  cases  with 
uncertain  confirmation  of  cretinism  or  other  endo- 
crine disturbances.  A comjilete  urinalysis  should 
always  include  testing  for  phenyljnTuvic  acid.  This 
may  reveal  jdienylketonuria.  This  disorder  is  caused 
by  an  error  due  to  an  enzyme  deficiency  in  metabo- 
lism of  phenylalanine,  an  essential  amino  acid.  The 
result  is  an  excessive  accumulation  of  phenylpyru- 
vic  acid  in  the  blood-stream,  afifecting  adversely  the 


develo])ment  of  the  central  nervous  system.  The 
victims  are  generally  blond  aiul  hlne-eyed.  The 
newest'test  for  this  disorder  is  the  (luthrie  blood 
test  which  is  usually  done  in  the  newborn  nur.sery. 
Chromatin  and  chromosomal  studies  should  he  done 
when  feasible.  Galactosemia  is  a congenital  enzy- 
matic defect  in  the  metabolism  of  lactose  which 
produces  a typical  clinical  .syndrome  with  onset  in 
the  neonatal  period.  There  mav  he  failure  to  gain 
weight.  hei)atomegaly  and  jaun<lice,  cataracts,  men- 
tal retardation,  albuminuria,  galactosuria,  and  an 
abnormal  galactose  tolerance  curve.  If  a lactose- 
free  diet  is  given  before  irreversible  liver  damage 
has  occurred,  the  prognosis  in  this  disorder  is  good. 

Knowledge  of  the  existence  of  such  svndromes 
and  the  urgency  of  early  diagnosis  should  lead  to 
early  treatment  and  the  end  cure  or  lessened  mor- 
bidity. since  degree  of  jiathologv  is  directlv  ])ropor- 
tionate  to  delay  in  treatment. 

Further  diagnostic  procedures  have  value.  Roent- 
genograms are  useful  in  determining  the  size  and 
shape  of  the  sknll  and  also  in  revealing  old  frac- 
tures, intracranial  calcifications,  craniostenosis,  and 
abnormal  markings.  Early  .surgical  intervention, 
preferaljly  before  six  months  of  age,  is  indicated  in 
craniostenosis.  Craniectomy  with  insertion  of  poly- 
ethylene film  relieves  the  cerebral  compression  and 
offers  a good  prognosis.  Ojjeration  is  also  indicated 
for  subdural  hematoma.  X-ray  studies  of  the  long 
hones  and  wrists  offer  a means  of  comparing  hone 
age  with  mental  and  chronological  ages. 

Air  studies,  such  as  pneumoencephalogram  or 
verticulogram,  are  indicated  occasionallv.  Electro- 
encephalograms are  often  helpful,  particularlv  in 
children  with  associated  convulsive  disorders. 

Drug  Therapy 

Aledication  is  hel])ful  iu  treating  the  behavior 
disturbances  and  hyperactivitv  often  associated 
with  mental  retardation.  These  drugs  include 
Reserpiue,®  Thorazine,®  Benadryl,®  Xostyn,® 
Dramamine,®  De.xedrine,®  and  Trilafon.®  Their 
individual  efficacy  cannot  he  predicted,  hut  can  he 
determined  by  trial.  The  necessary  dosage  to  pro- 
vide the  desired  result  is  often  larger  with  normal 
children.  When  these  drugs  are  effective,  they 
permit  easier  training  and  education  and  simulta- 
neous increase  in  attention  span. 

Drugs  indicated  in  the  treatment  of  the  con- 
vulsive disorders  which  may  he  associated  with 
mental  retardation  include  phenobarhital.  Dilantin,® 
Gemonil,®  Alesantoin,®  Mysoline,®  Tridione,® 
Paradione,®  Weharal,®  Phenurone,®  and  bromides. 
When  single  drugs  are  ineffective,  combinations  of 
drugs  should  he  tried.  Unusual  results  are  some- 
times encountered  in  retarded  children.  For  exam- 
ple. Dilantin®  and  phenobarhital,  which  are  usually 
effectir  e for  idiopathic  grand  mal  seizures.  ma\-  not 
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be  as  effective  as  the  drugs  usually  given  for  petit 
mal.  such  as  Triclione.® 

The  usual  attention  to  good  nutritional  care, 
prevention,  and  early  treatment  of  infection  is. 
of  course,  iust  as  applicable  to  the  retardate  as  to 
the  normal  child. 

When  the  full  diagnostic  procedure  is  completed, 
the  child  should  have  a comprehensive  evaluation 
related  to  function.  This  should  include  the  intellec- 
tual. emotional,  social,  speech,  and  other  appraisals, 
such  as  motor,  sensory,  visual,  and  hearing 
handicaps. 

Psychiatric  Disorders 

In  the  differential  diagnosis  it  is  necessary  to 
consider  manv  entities  which  simulate  mental 
retardation  other  than  a primary  deficiency  of 
intellect,  since  they  mav  interfere  with  a child's 
abilit}'  to  learn.  As  previously  suggested,  brain 
damage,  giving  rise  to  hyperkinesis,  distractahility 
and  impulsivity.  can  interfere  with  learning  even 
when  there  is  no  mental  deficiency. 

Probably  the  most  difficult  problems  in  differen- 
tial diagnosis  are  those  emotional  disorders  which 
simulate  true  mental  retardation.  With  more  care- 
ful psychiatric  evaluation  of  patients  referred  as 
retarded,  a greater  number  will  he  found  to  l)e 
suffering  from  primarv  emotional  disorders.  Until 
recently,  childhood  schizophrenia  and  infantile 
autism  were  often  misdiagnosed  as  mental  retarda- 
tion. Although  childhood  schizophrenia  was  origi- 
nally considered  to  he  a disorder  following  a period 


51,582,000,000 

APPROPRIATIONS  CLEAR  HOUSE  ...  On 
Tuesday,  April  14,  the  House  passed  the  Labor- 
HEW  appropriations  bill,  H.R.  10809,  which  pro- 
vided the  following  funds  for  fiscal  1965.  Food 
and  Drug  Administration,  S50  million;  Vocational 
Rehabilitation  Administration,  S145.8  million; 
Hospital  Construction,  S23.3  million;  Health  Pro- 
fessions Educational  Assistance  Act,  S85.8  million; 
and  the  National  Institutes  of  Health,  S 1,045  mil- 
lion. The  NIH  appropriation  was  further  broken 
down  as  follows:  General  Research  and  Service, 

5162.9  million;  Biologies  Standards,  S4.9  million; 
Institute  of  Child  Health  and  Human  Develop- 
ment. S42.7  million;  National  Cancer  Institute. 
S140  million;  National  Institute  of  Mental  Health, 

51 87.9  million;  Construction  of  Community  Men- 
tal Health  Centers.  S35  million;  National  Heart 
Institute.  S124.1  million;  National  Institute  of 
Dental  Research,  S20  million;  National  Institute  of 
Arthritis  and  Metabolic  Diseases,  SI  12  million; 
National  Institute  of  Allergj-  and  Infectious  Dis- 
eases. S70  million;  National  Institute  of  Neurologi- 
cal Diseases  and  Blindness,  S87.6  million;  and 
Grants  for  the  Construction  of  Health  Research 
Facilities,  S58  million.  The  total  Public  Health 
Service  appropriation  was  SI, 582  million.  The  bill 
will  now  go  to  the  Senate  for  its  consideration. 
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of  normal  development,  it  now  seems  likelv  that  it 
may  be  revealed  at  birth.  As  the  syndrome  pro- 
gresses. it  is  detected  chiefly  by  a triad  of  findings : 
(1)  disturbance  of  motility  (bizarre  patterns  of 
movement,  imjiiilsive  and  unpredictable  motor 
activity  ).  (2)  disturbance  of  speech,  and  (3)  defi- 
nite and  sustained  withdrawal  of  interest  from  the 
external  world.  The  keynote  of  the  performance  of 
the  schizophrenic  child,  either  on  a retarded  or  a 
superior  level,  is  irregularity  and  nnpredictahilitv 
of  behavior. 

Primary  infantile  autism,  probahly  a form  of 
early  schizophrenia,  is  another  entity  which  is  dif- 
ficult to  distinguish  from  early  mental  retardation. 
The  symptoms,  which  are  apparent  quite  earlv  in 
infancy,  consist  of  extreme  withdrawal  and  resist- 
ance to  jthysical  contact  with  others.  If  these  chil- 
dren are  examined  after  an  interval  of  several  vears, 
they  may  appear  to  be  marked  mental  retardates. 
Yet  an  intelligent  facies  and  uneven  spurts  of 
superiority  in  certain  areas  of  achievement  mav 
reveal  a deceptive  autism. 

Reactionary  symptoms  of  fear,  hostilitv.  aggres- 
siveness. inadequacy,  and  resentment  in  a child 
may  cause  moderate  inhibition  of  learning.  In  this 
manner,  an  incorrect  diagnosis  of  mental  retarda- 
tion ma}-  he  made  during  emotional  stresses  and 
strains  of  childhood.  The  pediatric,  psychological, 
and  psychiatric  assessments  must  therefore  be  as 
accurate  as  possible  in  order  to  distinguish  pseudo- 
retardation and  psychoses. 

Conclusion 

31ental  retardation,  produced  by  a wide  variety 
of  conditions,  is  a major  medical,  social,  and  mental 
health  problem.  Although  there  is  little  in  the  wav 
of  specific  therapy  for  this  condition,  careful  and 
comprehensive  evaluation  and  management  of  the 
retarded  child  can  produce  gratifying  results  in 
terms  of  the  retardate's  achievement  and  adjust- 
ment. as  well  as  acceptance  by  his  family  and  society. 
What  can  be  accomplished  is  often  proportionate  to 
the  availability  of  facilities  for  evaluation  and  man- 
agement. The  physician  has  a responsibilitv  to  take 
a leading  part  in  the  team  management  of  the 
retarded  child. 

Ultimatelv  the  answer  to  the  problem  of  mental 
retardation  lies  in  prevention.  This  can  be  achieved 
only  by  basic  and  applied  research  in  prenatal  and 
postnatal  causes. 

Research  in  genetics  and  in  etiology  is  adding 
constantly  to  our  sum  of  knowledge.  Never  before 
has  there  been  more  emphasis  nationally  and  inter- 
nationallv  on  all  phases  of  mental  retardation. 
These  are  indeed  exciting  times.  In  the  light  of 
current  research  in  genetics  and  metabolic  errors, 
we  may  well  be  on  the  threshold  of  an  historic 
break-through. 
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PRESIDENT’S  MESSAGE 

T HAVE  BEEN  GREATLY  IMPRESSED  (luriiig  Illy  year  as  Presidentelect,  goin<>'  to  committee 

meetings,  council  meetings,  and  the  House  of  Delegates,  with  the  excellence  of  the 
organization  that  my  predecessors  have  developed  and  with  the  efficiency,  devotion  and  dignity 
with  which  Tom  Perry  has  carried  his  office  as  1 ’resident.  He  has  set  a high  standard  for  me 
to  live  np  to.  I will  do  my  best  to  justify  your  confidence. 

It  would  he  enjoyable  now  to  di.scnss  with  you  the  tremendous  and  dramatic  medical 
developments  of  the  past  decade  and  the  hopes  of  future  advances  in  the  amelioration  of  human 
suffering.  These  are  the  things  that  are  closest  to  us  and  of  the  greatest  significance  to  people, 
hut  at  the  moment  I feel  there  is  something  of  greater  importance.  We  are  at  a crossroads 
that  may  well  determine  whether  these  developments  will  be  continued  or  be  stifled.  W'hen  I 
say  we,  I mean  this  great  nation  of  ours.  It  is  important,  for  much  more  than  us  as  physicians, 
than  us  as  Rhode  Islanders,  and  probably  even  than  us  as  Americans.  We  are  in  a position 
to  he  the  leading  light  to  show  the  course  for  freedom  and  individual  human  dignity  throughout 
the  world. 

If  we  take  the  wrong  turn  now  the  initiative  will  he  lost,  and  once  lost  it  will  he  well  nigh 
impossible  to  regain.  Whichever  turn  we  take  the  course  will  he  fraught  with  difficulties ; 
one  will  be  the  difficulties  of  stultifying  and  choking  frustrations,  the  other  the  challenge  of 
meeting  and  overcoming  problems  of  further  accomjjlishment,  to  rise  to  new  heights  and 
the  free  air  of  the  peaks. 

Under  a unique  system  of  balance  of  cooperation  and  open  comjietition  between  individuals 
and  groups  of  individuals  working  freely  without  regimentation,  American  medicine,  along 
with  many  another  free  enterjirise,  has  gone  well  into  the  forefront  of  anything  achieved  in 
the  rest  of  the  world.  This  country  would  he  best  served  if  the  medical  scientists  and  practi- 
tioners could  continue  to  devote  full  time  to  the  progress  of  these  pursuits  for  which  they 
are  best  trained. 

Unfortunately  there  are  strong  forces  hard  at  work  to  put  an  end  to  this  healthy  climate, 
forces  that  tend  to  remove  the  initiative  from  the  individual  and  place  it  in  the  hands  of  more 
powerful  and  more  remote  bodies  in  the  federal  government.  This  would  be  only  the  first  step 
toward  the  taking  over  of  all  medical  activities  by  the  federal  government ; then  farming : 
then  manufacturing,  hanking,  the  legal  profession,  and  on  along  the  line  with  all  the  workers 
in  these  fields  in  whatever  order  the  federal  government  would  see  fit. 

There  is  hound  to  be  change,  largely  because  of  the  economic  circumstances  of  the  times. 
The  cost  of  medical  care  is  high  and  is  rising,  but  relatively  little  of  this  expense  is  because  of 
doctors’  fees.  There  is  little  doubt  that  help  is  needed  from  tax  funds  in  many  instances. 
This  does  not  mean  it  has  to  he  nnder  the  rigid  domination  of  the  central  government.  The 
Kerr-Mills  act  is  intended  to  take  care  of  the  problems  when  they  arise  and  where  help  is 
needed ; not  a blanket  coverage  for  all.  whether  they  need  it  or  not.  And  it  provides  for  local 
control.  The  function  of  the  government  is  to  help  take  care  of  problems  that  cannot  be 
handled  by  other  means.  Many  people  over  sixty-five,  or  their  families,  are  capable  of  handling 
their  medical  jirohlems  with  the  help  of  voluntary  insurance  plans  without  undue  financial 
burdens.  For  those  that  cannot,  there  are  local  agencies,  both  voluntary  and  official,  on 
community,  city  and  state  levels  that  can  help  in  many  instances.  When  this  assistance  cannot 
he  provided,  then  should  the  federal  government  be  called  on,  not  before. 

The  strength  of  this  great  country  of  ours  is  in  the  initiative  and  enterprise  of  the  individual 
and  his  handling  of  his  responsibilities.  Once  these  are  given  up  and  put  in  the  hands  of  the 
central  government,  the  motive  force  of  individual  progress  is  largely  lost.  The  result  is 
progressive  deterioration  of  accomplishment  and  eventual  destruction  of  initiative  and 
weakening  of  the  whole  nation.  Let  us  bend  every  effort  to  avert  this  erosion  of  free  enterprise. 

John  C.  Ham,  m.d. 
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NATIONAL  MEDICAL  ASSOCIATION,  INC. 


March  28.  1964 

Dr.  John  Turner  II 
Chairman.  Special  Resolutions  Committee, 

Rhode  Island  Medical  Society 

151  Waterman  Street 
Providence  6,  R.  I. 

Dear  Dr.  Turner : 

Please  accept  my  belated  thanks  on  belialf  of  the  members  of  the  National 
Medical  Association  as  well  as  myself  for  the  Resolution  which  the  Rhode  Island 
Medical  Society  introduced  in  the  House  of  Delegates  of  the  American  Medical 
Association  at  Portland,  Ore. 

Although  the  final  resolution  adopted  on  recommendation  of  the  Board  of 
Trustees  of  the  American  IMedical  Association  was  considerably  watered  down,  no 
resolution  would  have  been  forthcoming  had  it  not  been  for  the  initiative  of  vou  and 
the  Rhode  Island  Delegation. 

The  courage  manifested  and  the  interest  exhibited  by  your  organization  has 
done  much  to  stimulate  an  interest  in  the  problems  which  the  Xegro  physician  and 
Xegro  patient  still  face  in  all  too  many  areas  of  our  country. 

Personal  illness  had  me  confined  to  bed  at  the  time  of  the  convention  when 
influenza  overtook  me  in  an  exhausted  state,  and  I was  therefore  unable  to  be  present 
to  add  my  small  voice. 

Your  Resolution  was  printed  in  the  Journal  of  the  X’ational  Medical  Associa- 
tion and  will  become  a part  of  the  landmark  efforts  in  the  long  historic  struggle  for 
equality  of  the  X’egro  in  America. 

The  gratitude  of  the  American  physician,  to  you  and  the  Rhode  Island  Society 
of  Medicine,  will  someday  be  adequately  expressed.  Please  forgive  the  delay  in 
writing  this  letter. 

\’ery  truly  yours, 

Kexxeth  W.  Clement,  m.d. 
President, 

National  Medical  Association 


E.  P.  Anthony,  Inc. 

WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 
Pharmacy  License  #225 


I.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

Two  Convenient  Locations 
5 North  Union  Street  Pawtucket,  R.  I. 
140  Central  Avenue  Seekonk,  Mass. 

7 Registered  Pharmacists 
Pharmacy  License  #226 


Editorials 


PESTICIDES 


TyTAN’s  RESEARCHES  in  the  fields  of  nuclear 
physics  and  organic  chemistry  and  the  appli- 
cation of  the  knowledge  which  he  has  gained  in 
making  transportation  more  rapid  and  warfare 
more  deadly,  and  also  in  controlling  disease  hy  the 
poisoning  of  parasites  and  arthropod  vectors,  are 
bringing  him  face  to  face  with  problems  which  must 
he  solved  without  delay.  He  now  runs  the  risk  of 
damage  to  his  environment  which  in  the  long  run 
may  produce  results,  the  harmful  effects  of  which 
outweigh  the  advantages  which  he  has  achieved. 
The  final  effect  of  nuclear  fallout  is  not  as  yet 
known,  hut  the  harm  which  appears  to  he  due  to 
inadequate  control  of  the  use  of  poisonous  pesti- 
cides is  becoming  a public  concern  of  the  first  order. 
The  advantages  gained  Iw  the  use  of  these  chemicals 
in  the  control  of  many  diseases  and  the  production 
of  more  and  better  food  became  apparent  in  the 
early  years  of  their  application,  hut  now  what  seem 
to  he  the  harmful  effects  of  widespread  application 
of  these  substances  are  appearing.  The  situation  is 
not  unlike  that  which  physicians  meet  when  a newly 
synthesized  medication  is  introduced,  the  immediate 
action  of  which  may  he  spectacular  control  of  a 
diseased  condition,  hut  the  eventual  deleterious 
consequences  of  which  may  necessitate  its  curtail- 
ment or  even  abandonment.  I t is  true,  however,  that 
careful  study  and  controlled  testing  of  such  medica- 
tions lead  to  accurate  judgment  of  their  value  and 
to  the  selection  of  those  that  can  he  safely  applied. 
The  same  should  he  true  of  pesticides,  a fact  which, 
as  in  the  case  of  medications,  we  seem  in  some 
instances  to  he  learning  the  hard  way. 

The  dangers  of  certain  of  the  more  toxic  pesti- 
cides. such  as  parathion,  are  well  recognized.  The 
use  of  some  of  the  others  presents  a more  difficult 
problem.  D.D.T.  ( dichlorodi])henyltrichloroethane  ) 
for  example  has  done  great  good  in  saving  lives  and 
preventing  disease,  but  the  deleterious  effects  of  its 
wides])read  use  are  still  to  l)e  completely  evaluated. 
On  the  favorable  side  one  can  quote  Thomas  H. 
Jukes’  as  follows  : “The  results  produced  by  D.D.T. 
are  three-fold.  It  has  killed  billions  of  insects  and 
other  arthropods  that  carry  a number  of  diseases 
that  have  been  age-old  scourges  of  mankind,  it  has 
controlled  many  of  the  insect  pests  that  attack  food 
crops  including  codling  moths,  potato  beetles,  corn 


borers,  thrips,  aphids  and  cutworms,  and  it  has 
lowered  the  incidence  of  many  Ijacterial  diseases  as 
a secondary  result  of  its  action  against  malaria  and 
malnutrition.”  He  (juotes  Knipling  who  “in  19.^3 
estimated  that  at  least  five  million  lives  had  up  to 
that  time  been  saved  and  100  million  illnesses  pre- 
vented by  the  use  of  D.D.T.  for  controlling  malaria, 
ty])hus.  dysentery  and  other  arthropod-borne  dis- 
eases.” Things  looked  bright  eleven  years  ago.  It 
seems  clear  that  D.D.T.  has  been  a major  factor  in 
reducing  biological  enemies  of  mankind,  thus 
greatly  increasing  the  number  of  healthy  human 
beings  in  the  world  and  hastening  the  “population 
explosion."  This  bids  fair  to  become  the  major 
world  problem  in  the  not  too  distant  future.  As 
better  health  and  longer,  haj^pier  lives  for  all  man- 
kind have  always  been  major  olqectives  of  world 
medicine  we  have  to  realize  that  the  diabolical  con- 
trol of  over-population  hy  disease  has  been  to  some 
extei:t  removed.  Let  us  hope  that  neither  starvation 
nor  war  will  he  the  agencies  hy  which  this  problem 
is  solved,  hut  rather  common  sense-applied  eugenics 
in  the  form  of  birth  control. 

Eleven  years  ago  it  was  clear  that  more  human 
beings  would  escape  disease  and  live,  and  that  more 
food  would  he  produced  with  which  to  feed  them 
as  a result  of  the  use  of  pesticides.  Now,  just  as  in 
the  case  of  many  of  the  new  and  powerful  medica- 
tions, continued  use  of  these  substances  is  bringing 
to  light  the  possibility  of  serious  damage  to  the 
human  race.  This  may  he  extremely  difficult  to 
control.  The  alarm  was  clearly  sounded  hy  Rachel 
Carson  in  “Silent  Spring.”-  This  was  discussed  in 
this  Journal  in  the  issue  of  October  1962  in  an 
editorial  in  which  it  was  pointed  out  that  there  are 
two  sides  to  this  question.  This  is  indeed  true,  hut 
recent  reports  make  it  clear  that  Doctor  Carson’s 
well  documented  discussion  of  the  danger  in  the 
situation  is  a timely  warning. 

Although  many  more  people  have  lived  because 
of  the  use  of  pesticides,  especially  D.D.T.  as  noted, 
we  now  must  realize  that  the  widespread  use  of 
both  D.D.T.  and  many  other  pesticides  is  affecting 
man’s  environment  unfavorably  hy  damaging  vari- 
ous forms  of  life  on  which  he  is  dependent  and  by 
ex])Osing  him  to  inevitable  absorption  of  appre- 
cialde  amounts  of  these  poisons. 
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The  recently  reported  deatli  of  large  numbers  of 
fish  in  the  lower  Mississippi  River  appears  to  he 
the  result  of  various  pesticides  having  been  used  on 
crops  and  then  washed  into  the  streams  that  feed 
the  river.  The  death  of  Inrds  which  have  eaten  the 
fish  makes  it  clear  to  everyone  that  those  fish  which 
do  not  die  and  are  consumed  by  human  beings  mav 
well  cause  storage  of  dangerous  amounts  of  poison- 
ous chemicals  in  human  tissues  which  may  easily 
reach  damaging  proportions.  The  disappearance  of 
os]>revs  from  the  Xarragansett  Bay  area  may  well 
he  due  to  the  same  cause,  and  the  fish  which  these 
birds  don’t  eat  may  he  appearing  on  Rhode  Island 
dinner  tables. 

These  developments  are  ominous,  l)ut  it  is  yet 
too  early  to  determine  how  much  harm  has  been 
and  is  being  done  to  human  beings  by  such  chemi- 
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cals  and  by  the  upsetting  of  the  “lialance  of  nature” 
that  their  use  may  be  bringing  about. 

This  is  a matter  for  intensive  study  by  experts 
and  one  in  which  it  is  not  possible  for  others  to 
arrive  at  a sound  judgment  as  to  what  should  he 
done.  Such  a study,  uninfluenced  by  an  emotional 
“love  of  nature”  on  the  part  of  amateur  naturalists 
on  the  one  hand  and  by  a selfish  love  of  lucre  on  the 
part  of  professional  producers  of  food  products  on 
the  other,  is  the  only  reasonable  way  to  solve  this 
pressing  problem. 

References 

'Jukes,  T.  H. ; People  and  Pesticides.  Amer.  Scient.  51: 
355,  1963 

-Carson,  R.  L. : Silent  Spring.  Houghton  Mifflin  Company, 
Boston,  1962 

( The  above  editorial  was  written  prior  to  the  death  of 
Miss  Carson.  — The  Editor) 


WELCOME,  MR.  BURGESS 


Mr.  Robert  S.  Burgess  has  returned  to  Provi- 
dence as  the  new  Executive  Director  of  the 
Rhode  Island  Council  of  Community  Services. 
Incorporated.  Many  of  us  will  work  with  him  in  the 
diverse  branches  and  extensions  of  this  service. 

W’e  have  long  known  him  as  the  son  of  one  of  our 
most  distinguished  physicians.  He  is  the  father  of 
a Brown  freshman  and  a Harvard  Medical  School 
freshman.  He  was  Executive  Director  of  the  Rhode 
Island  Heart  Association  until  he  left  seven  years 
ago  to  become  the  Planning  Director  of  the  Health 


GOVERNMENT  RESEARCH 

HE  Exited  States  Public  Health  Service 
in  January  of  1964  allotted  forty  million  dollars 
for  one  thousand  research  grants  and  one  hundred 
thirtv-eight  fellowships.  Such  government  spend- 
ing for  medical  research  has  in  the  past  been 
favorably  accepted.  Recently,  however,  it  has  been 
regarded  more  critically  and  indeed  by  some  with 
vigorous  disapproval.  Expenditures  for  medical 
research  have  also  been  reviewed  with  considerable 
interest  by  the  Congress.  W e can  comment  at  this 
time,  we  hope,  with  sufficient  perspective. 

Censure  has  been  directed  at  the  quality  and  at 
the  ])ertinence  of  some  of  the  research,  as  well  as  at 
the  lack  of  control  over  the  allotted  money.  Pear  has 
been  expressed  that  such  grants  may  impair  the 
financial  structure  of  the  recipient  institutions. 
Some  have  based  their  criticism  on  the  over- 


and  W elfare  As.sociation  of  Allegheny  County, 
Pennsylvania. 

Mr.  Burgess  graduated  from  Classical  High 
School  in  Providence  and  from  Brown  Luiiversity. 
He  has  been  active  all  his  life  in  our  city  and  state 
in  a professional,  social,  and  personal  way. 

It  is  with  satisfaction  and  pleasure  that  we  wel- 
come hack  to  Providence  this  man  whom  we  have 
known,  whom  we  have  produced,  and  who  has 
chosen  to  work  with  us.  W’e  extend  him  a hearty 
welcome  home,  and  good  luck. 


GRANTS  IN  PERSPECTIVE 

emphasis  placed  by  such  grants  on  research  rather 
than  teaching  with  a resulting  unfortunate  influ- 
ence on  the  faculties  of  our  universities.  W hat  are 
the  facts? 

Eorty  million  dollars  for  research  is  a per  capita 
expenditure  of  api)roximately  twenty-five  cents. 
The  number  of  grants  ( fifteen  hundred)  and  the 
fellowships  (about  a hundred  and  fifty)  may  be 
viewed  as  small.  In  a country  of  a hundred  and 
eighty-five  million  people,  the  number  whose  in- 
come or  activities  is  affected  by  such  government 
support  is  rather  trivial. 

Blanket  criticism  of  the  quality  of  work  per- 
formed under  government  grants  is  probably  un- 
warranted. Considering  the  total  of  fifteen  hundred 
grants,  it  would  indeed  he  strange  if  all  without 
excejition  were  of  superior  quality.  Despite  great 
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care  in  the  selection  of  projects  and  recipients,  there 
is  hound  to  he  a normal  distribution  of  work  qual- 
ity. If  some  brilliant  work  is  produced,  one  has 
every  reason  to  expect  that  it  will  he  balanced  by 
some  which  is  mediocre  or  poor.  Excessive  control 
and  direction  of  research  grants  is  not  only  not 
feasible,  hnt  is  contrary  to  the  attitudes  which  ])ro- 
dnce  the  best  in  medical  investigation. 

The  success  of  the  program  of  Federal  grants  for 
medical  research  must  lie  with  the  institutions 
which  receive  the  grants.  Administrators  of  our 
educational  institutions  must  recognize  this.  Their 
faculties  must  possess  the  intellectual  and  moral 
integrity  to  make  optimum  use  of  the  investment 
made  hv  society  without  an  outside  accounting. 

d'he  view  that  Federal  grants  tend  to  make  an 
institution  depend  upon  the  continuation  and  per- 
petuation of  this  means  of  support  is  disturbing. 
Educators  must  so  structure  their  finances  that  this 
cannot  occur. 

It  is  fallacious  to  argue  that  such  grants  over- 
emphasize the  research  activities  of  a faculty  at  the 
ex])ense  of  teaching  and  reflects  on  the  superb 
administration  of  many  institutions  of  higher  learn- 
ing. It  is  their  responsibility  to  maintain  a proper 
balance  between  research  and  teaching.  It  may  be 
unwise  for  certain  schools  or  departments  to  accept 
grants.  Xot  to  make  them  available,  as  a method  of 
control,  however,  would  appear  to  be  unwarranted. 

In  summary,  a review’  of  tbe  research  grants  by 
the  United  States  Health  Service  in  January  of 
1964  indicates  to  us  that  the  per  capita  expense  to 
our  citizens  is  small,  that  the  number  of  people 
affected  is  small,  and  that  the  impact  on  the  institu- 
tions of  higher  learning  presents  a challenge  which 
can  and  should  he  met  to  the  benefit  of  all. 


AM  A MEETING 
JUNE  20-25 


Dichloro- 

diphenyl- 

trichloro- 

ethane! 

To  remember 
this  word  is 
a tax  on 

the  brain! 

It  kills 

the  mosquito 
the  louse 

and  the  flea 

And  to  us 

common  humans 
it’s  just 

DDT! 

...  A.  M.  B.,  Sr. 


CIVIL  RIGHTS  RESOLUTION 

At  its  annual  meeting,  the  House  of  Dele- 
gates of  the  Medical  Society  of  the  State  of 
New’  York  ado])ted  the  resolution  cited  below. 
Several  resolutions  w’ere  introduced  by  vari- 
ous county  societies,  and  the  one  listed  is  a 
com])osite.  The  reference  committee  stated 
in  its  rejrort : 

“With  respect  to  the  suggestion  con- 
tained in  Monroe  County’s  resolution  that  we 
oppose  inclusion  in  the  American  Medical 
Association  of  any  society  w’here  discrimina- 
tion is  ])racticed,  the  committee  felt  this  repre- 
sents a punitive  action  w’hich  w’ould  do  noth- 
ing positive  towards  securing  membership  in 
organized  medicine  for  the  excluded  ])hysi- 
cians.  It  is  therefore  recommended  that  the 
House  adopt  the  followdng  com])osite  resolu- 
tion. to  wit : 

“WHEREAS.  The  members  of  the 
Medical  Society  of  the  State  of  New  York, 
as  ])hysicians,  firmly  believe  that  there  is  no 
basis  in  medical  science  for  discrimination 
because  of  race,  religion,  or  ])lace  of  national 
origin ; and 

“WHEREAS,  The  members  of  the 
Medical  Society  of  the  State  of  New’  York 
have  in  the  past  decried  such  discrimina- 
tion ; and 

“WHEREAS,  It  is  ajjparent  that  such 
discrimination  continues  to  exist  w’ithin  the 
United  States  ; now  therefore  be  it  hereby 

“RESOLVED.  That  the  Medical  Soci- 
ety of  the  State  of  New’  York  continue  to  he 
unalterably  opposed  to  any  discrimination 
in  the  field  of  medicine  because  of  race, 
creed,  color,  or  national  origin,  w’hether  in 
patient  care,  physician  opportunity,  or  pro- 
fessional organization ; and  he  it  further 

“RESOLVED,  That  the  American 
Medical  Association  be  urged  to  use  all  its 
influence  to  end  discriminatory  racial  exclu- 
sion policies  by  some  county  medical  soci- 
eties as  contrary  to  the  law’  of  the  land  and 
the  ethics  of  onr  profession.” 


AT  SAN  ERANCISCO 
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HOUSE  OF  DELEGATES 
of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 
Report  of  Meeting  held  on  April  15,  1964 


Amef:tixg  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
R.  I.  Medical  Society  Library  in  Providence  on 
Wednesday.  April  15,  1964.  The  meeting  was 
called  to  order  Iw  the  President,  Dr.  Thomas  Perry, 
Tr..  at  8:10  p.m.  The  following  delegates  were  in 
attendance : 

KENT  COL’XTY : Bruno  Franek.  m.d..  Ed- 
mund Hackman,  m.d..  and  Charles  Round,  m.d. 
NEWPORT  COL’XTY  : Charles  Dotterer.  m.d. 
PAWTUCKET  DISTRICT  : John  J.  Cunning- 
ham. M.D..  and  Stephen  J.  Hoye.  m.d. 

WOONSOCKET  DISTRICT:  Leonard  Stau- 
dinger.  m.d.,  and  Roger  Fontaine,  m.d. 

OFFICERS  OF  THE  RIMS:  (other  than 
delegates)  Thomas  Perry,  Jr.,  m.d..  John  C.  Ham. 
M.D..  5Iichael  Di^^Iaio.  m.d.. and  John  A.  Dillon,  m.d. 

IMMEDIATE  PAST  PRESIDENT  OF 
RIMS:  Arthur  E.  Hardy,  m.d. 

PROVIDENCE  MEDICAL  ASSOCIA- 
TION : John  T.  Barrett,  m.d..  J.  Robert  Botven. 
M.D.,  Bertram  H.  Buxton,  m.d.,  Wilfred  1.  Carney. 
M.D.,  loseph  Caruolo.  m.d..  Henry  B.  Fletcher,  m.d., 
Warren  W.  Francis,  m.d.,  Frank  Fratantuono. 
M.D..  .Seebert  J.  Goldowsky,  m.d..  Stanley  Grze- 
hien.  .m.d..  James  Hardiman.  m.d..  Joseph  Lam- 
hiase.  m.d.,  Thomas  Littleton,  m.d.,  William  J. 
MacDonald,  m.d.,  Peter  Mathieu.  m.d.,  William 
McDonnell,  m.d..  James  B.  2kIoran.  m.d.,  Gustavo 
A.  Motta.  M.D.,  Raul  Nodarse.  m.d.,  Edwin  B. 
O'Reilly,  m.d..  Arnold  Porter,  m.d.,  William  A. 
Reid.  M.D..  Ralph  Richardson,  m.d.,  Carl  S.  Saw- 
yer. M.D..  Stanley  D.  Simon,  m.d..  John  Turner, 
M.D..  and  Elihu  S.  W ing.  Jr.,  m.d. 

The  following  delegates  were  absent : Paul  A 
Botelho.  ii.D..  Peter  C.  Erinakes,  m.d.,  Philomen 
Ciarla.  m.d..  Robert  C.  Hayes,  m.d.,  Earl  F.  Kelly. 
.M.D..  Earl  J.  Mara,  m.d.,  Josei)h  Ruisi.  m.d..  Free- 
man B.  Agnelli,  m.d..  James  A.  iMcGrath.  m.d., 
Roger  Berard.  m.d..  Samuel  Nathans,  m.d.,  Joseph 
Cannon,  m.d..  Irving  A.  Beck,  m.d.,  John  F.  W. 
Gilman,  m.d..  AN'alter  E.  Hayes,  m.d.,  Robert  \'. 
Lewis.  M.D..  William  S.  Nerone.  m.d..  Edwin 
X’ieira.  m.d.,  and  Charles  J.  Ashworth,  m.d. 

.Also  present  at  the  meeting  were:  Drs.  Francis 
B.  Sargent.  A.  .A.  Savastano,  Harold  Williams, 


Hugo  Taussig,  and  E.  Franklin  Hall.  Also  present 
was  John  E.  Farrell,  sc.d..  Executive  Secretary. 

Report  of  the  Secretary 

Dr.  Michael  DiAIaio.  Secretary,  read  his  report, 
copy  of  which  was  included  in  the  delegates'  hand- 
book. Dr.  Perry  discussed  items  No.  2 and  No.  3 
in  the  report. 

Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary  he  approved  and 
placed  on  file. 

Recommendation  of  the  Council 
Dr.  DiMaio.  Secretary,  reported  that  the  Council 
recommends  as  nominees  from  the  Society  to  serve 
on  the  Professional  Advisory  Committee  of  the 
Corporation  of  Physicians  Service,  the  following : 
Drs.  Earl  J.  Alara.  John  F.  W.  Gilman,  and 
J.  Roliert  Bowen. 

Action : A motion  was  made,  seconded  and  voted 
that  the  nominees  for  the  Professional  Advisory 
Committee  he  elected. 

Election  of  Officers  and  Standing  Committees 
Dr.  Perry  noted  that  the  handbook  included  a 
list  of  nominees  proposed  hv  the  Council  for  the 
officers  to  serve  from  Alay  1964  until  the  annual 
meeting  in  Alay  1965.  and  also  a list  of  nominees 
for  the  standing  committees.  (Copy  of  this  slate  is 
made  part  of  the  official  minutes  of  this  meeting.) 
He  noted  that  counter  nominations  could  lie  made 
bv  anv  member  of  the  House. 

There  were  no  counter  nominations. 

Action : A motion  was  made,  seconded  and  \ oted 
that  the  nominees  as  Officers  he  elected. 

On  sejiarate  motions,  each  of  which  was  seconded 
and  voted,  the  nominees  for  the  standing  commit- 
tees on  Industrial  Health.  Library.  Aledical  Eco- 
nomics. Publications.  Public  Laws,  Public  Policy 
and  Relations,  and  Scientific  Work  and  .Annual 
Aleeting  were  elected. 

Communications 

The  Secretary  reported  communications  from  the 
Taco  Company  of  Cranston  expressing  its  apjirecia- 
tion  for  the  jiresentation  by  Dr.  M illiam  A.  Reid  to 
its  group  on  the  suliject  of  medical  care  for  the 
aged,  and  from  the  National  Medical  .Association 
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to  Dr.  lolin  Turner  for  tlie  resolution  introduced 
by  the  Rhode  Island  Medical  Society  in  the  House 
of  Delegates  of  the  American  IMedical  Association 
at  Portland.  Oregon,  in  December  1963. 

.-let ion : A motion  was  made,  seconded  and  voted 
that  the  National  Medical  Association  he  in- 
formed of  the  House's  aj)i)reciation  for  its  letter, 
and  that  the  Association  he  notified  that  Rhode 
Island  would  support  the  New  York  State  IMed- 
ical  Society  resolution  on  civil  rights  to  he  pre- 
sented to  the  American  Medical  Association  at 
its  meeting  in  San  Francisco  in  June  1964. 

AAIPAC  — RIMPAC 

Dr.  .Arthur  E.  Hardy,  president  of  the  Rhode 
Island  Medical  Political  .Action  Committee,  in- 
formed the  House  of  the  education  program  of  that 
Committee,  and  he  asked  for  the  sui)port  of  physi- 
cians in  the  organization.  He  stated  the  Committee 
would  have  an  e.xhihit  at  the  annual  meeting,  and 
that  it  would  solicit  memberships.  He  also  reviewed 
the  highlights  of  a regional  meeting  of  AMP.AC 
held  in  New  A’ork. 

orkmen's  Compensation  Liaison  Committee 
Dr.  Hardy  reviewed  the  work  of  the  Physicians 
and  Carriers  Workmen’s  Compensation  Committee 
of  which  he  is  the  Chairman.  He  cited  a recent  case 
presented  to  the  Committee  by  an  insurance  carrier 
after  the  case  had  gone  before  the  Workmen’s  Com- 
pensation Commission,  and  he  asked  for  interpre- 
tation by  the  House  of  the  e.xtent  of  the  Commit- 
tee’s activity. 

The  House  engaged  in  lengthy  discussion  of  the 
problems  presented,  including  the  issue  when  a 
physician  declines  to  appear  before  the  Committee. 
In  the  latter  instance,  when  a doctor  refuses  to 
meet  with  the  Committee,  the  House  ex])ressed  its 
opinion  by  a majority  vote  that  the  Committee 
should  review  such  data  as  it  had  available  to  it, 
and  that  it  should  make  a re])ort  accordingly. 

Dr.  Perry  read  the  regnlations  established  by  the 
House  in  creating  the  Committee. 

.■iction : .A  motion  was  made,  seconded  and  voted 
that  the  purpose  of  the  joint  Physicians  and 
Carriers  Workmen’s  Compensation  Committee 
he  reviewed  by  the  Council  of  the  Society. 

Transfer  of  Local  Public  Health  Supervision 
to  the  State  Health  Department 
Dr.  K.  Franklin  Hall,  Deputy  State  Director  of 
Health,  was  invited  by  Dr.  Perry  to  address  the 
House  on  the  legislation  which  has  as  its  purpose 
to  unify  and  regularize  public  health  regulations  in 
all  parts  of  the  State,  to  improve  overall  service  and 
reduce  costly  duplication,  and  under  which  large 
parts  of  the  present  law  authorizing  cities  and  towns 
to  perform  various  jnihlic  health  functions  would 
he  abolished. 


Dr.  Hall  reviewed  the  background  which  re- 
sulted in  the  legislation,  citing  that  some  communi- 
ties have  little  or  no  ])uhlic  health  services,  while 
six  city  departments  provide  services  for  60%  of 
the  population.  He  traced  the  various  community 
studies  and  legislative  proposals  through  the  years 
which  advocated  regional  ])lanning  for  jmhlic  health 
services.  He  noted  that  legislation  has  been  on  the 
statute  hooks  for  twenty-five  years  allowing  cities 
and  towns  to  combine  for  health  services,  hut  uoue 
had  developed  any  such  plan.  He  estimated  the  cost 
of  the  traiisfer  of  the  program  to  the  state  level  at 
api)ro.ximately  a half  million  dollars.  He  noted  that 
the  legislation  had  been  ])assed  by  the  House  of 
Rej)resentatives  this  day,  and  would  go  to  the 
Hovernor  now  for  his  approval  or  disapproval. 

Dr.  Hall  cited  as  the  main  objection  to  the  trans- 
fer the  feeling  in  some  areas  that  local  autonomy 
would  he  lost,  and  that  there  would  he  centraliza- 
tion of  authority  and  control  in  the  .State  Health 
Dei)artment. 

.At  the  conclusion  of  Dr.  Hall’s  presentation  the 
House  indicated  its  approval  of  the  program  and 
the  legislation  making  the  transfer  effective  in 
1966,  and  the  President  was  authorized  to  inform 
the  Governor  of  the  Society’s  opinion  in  the  matter. 

High  School  Athletic  Injury  Fund 

I )r.  .A.  .A.  Savastano,  Chairman  of  the  Committee 
on  the  [Medical  .Aspects  of  .Sports,  discussed  the 
problem  of  the  high  school  ])rincipals’  athletic  com- 
mittee relative  to  its  athletic  injury  funds.  The  New 
England  .Schools  .Athletic  .Accident  Benefit  I'und  is 
to  he  discontinued.  The  Rhode  Island  Inter. scholas- 
tic Injury  Fund  resulting  from  the  round-robin 
contests  each  year  hy  the  schools,  will  l)e  continued. 
The  local  school  athletic  officials  have  suggested 
that  the  Society  propose  a schedule  of  indemnities 
as  a guide  to  them  in  making  payments  for  school- 
hov  athletes,  injured  in  practice  or  in  contests, 
whose  Blue  Cross-Physiciaus  .Service  benefits 
wf)uld  not  meet  the  entire  rehabilitation  costs. 

The  question  was  discussed,  and  members  of  the 
House  pointed  out  that  the  .Society  could  not  estab- 
lish a special  indemnity  schedule  to  he  im])osed  on 
all  meml)ers  in  a situation  such  as  presented.  The 
suggestion  was  advanced  that  a schedule  he  drafted 
hv  the  Committee  on  the  [Medical  .Aspects  of  .Sports 
and  circulated  to  those  physicians  interested  in 
sports  activitv  who  might  be  willing  to  accept  the 
indemnity  offered. 

Mediation  Committee 

Dr.  Francis  B.  Sargent,  Chairman  of  the  [Medi- 
ation Committee,  reported  that  the  Committee  had 
held  seven  regnlar  meetings  in  the  past  six  months, 
and  that  it  had  reviewed  and  resolved  forty-two 
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grievances.  He  also  discussed  the  problem  of  costs 
of  professional  liability  insurance  for  physicians. 

Medical  Economics 

Dr.  Stanley  D.  Simon,  Chairman  of  the  Com- 
mittee on  Medical  Economics,  reported  that  the 
Committee  would  renew  its  study  of  a major  medi- 
cal coverage  with  Blue  Cross  for  members  of  the 
Societv.  He  also  asked  whether  the  House  favored 
a change  in  the  basic  coverage  from  the  Physicians 
Service  “A"  Plan  to  the  “B”  Plan,  and  an  increase 
above  S20  per  day  for  Blue  Cross. 

The  sentiment  of  the  House  was  that  the  mem- 
bership should  be  polled  on  the  matter  when  the 
rates  are  drafted  for  the  group. 

Written  Committee  Reports 

On  separate  motions  the  reports  included  in  the 
handbook  from  the  following  committees  were 
approved:  Benevolence  Fund,  Cancer  Committee, 
Industrial  Health  Committee,  Library  Committee, 
Medical  Aspects  of  Sports  Committee,  and  Mental 
Health  Committee. 

Dr.  Harold  Williams  and  Dr.  Hugo  Taussig  dis- 
cussed legislation  introduced  to  license  psycholo- 
gists, and  stated  this  action  was  taken  subsequent  to 
the  publication  of  the  Committee’s  report.  They 
urged  the  House  to  disapprove  the  legislation. 

Action : A motion  was  made,  seconded  and  voted 
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that  the  House  record  its  opposition  to  legislation 
proposed  for  the  licensure  of  psychologists. 

Public  Laws  Report 

The  Executive  Secretary  distributed  a summary 
of  major  health,  medical  and  welfare  proposals 
before  the  General  Assembly,  and  he  briefly  re- 
viewed each  bill.  On  separate  actions  the  House 
voted  approval  or  disapproval  of  the  measures,  and 
copy  of  the  memorandum  of  the  actions  of  the 
House  is  made  part  of  the  official  minutes  of  this 
meeting. 

Dr.  Perry  noted  that  the  members  of  the  House 
had  received  a proposed  Xews  Release  on  the  legis- 
lation relating  to  a payroll  tax  for  medical  care  for 
the  aged. 

Action : A motion  was  made,  seconded  and  voted 
that  the  proposed  news  release  be  approved  for 
immediate  distribution. 

Committee  on  Social  Welfare 
Dr.  Peter  L.  Mathieu  read  a report  from  the 
Committee  on  Social  ^^'elfare,  copy  of  which  is 
made  part  of  the  official  minutes  of  the  meeting. 
Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Committee  on  Social  Wel- 
fare be  approved  and  placed  on  file. 

Hospital  Care  of  Providence  City  Employees 
Dr.  S.  J.  GoldowsKy  discussed  the  situation 
whereby  employees  of  the  city  of  Providence  are 
given  hospital  and  medical  care  over  and  above 
Blue  Cross-Physicians  Service  coverage,  provided 
they  are  hospitalized  at  Rhode  Island  Hospital.  He 
noted  that  physicians  without  privileges  at  this 
hospital  are  denied  the  opportunity  to  continue  the 
care  of  any  city  employee  patients. 

Action : A motion  was  made,  seconded  and  voted 
that  the  matter  be  referred  to  the  Council  for 
investigation. 

Adjournment 

The  House  adjourned  at  11 :35  p.m. 

Respectfully  submitted, 

IMichael  DiMaio,  m.d..  Secretary 

REPORT  OF  THE  SECRETARY 

.\t  a meeting  of  the  Council  held  since  the 
January  meeting  of  the  House  of  Delegates  the 
following  were  among  actions  taken : 

1.  The  President  was  authorized  to  appoint  the 
Society’s  si.x  delegates  to  serve  on  the  Medical 
Economics  Council  of  Rhode  Island. 

2.  .\pproval  was  given  of  appointments  to  a pro- 
posed Hospital  Accident  Room  study  commit- 
tee with  statewide  representation. 

3.  Approval  was  given  of  the  report  of  the  Presi- 
dent on  a meeting  held  with  representatives  of 
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tlie  State  AFL-CIO  relative  to  the  latter's  pro- 
posed Group  Health  Association. 

4.  .\])proval  was  given  of  a letter  to  he  sent  to  the 
menihership  hy  the  President  relative  to  ethical 
])rincii)les  in  connection  with  advertising  and 
the  daily  press. 

.s.  The  opinion  of  the  Council  was  given  the  divi- 
sion of  Professional  Regulation  of  the  State 
Health  Department  that  since  personnel  of 
rescue  units,  and  fire  departments,  are  given 
training  in  the  closed  chest  cardiac  resuscita- 
tion procedure  it  would  apj^ear  reasonable  that 
nurses  should  also  he  trained  to  carry  out  the 
])rocednre. 

6.  A resolution  to  he  introduced  by  the  New  York 
State  Medical  Society  to  the  AMA  House  of 
Delegates  in  June  relating  to  civil  rights 
( ■•Xpjiendix  C ) was  reviewed,  and  the  Council 
recommends  that  the  Rhode  Island  delegate 
sui)port  thfs  resolution,  and  that  the  Rhode 
Island  Medical  Society  not  reintroduce  the 
resolution  presented  to  the  AMA  meeting  in 
December  1963. 

7.  The  President-elect  was  authorized  to  appoint 
a committee  to  study  the  feasibility  of  a Health 
Fair  within  the  next  three  years. 

8.  The  censure  of  a member  for  unethical  solicita- 
tion of  medical  practice  was  approved. 

9.  A bequest  of  $2,000  under  the  will  of  the  late 
Dr.  Roswell  Wilcox  for  general  corporate  pur- 
poses was  reported,  and  the  Council  voted  to 
use  the  becpiest  toward  the  cost  of  j)uhlishing 
the  history  of  the  Society  and  each  of  the  district 
medical  associations,  with  acknowledgment  to 
the  late  Dr.  Wilcox  for  making  possible  the 
publication. 

10.  A protest  of  the  proposal  for  sjiecial  area  listing 
of  jdiysicians  in  the  telephone  directory  was 
sustained  hy  the  Company  which  agreed  to 
withdraw  solicitation  of  such  advertising  hy 
physicians. 

1 1 . Ai)proval  was  given  of  the  appointment  of 
Dr.  Augustine  McNamee  and  Anthony  Gug- 
lielmi  as  the  Society's  representatives  to  the 
AM.-\  Medical-Pharmaceutical  Conference  in 
Chicago,  and  of  Mr.  Charles  P.  Williamson, 
legal  counsel,  to  the  AMA  medical-legal 
conference. 

12.  Approval  and  supjiort  was  given  a recommen- 
dation of  the  state  health  department  for  a clari- 
fication of  the  statute  defining  the  practice  of 
chiropody  in  Rhode  Island. 

Michael  DiMaio,  m.u..  Secretary 

Benevolence  Fund 

In  1963  the  Penevolence  Fund  extended  finan- 


cial aid.  including  Rlue  Cross-Physicians  Service 
premium  ])ayments,  for  four  physicians  and  their 
families.' 

The  Fund  had  a balance  of  $14,203.82  at  the  start 
of  the  year,  and  it  received  donations  and  interest 
dividends  totaling  $3,073.86.  Penefits  ])aid 
amounted  to  $1,450.00,  leaving  a cash  balance  at 
the  end  of  1963  of  $15,827.68. 

One  physician  totally  disabled  is  to  he  aided 
under  a new  financial  arrangement  in  19f)4  wlierehy 
regular  payments  will  he  necessary  monthly.  The 
Trustees  hope  that  members  of  the  Society  will  con- 
tinue to  he  mindful  of  the  Penevoleuce  Fund  and 
will  make  contributions  to  it.  The  Trustees  are 
most  ai)preciative  to  those  who  assist  each  year,  and 
in  particular  to  the  Woman’s  Auxiliary  for  their 
thoughtfulness  in  providing  an  annual  donation. 

The  'krustees  ask  that  members  notify  them  of 
any  physician  who  may  be  in  dire  financial  need  in 
order  that  his  case  may  he  considered  for  assistance. 

David  Freedman,  m.d..  Chairman 
George  W.  Waterman,  m.d. 

Alfred  L.  Potter,  m.d. 

Cancer  Committee 

A meeting  of  the  Cancer  Committee  of  the  Rhode 
Island  Medical  Society  was  held  on  the  27th  of 
February  to  consider  the  feasibility  of  the  Cancer 
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Fair,  for  follow-up  reports  on  the  2iIainniographv 
Stiuh  . and  the  Oral  Cytology  j)rogram. 

The  Cancer  Committee  feels  that  a Cancer  Fair 
])rimarilv  as  a teaching  instrument,  and  avoiding 
the  presentation  of  many  clinical  subjects,  might  be 
of  very  real  interest.  It  has  had  some  support  for 
this  in  a letter  from  Miss  Grace  Glynn  regarding 
the  attitude  of  the  Department  of  Education  of  the 
.'^tate  of  Rhode  Island. 

It  is  the  feeling  of  the  Cancer  Committee  that 
further  studies  should  be  pursued  with  regard  to 
the  support  and  the  exact  makeup  of  the  Fair.  The 
alternate,  a Health  Fair,  was  considered,  and  the 
problems  in  support  for  this  were  underlined. 

The  Mammography  Study  has  begun  at  the 
Miriam  Hospital.  The  number  of  cases  is  not  such 
that  any  preliminary  report  is  to  he  expected  at 
this  time. 

The  Oral  Cytology  program  at  the  Our  Lady  of 
Fatima  Hospital,  which  was  begun  with  the  dentist, 
is  an  experimental  project  which  would  seem  to  he 
wortln-  of  support,  and  its  extension  to  the  members 
of  the  Medical  .Society  seems  warranted.  Consid- 
eration of  this  is  asked. 

George  Colem.vx,  m.d.,  CJwiruian 
Industrial  Health 

The  committee  as  a whole  has  had  only  moderate 
activity  this  past  year.  Three  committee  members 
attended  conferences  with  officers  and  other  mem- 
bers of  the  R.  I.  Medical  .Society,  representatives 
of  insurance  companies  and  management,  lawyers 
and  the  labor  department  to  discuss  workmen's 
comjtensation  problems  with  particular  reference 
to  physicians’  charges.  The  outcome  of  these  con- 
ferences was  the  formation  of  the  Physicians  and 
Carriers  Workmen's  Compensation  Committee  for 
Rhode  Island. 

The  committee  in  joint  meeting  with  the  li)is- 
ahilitv  Compensation  Committee  met  with  the 
director  and  several  members  of  the  Rhode  Island 
Department  of  Employment  Security.  The  prin- 
cijtal  item  on  the  agenda  was  the  question  of  the 
])ayment  of  temi)orary  disability  insurance  benefits 
to  physicians  under  the  State  .-\ct.  The  question  was 
not  resolved  hut  the  committee  felt  these  members 
were  employees  on  a salary  basis  and  as  such 
contributed  to  cash  sickness  insurance  and  were 
entitled  to  any  benefits  from  same. 

Compilation  of  a recent  questionnaire  to  all  mem- 
bers of  the  Rhode  Island  Medical  .Society  relative 
to  interest  in,  availability  for,  or  the  practice  of 
industrial  medicine  or  surgery  revealed  69  physi- 
cians were  engaged  in  some  phase  of  industrial 
medicine.  Of  this  group,  three  physicians  limited 
their  ])ractice  to  industrial  medicine,  eleven  were  on 
a salary  basis  and  the  others  were  independent  con- 
tractors or  on  a fee  for  service  basis.  Xinety-eight 
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Others  were  interested  in  jxirt  time  in  plant  service  ; 
office  consultations  ; or  referrals  for  examination  or 
treatment  in  their  own  specialty. 

Thomas  J.  Dolax.  .m.d..  Chairman 

Library  Committee 

From  the  rejtort  which  follows,  it  is  clear  that  the 
Librarian  and  her  assistants  are  not  of  an  ordinary 
type.  Mrs.  Dejong.  Mrs.  l51eicher  and  Miss  Farrell 
deserve  great  credit  for  the  service  they  render  to 
our  members,  to  the  medical  profession,  and  the 
public  in  general  interested  in  medical  problems. 

On  this  occasion.  I would  like  to  remind  the 
members  of  the  Society  about  the  number  of  foreign 
periodicals  available  in  our  library.  We  receive  a 
total  of  97.  of  which  LI  are  Italian  and  27  are 
Japanese.  Some  of  these  journals  cannot  he  found 
in  Boston  or  X'ew  York. 

Our  Librarian  Emerita,  Miss  Grace  Dickerman, 
is  doing  well  after  a long  illness  and  we  wish  her 
complete  recovery. 

Fraxcesco  Roxchese.  M.D..  Chairman 
Report  of  the  Librarian 

It  must  he  obvious  to  anyone  literate  enough  to 
read  the  newsjiaper  headlines  that  there  is  a great 
interest  in  something  called  “a  library"  and  that 
this  interest  is  no  longer  limited  to  librarians  hut  is 
shared  by  general  readers,  teachers,  legislators  and 
all  civic-minded  persons.  It  has  become  important 
to  read  and  it  has  become  important  to  provide 
materials  for  reading.  Librarians  are  in  the  midst 
of  a revolution  in  methods  and  machines.  \'isions 
of  comjjuters  and  Xeroxes  dance  through  our  heads. 
Our  shop-talk  is  full  of  new  words  — MEDL.LRS. 
lookup,  input,  outjnit,  retrieval  — and  consists  of 
many  discussions  on  to-film-or-not-to-film.  to-tape- 
or-not-to-tape.  The  theme  of  the  October  1963 
meeting  of  the  X"ew  England  Regional  Group  Med- 
ical Library  .Association  ( held  at  Rhode  Island 
Hospital  I was  “The  Medical  Lilmary  in  a Chang- 
ing World"  and  we  chose  that  topic  because  that's 
where  we  are,  in  a changing  and  confusing  world. 
This  seems  a logical  time  to  assess  our  own  Library, 
to  see  where  we  fit  and  how  healthy  we  are. 

This  Library  is  sui)ported  by  the  medical  profes- 
sion in  Rhode  Island,  hut  exists  for  anyone  who 
wishes  to  use  it.  Most  of  our  requests  are  for 
material  of  interest  to  the  practicing  physician. 
])ractitioners  in  allied  fields,  and  to  the  general 
public.  We  make  no  ])retense  at  covering  the  bio- 
logical sciences  or  pure  research  fields  as  it  would 
he  foolish  to  duplicate  items  available  in  our  fine 
university  and  research  center  libraries.  Library 
cooperation  among  science  libraries  in  this  state  is 
excellent ! .And.  through  contacts  with  national  and 
international  institutions,  our  resources  might  he 
said  to  he  world-wide.  We  have  44,473  hound  vol- 
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umes ; 5,650  catalogued  i)am])hlets  and  unl)ound 
volumes  and  several  tons  of  material  in  the  process 
of  being  catalogued.  W’e  are  receiving  479  serials 
(over  50  of  these  are  not  to  he  found  in  anv  other 
library  in  the  state  and  a few  not  in  anv  lihrarv  in 
New  Kngland)  ; onr  hook  accessions  for  the  year, 
through  purchase,  gift  and  conversion,  nnmhered 
535  of  which  120  were  dnjilicates.  These  are  modest 
figures  in  view  of  the  modern  emphasis  on  size  hut 
growing  slowly  seems  to  fit  ns.  We  have  a few 
inches  of  space  left  in  which  to  grow  and  we  have 
all  the  work  that  a small  staff  can  handle  so  we  curb 
onr  ini])nlses  to  grab  everything  we  can  and  try  to 
select  only  those  items  that  belong  in  onr  sjiecial 
field. 

(Jnr  circulation  figures  are  not  a true  index  of 
library  use  as  we  do  not  count  items  used  hv  the 
more-than-half  of  onr  readers  who  are  not  allowed 
borrowing  privileges.  There  are  many  more  vol- 
umes used  on  the  premises  than  are  taken  out.  We 
loaned  1,611  jieriodicals,  452  hooks  (60  of  these 
were  from  the  Davenport  Collection),  six  photo- 
graphs and  three  newsclipjiings.  A large  part  of  onr 
circulation  is  Interlihrary  Loan  and  onr  figures 
show  that  we  sent  552  journals  to  libraries  mostly 
in  this  state.  46  to  those  outside.  We  made  16 
photostats  for  others  and  received  18  in  resi)onse 
to  onr  own  requests.  Onr  requests  for  loans  nnm- 
hered 24.  The  copy-machine  is  one  of  the  greatest 
blessings  ever  bestowed  on  libraries  for  it  elimi- 
nates loss  of,  damage  to  and  lack  of  availability  of 
volumes.  We  don’t  have  a fabulous  Xerox,  hut 
some  of  onr  neighbors  do  and  they  are  most 
generous.  And  the  National  Lihrarv  of  Medicine 
provides  wonderful  service.  However,  it  may  he 
worthwhile  to  consider  — sometime  — the  possi- 
bility of  having  one  of  the  people-proof,  self-help 
varieties  of  copy-machines  where  the  amount  of 
l)ages  copied  is  governed  by  the  customer’s  desire 

— and  his  pockethook. 

Onr  readers  nnmhered  2,652  ; 1 ,319  were  physi- 
cians, 1 .333  were  “()nl)lic”  ( we’re  not  counting  onr 
“in\  isihle  readers”  who  use  interlihrary  loan  vol- 
umes. or  who  call  ns  on  the  telephone  and  let  its 
do  the  reading ! ).  These  figures  are  not  small  when 
yon  realize  that  they  represent  j^hysicians  who 
couldn’t  find  what  they  were  seeking  elsewhere  and 
those  of  the  general  imhlic  who  are  interested  in 
subjects  exclusively  medical. 

\\  e take  great  delight  in  one  of  onr  reader  groups 

— the  science  fair,  term  paper,  career  honk  stu- 
dents. W e find  them  intelligent,  willing  to  dig, 
alert  — who  can  resist  “deoxyribonucleic  acid”  said 
”trip])ingly,  on  the  tongue”  ? — and  well  worth  the 
time  we  s])end  with  them.  This  year,  we  answered 
98  letters  requesting  information  on  57  subjects 
and  entertained  61  students  in  the  Library.  The 
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heart  remains  their  favorite  subject  hut  the  brain 
and  tlie  five  senses  have  made  great  strides  in 
1963-64.  \\’e  were  unable  to  supply  cancer  cells, 
bacteria  and  tobacco  leaves.  Otherwise,  we  consider 
this  community  project  a success. 

What  do  we  do  to  fill  the  days?  In  addition  to 
keej)ing  up  with  the  activities  listed  above,  there 
are  onlv  two  people  to  : catalogue  (33.452  volumes 
to  date),  take  care  of  incoming  periodicals  and 
hooks,  get  journals  ready  for  the  bindery,  check 
them  on  return  from  the  bindery,  check  gifts  for 
dui^licates.  list  dujilicates.  give  duplicates  to  other 
libraries  ( 1.271  this  year  with  5-16  having  to  be 
packaged  for  the  iNledical  Library  Association  Ex- 
change). spend  long  hours  doing  reference  work 
(290  bibliographies  j)repared).  check  the  MLA 
lists  to  see  what  we  can  garner  for  our  needs  ( 16 
whole  volumes  and  115  single  issues  during  1963- 
()4  I . collate  volumes  for  sale  and  ship  same,  prepare 
exhibits  for  the  Reading  Room  Case,  take  care  of 
correspondence,  re-shelve  two  whole  floors  in  the 
stacks  ( with  the  help  of  Mrs.  Sleicher's  young  son. 
.\rthur.  we’ve  just  about  accomplished  the  trips  up 
and  down  the  stairs  with  piles  of  journals  and  we 
may  he  the  most  muscular  librarians  in  Provi- 
dence). send  out  books  for  review,  chase  over-due 
hook  reviews,  prepare  material  for  the  Rhode  Island 
Medical  Journal,  track  down  over-due  books  and 
journals,  confer  with  the  repair  man  about  the  sick 
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furnace,  try  to  find  a hoy  to  mow  the  lawn,  deal  with 
the  plumbing,  confer  with  the  maintenance  man. 
repair  a few  hooks,  go  to  library  meetings,  visit 
new  and  small  libraries  in  need  of  a bit  of  helj) . . . 
and.  answer  the  telephone  interminably. 

This.  then,  is  our  picture.  It  is  the  part  we  are 
playing,  at  present,  in  the  exciting  librarv  world. 
If  you  wish  a more  comprehensive  picture  of  our 
type  of  institution  and  its  reasons  for  existence,  we 
suggest  “The  Medical  Society  Library  and  the 
Community”  by  Gertrude  L.  Annan.  Librarian  of 
the  Xew  \ork  Academy  of  Medicine,  in  lAM.A. 
187 :45-6.  January  4,  1964. 

Mrs.  Helen  E.  DeJong.  Librarian 

Committee  on  Medical  Aspects  of  Sports 
I have  the  pleasure  of  informing  vou  that  the 
Committee  on  the  iMedical  Aspect  of  .Sports  of  the 
Rhode  Island  Medical  .Society  has  arranged  for  an- 
other national  two-day  meeting  which  will  he  held 
at  Kingston.  Rhode  Island,  on  August  20  and  21. 
1964  and  will  be  co-sjxmsored  by  the  Rhode  Island 
Medical  Society  and  the  Universitv  of  Rhode 
Island.  A few  of  the  most  outstanding  men  in 
America  on  the  subject  have  already  agreed  to  take 
part  as  speakers  at  the  meeting.  Included  in  the 
group  thus  far  are  the  following : 

1.  Marcus  Stewart,  m.d..  Head  Orthopedic  Sur- 
geon. Campbell  Orthopedic  Clinic,  Memphis, 
Tennessee. 

2.  James  Nicholas,  m.d..  Team  Orthopedic  Sur- 
geon. Xew  York  Football  Jets. 

3.  Anthony  Pisani.  m.d..  Team  Orthopedic  .bur- 
geon. Xew  York  Football  Giants. 

4.  Ernest  Biggs.  Head  Trainer.  Ohio  State  Lhii- 
versity  : H ead  T rainer . .American  Olympic  T earn 
in  Tokyo.  Japan.  1964. 

5.  Lawrence  Crane,  m.d..  Orthopedic  .burgeon, 
.American  Olympic  Ski  Team.  1964. 

6.  .Arthur  E.  Ellison,  m.d..  Consultant  to  .American 
Ski  .Association. 

7.  Ben  Bedini.  Head  Coach.  Port  Chester  High 
School.  Port  Chester.  Xew  A’ork. 

8.  William  Xeill.  3rd.  .Assistant  Trainer.  Balti- 
more Football  Colts. 

The  Pittsburgh  Football  Steelers  of  the  X'ational 
Football  League  will  lie  in  training  at  Kingston 
during  our  meeting  and  it  is  hojted  that  we  may  be 
able  to  have  one  or  more  of  them  to  serve  as  instruc- 
tors at  the  meeting. 

.A.  .A.  .S.-\VASTANO.  M.D..  Chairman 

Committee  on  Mental  Health 
Mental  Illness  is  .America's  most  pressing  and 
comple.x  health  proldem.  The  .American  Medical 
.Association  recognizes  the  important  stake  every 
phvsician.  regardless  of  type  of  practice,  has  in 
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imjiroving  our  mental  health  knowledge  and  re- 
sources. Physicians  listen  to  these  facts  hut  continue 
to  enjoy  not  heeding  these  facts.  Physicians,  pre- 
occupied with  the  jjathological,  enhanced  by  more 
intricate  knowledge  of  the  pathology  and  physiology 
of  disease.  i)ersist  in  skip])ing  the  fact  that  the 
patient  is  a human  being.  The  battered  image  of  the 
Medical  Profession  is  in  large  part  the  consequence 
of  these  same  human  beings  exijressing  their  frus- 
tration at  being  disregarded  as  people.  “Too  busy” 
enjoys  a prestige  akin  to  the  Maginot  Line,  to  the 
I'rench  public  following  the  First  W'orld  War.  An 
.Annual  Conference  called  by  the  Council  on  Mental 
Health  of  the  A.M.A.  met  on  February  14  and  15. 
1964.  Invited  were  Executive  Secretaries  of  the 
50  States,  the  Chairmen  of  the  Mental  Health 
Committees,  the  Authority  for  Mental  Health  of 
these  States.  The  subject  matter  pertains  to  such 
questions  as:  “Are  Society  and  State  Mental 
Health  activities  reaching  the  non-psychiatrist?  If 
so.  how?  If  not.  why?”  “What  can  be  done  to  en- 
list support  from  the  non-psychiatrist  physician?” 
During  the  summation  of  the  Conference  the 
answers  to  these  (juestions  were  predominately 
pessimistic.  The  other  topic  of  the  Conference  per- 
tained to  the  Provisions  and  Plans  for  Emergence- 
Psychiatric  Services.  Your  Chairman  commented 
on  the  useful  role  of  the  Medical  P>nrean  in 
handling  acute  psychiatric  emergencies.  The 
changing  role  of  the  Accident  Room  of  General 
Hospitals  has  great  significance  throughout  the 
country  in  the  handling  of  psychiatric  emergencies. 

'I'his  Conference  of  Mental  flealth  Representa- 
tives of  February  14  and  15,  1964  was  to  provide 
experience  for  a 2nd  National  Congress  on  Mental 
Illness  and  Health  promoted  by  the  American 
Medical  Association.  The  1st  National  Congress 
was  held  in  October  of  1962.  The  2nd  National 
Congress  on  Mental  Illness  and  Health  will  be  held 
November  5-7,  1964  in  Chicago.  The  purpose  of 
the  meeting  will  he  to  orient  physicians  and  Com- 
munity Leaders  who  are  interested  toward  planning 
and  activating  effective  Alental  Health  Programs  at 
the  local  level.  The  organizational  aspects  of  Com- 
munity Alental  Health  services  and  the  handling 
of  psychiatric  emergencies  will  be  tbe  narrower 
theme  but  will  be  approached  in  much  greater  depth 
of  scoi)e.  The  American  Medical  Association  again 
recognizing  the  importance  of  non-psychiatric 
physicians  wants  the  Delegates  to  this  2nd  National 
Congress  on  Mental  Illness  and  Health  to  be  com- 
posed of  physicians  to  the  percentage  of  75%.  AMnr 
Committee  on  Alental  Health  wants  20  physicians 
from  Little  Rhody  to  attend.  We  would  like  10  of 
those  to  be  members  of  the  House  of  Delegates.  We 
accord  membership  in  the  House  of  Delegates  the 
insignia  of  leadership.  Out  of  the  Committee’s 


respect  for  the  Profession  we  would  like  ])hysicians 
to  initiate  attendance  at  this  Conference  on  a volun- 
tary hasi-s.  We  would  rather  shun  pressure  methods. 
A'onr  Committee  stands  ready  to  give  yon  further 
information.  A break  from  your  routine  in  early 
November  could  restore  the  freshness  which  yon 
gained  on  your  summer  vacation. 

The  Psychologists,  numbering,  ])lns  or  minus, 
60.  have  formulated  a Pill  to  certify  and  license 
Psychologists  which  will  include  the  privilege  of 
doing  Psychothera])y.  Your  Committee  would  call 
to  your  attention  that  the  Aledical  Practice  Act 
reserves  the  care  and  treatment  of  jdiysical  and 
mental  illness  to  licensed  physicians.  The  urge  for 
this  grou])  to  be  licensed  dates  back  into  the  mid 
50’s.  A compromise  was  worked  out  bv  the 
Committee  on  Alental  Health  of  the  Rhode  Island 
Aledical  Society  whereby  the  Psychologists  were 
temporarily  content  with  Certifying  themselves 
through  their  local  American  Psychological  Asso- 
ciation. The  Committee  on  Alental  Health  in  close 
cooperation  with  the  District  Pranch  of  tlTe 
American  Psychiatric  Association  has  attempted  to 
activate  their  disapproval.  An  introduction  of  the 
Pill  that  thev  have  formulated  will  not  occur  until 
1965. 

The  Director  of  the  Department  of  .Social  W’el- 
fare.  Air.  Augustine  Riccio,  has  sought  out  the 
expertness  of  your  Committee  to  aid  him  in  select- 
ing a candidate  for  the  .Superintendency  of  the 
Rhode  Island  Aledical  Center.  AMur  Committee 
finds  itself  in  the  ])Osition  of  not  being  able  to 
endorse  a single  candidate  i)roposed.  Since  this 
idiysician  now  has  Civil  Service  status  your  Com- 
mittee is  advising  that  more  than  one  candidate  he 
considered. 

The  Governor’s  Council  for  |)lanning  for  Alental 
Health  and  Illness  has  two  reju'esentatives  of  your 
Committee  among  the  14.  Gathering  a picture  of 
the  present  situation  has  occupied  the  Council  thus 
far.  The  Council’s  activity  will  e.xtend  over  a two- 
year  period.  There  is  a trend  to  place  the  Aledical 
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“BUT 

MAESTRO 

all  those  people  out  there! 

I’m  scared!”  The  young 
soprano,  waiting  for  the 
curtain  to  rise  on  her 
New  York  debut,  trembled. 
"Now,  now’,  my  dear,” 
soothed  the  great  impre- 
sario, "never  mind  all  those 
people.  I shall  be  in  the  back 
row.  Just  walk  out  there 
and  sing  to  me!  Keep  cool!  ” 

Ah,  she  thought,  that  was  it! 

Cool  — like  Warwick  Club 
Pale  Dry  Ginger  Ale,  avail- 
able in  the  full  32-ounce 
quart  bottle!  It  sings  in  the 
glass  . . . 
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Profession  subsidiary  to  Social  agencies.  Reversing 
this  trend  is  one  of  the  olijectives  of  yonr  Committee. 

Acceptance  of  this  Report  l)v  tlie  Hou.se  of  Dele- 
gates will  he  accepted  as  meaning  that  the  House  of 
Delegates  fully  sni)ports  the  American  Medical 
Association  in  its  ])rojected  2nd  National  Congress 
on  Mental  Illness  and  Health  to  he  held  Novem- 
ber 5-7.  1904. 

H.tROLD  \\7  M'illiams,  m.d..  Chairman 
Social  W' elf  are 

This  committee  and  the  Society's  Committee  on 
Child  Health  ha^■e  acti\  ely  cooi)erated  with  .Ad  Hoc 
Citizens’  Committee  of  the  Rhode  Island  State 
Child  M'elfare  Services  in  evalnating  and  studving 
the  need  for  useful  legislation  to  help  the  abused 
child.  -Accordingly,  a hill  with  hv-partisan  support 
has  been  ])resented  to  the  (ieneral  .Assemhlv 
providing  for  the  mandatory  reporting  of  injuries 
inflicted,  other  than  by  accident,  to  children  under 
the  age  of  eighteen  years.  A copy  of  this  hill  has 
been  distributed  to  all  members  of  the  House  of 
Delegates  of  the  Rhode  Island  Medical  Society. 

.A  new  form  for  the  examination  of  applicants 
for  “Aid  to  Disabled  People”  was  approved  by 
the  Committee,  and  a fee  of  $10  payable  to  the 
physician  for  carrying  out  the  examination  was 
recommended. 

It  was  recommended  that  payment  for  pulmonarv 
function  study  tests  through  the  Social  Welfare 
Department  he  deferred. 

The  problem  of  drug  addiction  has  been  ex- 
plored. A hard-core  segment  of  patients  allegedly 
have  abused  doctor  privileges  as  well  as  drug  privi- 
leges. As  soon  as  the  complete  figures  and  outline 
of  these  alleged  abuses  are  completed,  the  Depart- 
ment of  Social  \\  elfare  will  meet  with  the 
Committee  in  an  effort  to  formulate  a new  policy 
concerning  more  effective  control  of  these  patients 
and  the  use  of  certain  drugs,  which  may  properly 
he  labeled  dangerous  and  hazardous  when  used 
improperly. 

Peter  L.  Mathieu,  Jr.,  m.d..  Chairman 


LIBRARY  SUMMER  HOURS 
The  Medical  Library  will  be  open  from 
8:30  A.M.  until  4:30  P.M.  daily  (except 
Saturdays)  during  June  and  July.  In  August 
the  closing  hour  daily  is  1 P.M. 


MAY,  19  6 4 
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TUBERCUUN.TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINE  TEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

7899-4 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 


H.  P.  HOOD  & SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 


Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 

‘NE0SP0RIN’®bra.c, 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  'Aerosporin® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25%  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2.565,057-2,695.261 
Available;  In  15  Gm.  tubes. 


‘NE0SP0RIN’®bra„d 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  'h  oz.  and  Va  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


S PART  with  an  Industrial  National  checking  account.  It’s  the 
(luick,  safe,  “do-it-by-mail”  way  to  handle  your  financial  affairs. 

Add  an  Industrial  National  savings  account.  It’s  a good  way 
to  make  funds  grow  fast  — your  savings  at  Industrial  National 
earn  interest  every  day  from  day  of  deposit  to  day  of  with- 
drawal. when  you  keep  a balance  of  S5  or  more.  Your  interest 
is  compound(>d  and  credited  four  times  a year,  too. 


INDUSTRIAL 


Blend  in  other  helpful  Industrial  National  services  from 
lime  to  time.  Like  a handy  safe  deposit  box.  Insured  personal 
loans.  Real  estate  mortgages.  Trust  assistance. 

To  keep  your  finances  healthy,  follow  this  prescription  at 
your  neighborhood  Industrial  National  office.  There’s  bound 
to  be  one  near  your  home  or  office. 


NATIONAL  B.NXK  OF 

RHODE  ISLAND 

Neighborhood  Offices  Serving 
All  of  Rhode  Island 

Member  Federal  Reserve  System 
Member  Federal  Deposit  Insurance  Corporation 


JUNE,  1964 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  a contraindication. 

Side -Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  WARNING-May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company, 
Indianapolis  6.  Indiana. 


AMYTAE 

AMOBARBITAL 


% 


liJ  t 


pre-emineirt  w Its 


Complete  information  for  usage  available  to  physicians  on  request. 

3S2<4 
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Mr.  T.  A.  H. 
Santa  Monica,  Calif, 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


_ As  a doctor,  you  are  invited  to  take  advantage  of  a 
QoyyA#  ■ professional  discount  on  the  Sealy  Posturepedic. 

■ We  believe  your  personal  use  will  convince  you 
" of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets.To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set{s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr. 


Residence 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


City 


Zone.. 


State 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  Olf. 


Putting  the  cap  on  a bottle  sounds  simple. 
Just  make  it  tight  enough  to  keep  the  contents 
in,  prevent  leakage,  and  protect  the  product; 
loose  enough  to  be  opened  with  ease.  However, 
that  isn’t  quite  as  simple  as  it  sounds.  ■ At 
Eli  Lilly  and  Company,  there  ai'e  exact-tight- 
ness specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  carefully  adjusted  to 
apply  just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps.  Then  the  tightness  of  the 
caps  is  double-checked  . . . just  to  be  sure. 
■ That’s  where  the  torque  tester  comes  in.  At 
least  once  every  fifteen  minutes,  five  bottles 
are  tested  as  they  come  out  of  the  capping 
machine.  They  are  placed  on  the  torque  tester, 
and  the  twist  on  the  caps  is  measured  . . . just 
one  more  of  the  many  controls  that  add  immea- 
surably to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


400654 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 


QUj  N ETH  AZON  E-TABLETS 

antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  lor  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  just  right  for  patients  with  mild  to 

moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
tyi)es  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  he 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  he  aggravated. 

CONTRAINDICATION:  Anuria. 


1.  Steigmann,  F.,  and  Griffin,  R. : Evaluation  of  Quinethazone,  a 
New  Diuretic.  /.  Amer.  Geriat.  Soc.  11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28,  1962. 
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1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 
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vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


Providence  Medical  Association 
A regular  meeting  of  tlie  Providence  Medical 
Association  was  held  at  the  Khode  Island  Medical 
Society  Library  on  Monday.  Ajiril  6,  1964.  The 
meeting  was  called  to  order  hy  the  President.  Dr. 
Frank  1.  Matteo.  at  8:.I0  p.m. 

Minutes  of  Previous  Meeting:  Dr.  iMatteo  stated 
that  the  reading  of  the  minutes  of  the  March  meet- 
ing would  be  dispensed  with  unless  any  member 
wished  that  the  minutes  he  read.  There  was  no 
recpiest.  Dr.  Matteo  stated  that  the  report  of  the 
meeting  would  he  published  in  the  Rhode  Island 
Medical  Journal. 

Report  of  the  Secretary : Dr.  William  A.  Reid, 
Secretary,  reported  as  follows  : 

.At  a recent  meeting  the  E.xecutive  Committee 
reviewed  applications  for  membership,  apjiroyed  of 
one  transfer  of  membership  for  a physician  moving 
out  of  the  state,  and  also  took  the  following  actions  ; 

1 . It  authorized  the  President  to  appoint  an  Advis- 
ory Committee  to  the  Providence  Association  of 
iMedical  Assistants. 

2.  It  ai)proyed  of  continuance  of  the  annual  dinner- 
meeting with  the  members  of  the  General  .Assem- 
bly from  the  Greater  Providence  area,  and  the 
F.xecutive  Committee.  This  meeting  will  he  held 
tomorrow  night. 

3.  It  approved  of  the  plan  of  the  Entertainment 
Committee  for  the  annual  dinner  and  golf 
tournament  of  the  .Association  to  he  held  at 
the  .Metacomet  Golf  Club  on  Wednesday, 
Sei)teml)er  2. 

4.  It  reviewed  the  report  of  the  Committee  on 
By-Law  Revisions  and  deferred  action  on  the 
revisions  until  the  Fall. 

It  voted  that  an  orientation  dinner-meeting  he 
held  for  all  members  elected  since  October,  1963, 
at  which  various  jihases  of  the  .Association’s  and 
the  R.  1.  Medical  Society’s  activities  would  he 
e.xplained. 

.1  pplicants  for  Membership : Dr.  Reid  reported 
that  the  E.xecutive  Committee  has  reviewed  and 
now  a])])roves  the  applicatif)ns  for  membership  of 
the  following  physicians:  Orazio  J.  Basile,  m.d., 
Robert  li).  Corwin,  m.d.,  Louis  Gall,  m.d.,  Kenneth 
G.  Knowles,  m.d.,  Robert  B.  Kugel,  m.d.,  Paul  H. 


LaMarche,  .m.d.,  Silvia  .A.  Lo])ez,  m.d..  Amedeo  L. 
Mariorenzi,  .m.d.,  .Anthony  J.  Aligliaccio,  m.d., 
Eugene  P.  Rivera,  m.d.,  and  Guy  A.  Settipane,  m.d. 

.A  motion  was  made,  seconded  and  voted  that 
the  applicants  recommended  he  elected  to  active 
membership. 

. Innouncements  by  the  President:  Dr.  Matteo 
urged  the  attendance  of  the  membership  at  the 
L^3rd  .Annual  Meeting  of  the  state  medical  society 
to  he  held  on  A lav  .^th  and  6th. 

lie  also  invited  the  members  to  view  the  paint- 
ings on  exhibit  at  the  Library  which  had  been  done 
by  ])hysicians. 

Presentation  of  Membership  Certificates : The 
President  awarded  membership  certificates  to 
l)hysicians  elected  at  the  March  meeting  of  the 
.Association. 

Scientific  Program:  Dr.  Matteo  introduced  Dr. 
J.  Gershon-Cohen,  Director,  Department  of  Radi- 
ology, Albert  Einstein  Medical  Center,  Northern 
Division  : .Assistant  Professor  of  Radiology,  L^ni- 
versity  of  Pennsylvania  Graduate  School  of  Medi- 
cine, who  spoke  on  “Mammography.”  Dr.  Cohen 
gave  a most  interesting  lecture  on  the  subject  and 
also  discussed  recent  developments  in  Thermog- 
raphy. .A  summary  of  Dr.  Cohen’s  lecture  is  to  he 
puhli.shed  in  the  Rhode  Island  Medical  Journal. 

d'here  was  active  discussion  by  the  members  in 
attendance  of  the  subjects  ])resented  by  Dr.  Cohen. 

The  meeting  adjourned  at  10:30  p.m.  Collation 
was  served.  .Attendance  was  88. 

Respectfully  submitted, 

William  A.  Reid,  m.d..  Secretary 

Newport  County  Medical  Society 

.A  special  meeting  of  the  Newport  County 
Medical  .Society  and  the  Medical  Department  of 
the  Naval  Base  and  the  P'.  S.  Naval  Hospital. 
Newport  was  held  on  April  29,  1964  at  the  Com- 
missioned Officers  Mess  (open).  Naval  Base, 
Newport. 

The  speaker  was  John  1C  Farrell,  Sc.D.,  E.xecu- 
tive .Secretary  of  the  Rhode  Island  Medical  Society. 
Mr.  Farrell  di.scussed  the  recently  adopted  “Medr 
ical  Care  for  the  .Aged”  hill  recently  passed  hy  the 
General  .Assembly. 


continued  on  next  page 
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BOOK  REVIEWS 


Cecil-Loeh  TEXTBOOK  OF  MEDICIXE. 
Edited  by  Paul  B.  Beeson,  m.d..  and  Walsh  Mc- 
Dermott. M.D.  Eleventh  Edition.  W.  B.  Saunders 
Company.  Philadelphia,  1963.  $19.50  single 

vol. : S23.50  two-vol.  set. 

The  eleventh  edition  of  the  Cecil-Loeb  Textbook 
of  Medicine  has  been  revised  under  the  joint  editor- 
ship of  Paul  B.  Beeson  of  Yale  University.  Walsh 
McDermott  of  Cornell  University  Medical  College, 
and  five  associates  who  are  leaders  in  their  respec- 
tive fields.  There  are  66  contributors  who  have,  in 
many  instances,  presented  wholly  new  subject  ma- 
terial. .A.mong  these  new  sections,  we  find  one  on 
genetic  disorders. 

Although  the  material  of  the  hook  is  organized 
by  diseases,  the  authors  have  continued  the  practice 
of  having  introductory  sections  for  nearly  every 
major  diA’ision.  Pathologic  physiology  has  been 
interwoven  in  the  discussion  of  these  diseases  so 
that  the  reader  has  basic  information  concerning 
the  subject  matter. 

The  i)resent  edition  of  the  well-known  and  re- 
spected “Cecil"  continues  to  he  a classic  in  the  field 
of  medical  disorders. 

Daniel  Young,  m.d. 

CURREXT  THERAPY  1964.  Edited  by  Howard 
E.  Conn,  M.D.  W.  B.  Saunders  Company,  Phila- 
delphia. 1964.  $13.00. 

The  value  of  this  therapy  guide  book  is  that  every 
year  it  shifts  from  one  authoritative  opinion  to 
another  on  each  topic. 

This  1964  edition  follows  the  excellent  record  of 
the  preceding  ones.  It  is  highly  recommended  to 
keep  the  busy  practitioner  alireast  of  development 
in  medical  therapy. 

E.  Ronchese,  m.d. 

Ciba  Foundation  Symposium.  LYSOSOMES. 
Edited  by  A.  S.  de  Reuck  and  Margaret  P. 
Cameron.  Little,  Brown  and  Company,  Boston, 
1963.  $11.50. 

This  e.xcellent  symposium  consists  of  a collection 
of  current  papers  dealing  with  some  physiologic, 
biochemical  and  anatomic  aspects  of  lysosomes.  By 
the  selection  of  topics,  which  represent  for  the  most 


]>art  current  research  work  of  the  authors,  an 
attempt  is  made  to  integrate  information  about  the 
structural  and  functional  relationships  of  these  sub- 
celhdar  particles. 

DeDuve,  wbo  first  described  lysosomes  as  dis- 
crete entities  associated  with  hydrolytic  enzyme 
activity,  optimal  in  the  acid  pH.  presents  a general 
discussion  of  lysosome  action  as  it  is  presently 
understood.  The  research  areas  receiving  most 
attention  in  the  remainder  of  the  book  include  histo- 
chemical  aud  cytochemical  studies  with  electron 
microscojw,  and  a variety  of  biochemical  investiga- 
tions. The  relationship  of  lysosomal  structure  and 
enzymatic  activity  to  phagocytosis,  pinocytosis,  and 
cell  injury  receive  broad  discussion.  The  inclusion 
of  the  discussions  of  the  participants  following  the 
individual  papers  enlarges  the  scope  of  the  whole 
presentation. 

^^'hile  this  symposium  will  be  most  useful  to 
investigators  in  the  fields  of  experimental  biology 
and  pathology,  others  may  find  certain  aspects  of 
interest.  A number  of  possible  relationships  between 
lysosomal  dysfunction  and  disease  states  are  sug- 
gested. Among  these,  “hyperlability”  of  lysosomes 
in  disseminated  lupus  erythematosus,  the  absence 
of  a lysosomal  enzyme  in  one  form  of  glycogen 
storage  disease,  and  possible  lysosomal  involvement 
in  muscular  dystrophy  are  most  intriguing. 

i\I.  Patrici.v  Farxes,  m.d. 


NEWPORT  COUNTY  SOCIETY 

concluded  from  preceding  page 

Other  guests  who  attended  were  Capt.  Finnigan. 
Xaval  Base  Commander,  Mr.  W illiam  Turner  and 
^Ir.  William  Wood,  X'ewport  Hospital  Executives 
and  the  chief  nurse  of  the  Xaval  Hospital  and  sev- 
eral of  her  assistants. 

Mr.  Turner  extended  his  remarks  by  giving  tbe 
viewpoint  of  tbe  Hospital  Association  of  Rhode 
Island. 

X"o  other  society  business  was  transacted. 

Jolm  E.  Carey,  IM.D.,  Secretary 

PATRONIZE  JOURNAL 
ADVERTISERS 


needs  cdteiiiicM^od  t 


Robaxin 

(methocarbamol,  Robins) 


U.S.  Pat.  No.  2770649 

Successful  clinical  experience  with  Robaxin  (methocarbamol)  in  thou- 
sands of  cases  of  musculoskeletal  disorders  is  reflected  by  numerous 
published  reports.  Side  effects  (lightheadedness,  dizziness,  drowsi- 
ness, nausea)  may  occur  rarely,  but  usually  disappear  on  reduced 
dosage.  Hypersensitivity  reactions  develop  infrequently.  Contraindi- 
cated in  hypersensitive  patients. 


Average  Adult  Dose 

ROBAXIN®  ROBAXIN®-750 

(methocarbamol, 500 mg./tab.)  (methocarbamol, 750mg./tab.) 

Initially 3 tablets  q.i.d 2 tablets  q.i.d. 

Maintenance  . 2 tablets  q.i.d 1 tablet  q.4h. 

or  2 tablets  t.i.d. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


. . nothing,  that  is,  except  the 
sedative-antispasnnodic  action  of 


Don  nata  I 


Prescribed  by  more 
physicians  than  any 
other  antispasmodic 
— well  over  5 bil.ion  doses! 


In  each  Tablet,  Capsule  In  each 


or  5 cc.  Elixir  Extentab 

0.1037  mg.  hyoscyamine  sulfate  . 0.3111  mg. 

0.0194  mg.  atropine  sulfate  0.0582  mg. 

0.0065  mg.  hyoscine  hydrobromide  0.0195  mg. 


16.2  mg.  (%  gr.)  phenobarbital  . (%  gr.)  48.6  mg. 

(Warning;  May  be  habit  forming) 

Under  the  pressure  of  modern  living,  with  its 
“small  continued  anxieties  of  life,”®  func- 
tional disturbances  of  secretion,  tone  and 
motility  of  the  gastrointestinal  tract  are  ex- 
tremely common.®®  Forthe  relief  of  symptoms 
associated  with  such  disturbances— through 
rest  for  the  patient,  rest  for  the  colon®— the 
drugs  of  greatest  value  have  proved  to  be  the 
antispasmodics  and  the  sedatives. ®’®’^ 

Donnatal— a dependable,  time-tested  combi- 
nation of  natural  belladonna  alkaloids  and 
phenobarbital  — has  produced  excellent  re- 
sults in  relieving  visceral  spasm. 

Donnatal  makes  peptic  ulcer  patients  “quite 
comfortable”®. ..  relieves  epigastric  pain  and 
discomfort®... gives  “marked  relief”  in  spasm 
and  irritation  of  the  g.i.  tract®. .. offers 
“quite  high  and  predictable”  efficiency  in 
alterations  of  motility  associated  with  gas  and 
cramping^ . . in  short,  has  a definite  place  in 
the  physician’s  armamentarium  because  of 
“convenience  of  dosage  regulation,  effective- 
ness, safety,  and  economy.’"^ 


INDICATIONS:  Donnatal  is  indicated  in  recur- 
ring, persistent  or  chronic  visceral  spasm,  as 
in  peptic  ulcer,  pylorospasm,  irritable  stom- 
ach and  colon,  motion  sickness,  nocturnal 
enuresis,  mucous  colitis  and  diarrhea. 

SIDE  EFFECTS:  No  serious  toxic  reactions  are  to 
be  expected.  Dryness  of  the  mouth,  blurred  vi- 
sion, difficult  urination,  and  flushing  and  dry- 
ness of  the  skin  may  occur  with  excessive  and 
prolonged  dosage. 

PRECAUTIONS:  Patients  with  incipient  glau- 
coma or  urinary  bladder  neck  obstruction 
must  be  treated  with  care,  as  with  any  prepa- 
ration containing  a parasympathetic  depres- 
sant. 

CONTRAINDICATIONS:  DoNNATAL  is  Contraindi- 
cated in  acute  glaucoma,  advanced  hepatic  or 
renal  disease,  and  known  or  suspected  idio- 
syncrasy to  any  of  its  components. 

REFERENCES: 

1.  Asher,  L.M.:  Am.  J.  Digest.  Dis.  4:260,  1959. 

2.  Barden,  F.W.,  Hill,  P.S.,  Mahaney,  W.F.,  and  Cu- 
neo,  K.J.:  J.  Maine  M.A.  45:11,  1954. 

3.  Donovan,  E.J.:  Rocky  Mt.  M.J.  50:952,  1953. 

4.  Hock,  C.W.;  Clinical  Med.  8:1932,  1961. 

5.  Marks,  L.:  Am.  J.  Gastroenterol.  27:180,  1957. 

6.  Palmer,  W.L.,  and  Kirsner,  J.B.:  Therapeutics  in 
Internal  Medicine,  2nd  ed.,  F.  A.  Kyser,  ed.,  Hoe- 
ber.  New  York,  1953,  p.  368. 

7.  Watts,  M.S.M.,  and  Wilbur,  D.L:  J.A.M.A.  152: 
1192,  1953. 

8.  Wharton,  G.K.,  Balfour,  D.C.,  Jr.,  and  Osmon, 
K.I.:  Postgrad.  Med.  21:406,  1957. 


H.  ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


•This  one  at  Olympic  National  Park,  Washington. 


266 


RHODE  ISLAND  MEDICAL  JOURNAL 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them,  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


Wherever  you  go 
forget  your  telephone 
calls.  WeMI  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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you  can  control  OTITIS  EXTERNA  quickly 


WItl! 

OTAMYLON* 

ear  drops 

Contain  5 per  cent  Sulfamylon®  (brand  of  mafenide) 
hydrochloride  and  5 per  cent  benzocaine  (ethyl  amino- 
benzoate)  in  propylene  glycol  (with  0.4  per  cent 
chlorobutanol  as  preservative). 

bactericidal 

fungicidal 

analgesic 


I 


Most  cases  of  primary  otitis  externa,  as  well  as  those  secondary  to  otitis  media  with  ear 
drum  perforation,  respond  quickly  to  OTAMYLON  Ear  Drops. 

After  gentle  cleansing  and  drying  of  the  ear  canal,  OTAMYLON  is  applied  3 or  4 times 
daily  directly  into  the  canal  (2  or  3 drops)  or  by  inserting  a moistened  gauze  wick. 

If  the  added  anti-inflammatory  action  of  hydrocortisone  is  desired,  prescribe 
OTAMYLON  WITH  HYDROCORTISONE  (0.02  per  cent). 

OTAMYLON  and  OTAMYLON  WITH  HYDROCORTISONE  are  well  tolerated  by 
the  great  majority  of  patients.  Occasional  local  sensitivity  reactions  including  redness 
and  inflammation,  vesiculation  and  exacerbation  of  symptoms  such  as  itching  have  been 
reported,  all  of  which  have  disappeared  rapidly  on  discontinuance  of  medication.  No 
systemic  reactions  have  occurred. 

OTAMYLON  is  supplied  in  bottles  of  15  ml.  with  dropper. 

OTAMYLON  WITH  HYDROCORTISONE  is  supplied  as  a combination  package 
containing  1 bottle  each  of  Otamylon  13.4  ml.  and  hydrocortisone  (0.16  per  cent  in 
propylene  glycol)  2 ml. 


Winthrop  Laboratories.  New  York,  N.  Y. 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 


* • t 


Miltowff 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

WALLACE  LABORATORIES/Cranbury,  N.  J. 
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THE  RHODE  ISLAND  MEDICAL  SOCIETY 
Appointed  Committees — 1964—1963 


Advisory  Committee  to  R.  I.  Chapter. 
American  Physical  Therapy  Association 

Louis  Sage,  M.D..  Chairman 
Eric  Denhoit.  M.D. 

Joseph  H.  Dwinelle.  M.D. 

Committee  on  Aging 

Richard  Kraemer.  M.D..  Chrm.  (Kent  ' 
Edward  .\sprinio,  iM.D.  (Kent) 

Alex  Burgess,  Sr..  ^I.D. 

Charles  D.  Charon.  ^I.D.  (Woon.  ) 

Robert  W . Drew.  M.D.  ( Bristol) 

Janis  Gailitis.  M.D.  (Newport  i 
John  F.  W.  Gilman.  ^I.D. 

Joseph  G.  McWilliams.  M.D. 

Rudy  K.  Meiselman,  M.D. 

John  D.  Pitts.  M.D. 

Mark  A.  Yessian,  M.D. 

Advisory  Committee  to  VC  Oman's  Auxiliary 

Ernest  K.  Landsteiner.  M.D.,  Chrm. 

Robert  \\  . Drew,  M.D.  (BristoD 
.\rthur  E.  Hardy,  iM.D.  (Kent) 

Thomas  Perry,  jr..  M.D. 

Blood  Bank  Committee 

Enold  H.  Dahlquist.  M.D..  Chrm. 

Salvatore  R.  Allegra.  M.D. 

George  W.  Anderson.  M.D. 

Jacob  Dyckman.  M.D. 

Leroy  W.  Falkinburg.  M.D. 

Herbert  Fanger.  M.D. 

Joseph  Hansagi.  M.D.  (Kentl 
Stephen  J.  Hoye.  M.D.  (Pawt.) 

John  M.  Malone.  M.D.  (Newport  i 
William  A.  McDonnell.  M.D. 

Gary  Paparo,  M.D.  (Pawt.) 

Richard  .linger.  ^I.D.  (M'ash.'l 

Cancer  Committee 

George  \'.  Coleman,  M.D..  Chrm. 

Robert  F.  Corrente.  M.D.  (Kent) 

Herbert  Fanger.  !M.D. 

J.  Merrill  Gibson,  Jr..  M.D.  (M  ash.) 

David  R.  Hallmann,  M.D.  (Pawt. i 
Stephen  J.  Hoye.  M.D.  (Pawt.) 

Louis  A.  Leone,  M.D. 

Henry  C.  McDuff,  Jr..  M.D. 

Thomas  Murphy,  M.D. 

Robert  P.  Sarni.  M.D. 

William  R.  Thompson,  M.D. 

George  W.  Waterman.  M.D. 

Banice  M.  Webber.  M.D. 


Child-School  Health  Committee 
Rudolph  Jaworski.  M.D..  Chairman  (Pawt.) 
Lewis  Abramson.  M.D.  (Newport  i 
John  T.  Barrett.  M.D. 

Briand  Beaudin.  M.D.  (Kent  > 

Oscar  Dashef.  M.D.  (M'oon.) 

John  E.  Farley.  M.D. 

Herbert  F.  Hager.  M.D. 

M illiam  L.  Leet.  M.D. 

Robert  M.  Lord,  Jr.,  i\LD. 

Betty  Mathieu,  M.D. 

Raul  Nodarse.  M.D. 

Neida  O.  Ogden.  ^I.D.  (Wash,  i 
Frederick  A.  Peirce.  M.D.  (Newport  i 
William  P.  Shields.  M.D. 

Wilson  LTter,  M.D. 

Diabetes  Committee 

Albert  F.  Tetreault.  M.D..  Chrm. 

Rocco  Abbate.  M.D.  (Kent ) 

Ira  .\nioorian,  M.D. 

John  Bleyer.  M.D.  (Pawt. ) 

Anthony  Caputi.  M.D.  (Newport  ) 

Alton  Curran.  M.D. 

Donald  DeNyse,  M.D. 

Charles  Does.  M.D. 

Peter  Erinakes,  M.D.  ( Kent  i 
Russell  P.  Hager.  M.D.  (Kent  > 

Melvin  Hoft'man,  M.D. 

Louis  1.  Kramer.  M.D. 

\\  illiam  L.  Leet,  ]M.D. 

Betty  B.  Mathieu.  M.D. 

Bias  Moreno.  M.D.  (Pawt.) 

Thomas  Murphy.  M.D. 

Alton  M.  Pauli,  M.D.  (Pawt.) 

Amy  Russell,  M.D. 

Robert  F.  Spencer,  M.D. 

Perinatal  Mortality  Committee 
Bertram  H.  Buxton,  M.D.,  Chairman 
George  Anderson.  M.D..  \’ice-Chairman 
F.  Bruno  Agnelli.  M.D.  (Wash,  i 
D.  William  J.  Bell.  M.D. 

John  Carey.  M.D.  (Newport) 

A'ito  Coppa.  M.D. 

Francis  \*.  Corrigan,  M.D. 

Stanley  Davies,  M.D.  (Kent  ) 

Eric  Denhoff,  M.D. 

Ernest  L.  Dupre.  ^I.D.  (Woon.  i 
Herbert  Ebner,  M.D. 

John  P.  Grady,  M.D. 

Thomas  F.  Head.  M.D. 

Gilbert  Houston,  M.D.  (Kent  ) 

William  A.  Reid.  M.D. 

Henry  E.  Turner,  M.D.  (Pawt.) 
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Maternal  Mortality  Committee 

Stanley  Davies.  M.D.,  Chairman  (Kent) 
Harold  L.  Beddoe,  AI.l). 

J.  Kenneth  Beezer,  IM.l). 

Bertram  H.  Bnxton,  Jr.,  M.D. 

John  E.  Carey.  M.D.  (Newport) 

I'rancis  \7  Corrigan,  M.D. 

Ernest  E.  Dupre,  M.D.  (Woon.) 

Walter  R.  Durkin.  M.D. 

Herbert  Ehner,  ^ED. 

Eouis  J.  Fuhrmann,  M.D. 

William  J.  MacDonald,  AED. 
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in  acute  nausea  and  vomiting 

Nausea  and  vomiting,  whether  induced  by  vertigo,  dizzi- 
ness or  motion  sickness,  are  effectively  controlled  by 
Dramamine  (dimenhydrinate).  Available  in  easy  to-take 
liquid  form  and  the  tablet  form  which  is  ideal  for  the 
traveler. 

Precautions:  Patients  should  be  cautioned  against  oper- 
ating automobiles  or  dangerous  machinery  because  of  pos- 
sible drowsiness.  Dimenhydrinate,  notably  nontoxic  itself, 
may  mask  the  symptoms  of  streptomycin  toxicity. 
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dimenhydrinate 
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ENZYME  ACTIVITY  IN  DYSGERMINOMA  AND  SEMINOMA 

A Study  of  Lactic  Dehydrogenase  Isoenzymes  in  Malignant  Diseases 
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TAysgermixoma  of  the 
OVARY  is  predominantly  a 
tumor  of  early  life,  mostly 
appearing  in  the  second  or  third 
decade.  It  is  a carcinoma  with 
distinctive  histological  charac- 
teristics, consisting  of  large 
cells  with  clear  cytoplasm  and 
large,  heavily  staining  nuclei. 

The  cells  are  mostly  arranged 
in  alveoli,  separated  by  fibrous 
septa.  Areas  of  degeneration  and  hemorrhage  are 
common. 

The  malignancy  of  dysgerminoma  is  definitely 
less  than  that  of  the  common  forms  of  primary 
ovarian  cancer,  hut  nevertheless  the  mortality  is 
rather  high,  the  five-year  survival  rates  ranging 
from  27  per  cent^'*'^'’’  to  64  per  cent.^^ 

There  is  a difference  of  opinion  as  to  whether  the 
tumor  originates  from  undififerentiated  gonadal 
mesenchyma  or  from  germinal  cells.  It  is  beyond 
the  scope  of  this  paper  to  discuss  this  question  of 
histogenesis.  Relevant,  however,  is  the  fact  that  a 
histologically  identical  tumor  is  found  in  the  male, 
viz. ; the  seminoma  testis.  Curiously  the  prognosis 
for  this  neoplasm  is  much  more  unfavorable  than 
for  dysgerminoma. 

In  this  paper  we  present  two  cases  of  dysgermi- 
noma in  which  we  observed  an  enzymatic  activity 
in  the  serum  of  the  patients  which  appeared  to  he 
specific  for  this  tumor,  and  which  has  not  been 
described  until  now.  IMost  remarkably,  an  identical 
phenomenon  was  found  in  cases  of  seminoma  testis. 
The  histological  similarity  of  dysgerminoma  and 
seminoma  is  thus  confirmed  by  a similar  enzymatic 
behavior. 


Lactic  dehydrogenase  isoenzytnes 
Recent  investigations  have  shown  the  multiple 
molecular  forms  in  which  manv  enzymes  e.xist  in 
nature.^'’  This  heterogeneity  of  enzymes  affords 

continued  on  next  page 


Agar-gel  electrophoresis  of  serum  on  microscope 
slides,  showing  position  of  LDH  activity  with  regard 
to  the  position  of  the  serum  proteins. 

Double  staining  technique: 

red  color:  protein  staining  with  azocarmine  and 
corresponding  densitometric  curve  in  red 
(from  left  to  right:  albumin,  ai  — globulin, 
02  — globulin,  p — globulin  and  — globu- 
lin ) . 

dark  color:  LDH  staining  with  nitro  blue  tetra- 
zolium  and  corresponding  densitometric 
curve  in  black  (from  left  to  right:  LDi,  LD2, 
LD2,  LD„  and  LDj). 
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new  possibilities  for  the  diagnosis  of  disease.  Mam- 
malian lactic  dehydrogenase  ( LDH  ) is  now  known 
to  be  composed  of  a mixture  of  at  least  five  dififerent 
components,  called  LDH-isoenzymes.  These  iso- 
enzymes are  very  similar  in  biological  activity 
but  different  in  electrophoretic,  chromatographic, 
immunological  and  other  features.  By  means  of 
electrophoresis  it  is  possible  to  separate  and  deter- 
mine the  individual  isoenzymes  of  LDH  in  blood 
serum  and  other  body  fluids  or  in  tissue  homoge- 
nates. The  pattern  of  distrihution  of  LDH-iso- 
enzymes differs  greatly  in  various  organs  and 
tissues  of  the  human  body.^'*  Injury  of  certain 
organs  can  cause  characteristic  changes  in  the 
serum  isoenzyme  composition,  reflecting  the  pat- 
tern of  the  organ  involved.  Making  use  of  this 
])henomenon,  \Tsell-®  was  the  first  who  could  dem- 
onstrate the  elevation  of  specific  LDH  serum  peaks 
in  various  disease  states.  Many  clinical  studies  have 
l)een  reported  since.  Heart  muscle  is  rich  in  LDi 
and  LDo,  and,  after  myocardial  infarction,  an  in- 
crease in  serum  LDi  and  LDo  is  found. Liver 
tissue  on  the  other  hand  contains  a large  amount  of 
LDj.  Damage  of  liver  tissue  is  reflected  in  the 
serum  by  an  increase  in  this  fifth  fraction. 

Unfortunately,  there  is  no  uniform  opinion  in 
the  literature  on  the  numbering  of  LDH-iso- 
enzvmes.^-  In  our  nomenclature,  this  number- 
ing is  as  follows : 

LDi:  electrophoretical  fastest  moving  (anodal) 
LDH  isoenzyme  fraction 

LI >5:  slowest  moving  (cathodal)  LDH 
isoenzyme  fraction 

LDo,  LD3,  and  LD4 : LDH  isoenzyme  fractions 
between  LDi  and  LD.-; 

Using  a simple  form  of  "enzyme  electrophoresis” 
according  to  van  der  Helm,'*  ® we  have  applied  the 
routine  estimation  of  serum  LDH-isoenzymes 
during  the  past  18  months  in  about  1500  patients, 
resulting  in  over  4000  isozymograms,  yuantitative 
results  were  obtained  by  densitometry  of  the  pat- 
terns with  a Beckman/Spinco  "Analytrol,”  micro- 
analyser attachment,  using  the  B-2  balancing  cam 
and  filters  550  mu.  Fig.  1 gives  an  example  of  a 
scanned  pattern  of  myocardial  infarction.  Xormal 
values  obtained  in  serum  samples  from  40  donors  of 
the  Blood  Transfusion  Service  are  presented  in 
Table  1,  and  two  normal  LDH  patterns  are  shown 
in  Fig.  2. 
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Fig.  1.  Automatic  recording  of  an  isozymogram  of 
myocardial  infarction. 

normal  LDH  pattern 

top:  donor  K.B.  LDH:175U. 

12  3 4 5 


t t 


bottom;donor  A.B.  LDH:250U 

Fig.  2.  Serum  LDH  patterns  of  two  normal  subjects. 

Five  isoenzymes  are  always  present. 

Results  in  a grouj)  of  cardiovascular  patients, 
including  45  cases  of  myocardial  infarction,  have 
been  published  elsewhere.'*  Special  attention  has 
been  paid  to  the  pattern  obtained  in  patients  sufifer- 
ing  from  pulmonary  emboli,  with  an  increase  in 
LD.-,.  I'urther  results  have  confirmed  the  diagnostic 
significance  of  serum  LDH-isoenzymes  in  severe 
cases  of  this  disease. 

An  important  group  in  our  material  consists  of 
patients  with  malignant  neoplastic  diseases  ( 150 
cases  ).  .\s  is  known  from  the  literature--^  *"  ***  --''^- 
2s..si.3:>  serum  LDH  activity  is  often  elevated  in 
patients  with  various  neoiilasms,  including  leuke- 
mia. the  incidence  ranging  from  20  per  cent  to  92 
per  cent,  depending  on  size  and  localization  of 
jirimarv  tumor,  clinical  status,  existence  of  meta- 
stases,  and  other  factors.  In  our  series  this  inci- 
dence was  53  per  cent. 


Table  1 

Nonual  values  of  serum  LDH  and  isoenzymes 
40  normal  subjects 


fraction 

LDi 

LD2 

LD3 

LD4 

LD., 

total 

LDH*)  (U) 

mean  ( in  % ) 
range  fin  %) 

39.7 

33  — 45 

45.5 

40  — 51 

11.2 

7.5  — 15.5 

2.2 

0.8  — 5.5 

1.4 

0.5  — 3.5 

222 

145  — 350 

*) estimated  according  to  King  9'^“. 
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Little  is  as  yet  known  a1)ont  tlie  fractionation  of 
LDH  in  the  sernni  of  cancer  ])atients,  altliongh 
incidental  ohservations''''-^’''®'''’'-*'’’^'’  '^"  '^®  have  been 
made  and  a few  papers  have  been  published. 

So  far  the  results  are  rather  contradictory  and  there 
is  no  uniform  opinion  on  the  value  of  serum  iso- 
enzyme estimations  in  malignancy. 

In  the  course  of  this  study,  it  appeared  that  the 
serum  isoenzyme  pattern  in  these  patients  is  very 
characteristic,  with  a relative  elevation  of  especially 
LDo,  LD3,  and  LD4,  or  combinations  thereof,  some- 
times in  combination  with  an  increase  of  LD5, 
depending  on  the  existence  of  liver  secondaries. 
This  typical  pattern  ( Fig.  3 ) was  chiefly  found  in 
cases  with  increased  total  serum  LDH  activity,  but 
was  incidentally  also  observed  in  patients  with 
normal  serum  LDH  levels.  Elevation  of  LDo  in 
leukemia  was  already  observed  by  Vesell,-*’’  and  so 
far  our  findings  are  in  accordance  with  this  earlier 
observation. 

Malignant  serum  LDH  pattern 


12  3 4 5 ! 

LDH 

LD, 

LDj 

LD3 

LD^ 

LD5 

• tl  • 

myelogenous  leukemia 

800 

23.0 

50.8 

18.9 

5.2 

2.1 

• •If 

ovarian  carcinomo  ^ 

860 

24.3 

40.4 

21.5 

9.5 

4.3 

•Ml 

testis  carcinoma*) 

1720 

25.8 

37.2 

25.0 

9.4 

2.6 

**)  dysgerminoma  and  seminoma  excluded 


Fig.  3.  Three  examples  of  neoplastic  diseases  with 
typical  patterns. 

It  is  not  yet  understood  why  the  elevation  of 
LDH  in  malignant  disease  is  especially  located  in 
the  middle  fractions.  Malignant  growth  of  tissue  is 
usually  accompanied  by  necrosis,  and  it  seemed  rea- 


sonable to  suppose  that  the  increase  of  serum  LDH 
is  a result  of  tumor  necrosis.  If  this  hypothesis  were 
correct,. one  might  e.xpect  a serum  pattern  of  the 
same  type  as  the  tumor  pattern.  Indeed,  the  results 
of  Starkweather  et  al.^'*  indicate  that  tumor  LDH 
has  lost  the  high  degree  of  heterogeneity  observed 
in  normal  human  tissue,  the  majority  of  activity 
now  appearing  in  I^Da.  However,  our  estimations 
of  LDH-isoenzymes  in  tumor  tissue  did  not  confirm 
these  observations.  Malignant  degeneration  of  tissue 
shows  in  general  a shift  toward  the  slower  moving 
fractions  with  higher  activity  in  LD4  and  especially 
LD5,  as  compared  with  the  normal  tissue.  This  shift 
was  also  found  by  Pfleiderer,^®  and  the  conclusion 
is  that  necrosis  of  tumor  tissue  alone  cannot  explain 
the  serum  pattern  in  neoplastic  disease. 

On  the  basis  of  the  LDH  isoenzyme  distribution 
we  can  divide  the  human  organs  and  tissues  into 
three  main  groups  (our  quantitative  results  are  in 
good  accord  with  the  figures  given  by  Pfleiderer’®)  ; 

1.  Heart  muscle  group,  with  activity  mainlv  in 
the  fast  moving  fractions  LDi  and  LD2. 

H.  General  group,  with  activity  mainly  in  the 
middle  fractions  LD2,  LD3,  and  LD4.  Pllei- 
derer^'^'^®  found  this  pattern  in  all  tissues  in 
the  earliest  stage  of  life,  exhibiting  maximum 
activity  in  LD3  (embryonic  pattern).  During 
development,  a change  to  the  state  of  the  adult 
tissue  occurs. 

III.  Liver  tissue  group,  with  activity  mainly  in  the 
slowest  moving  fraction  LD5. 

As  can  be  seen  from  Table  2,  most  tissues  belong 
to  the  second  group,  and  theoretically,  necrosis  of 
all  these  tissues  could  possibly  cause  a “malignant 
serum  pattern.”  In  practice,  however,  we  have 
found  this  malignant  pattern  almost  exclusively  in 
neoplastic  disease  and  during  the  first  part  of  the 
investigation  we  considered  it  fully  specific.  There 

continued  on  next  page 


Table  2 


LDH  isoenzymes  in  normal  human  tissues 


group  I 

with  chiefly  LDi  and  I.Di. 

group  II 

with  chiefly  LDa,  LD.i  and  LD4 

group  III 
with  chiefly  LDs 

heart 

lung 

liver 

kidney 

spleen 

skeletal  muscle 

brain  ~ ^*) 

pancreas 

dermal  tissue 

erythrocytes 

thyroid  gland 
gallbladder 
intestine 
ovary 

uterus 
prostate 
lymph  node 
connective  tissue 
fatty  tissue 
thrombocytes 

^ ) leukocytes 

*)  borderline  cases  (with  a shift  to  the  next  group). 
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are  now.  however,  a few  false  positive  cases:  a 
.^everelv  ill  patient  with  acute  salmonella  infection 
(hloocl  culture  positive  ! ) and  two  women  with  ex- 
tensive necrosis  in  a myoma  of  the  uterus.  How- 
ever. a spontaneous  return  to  normal  values  was 
seen  in  these  cases  — a finding  which  never 
occurred  in  cancer  patients. 

On  the  other  hand  there  is,  of  course,  a high 
incidence  of  false  negative  cases,  i.e.,  neoplastic 
disease  without  increase  of  total  serum  LDH  and 
with  normal  isoenzyme  composition  ( in  about  one- 
half  of  proven  malignancy).  At  any  rate,  the  posi- 
tive finding  of  an  elevated  LDH  activity  in  the 
serum  of  a patient,  combined  with  a “malignant 
isoenzyme  pattern.”  is  strongly  suggestive  of  a neo- 
plastic disease.  A special  report  on  this  subject  with 
quantitative  results,  together  with  the  findings  in 
pleural  and  ascitic  fluid,  is  now  being  prepared. 

During  this  investigation  another  striking  fact 
ai)peared.  One  sharplv  defined  group  of  neoplastic 
disease  did  not  fit  into  the  above-described  scheme. 
Five  cases  of  seminoma  were  included  in  our  ma- 
terial. and  all  iiA  e had  a particular  LDH  pattern 
with  high  activity  located  in  LDi  and  LDo,  contrary 
to  the  usual  finding  in  other  carcinomas.  Figure  4 
shows  the  serum  pattern  in  three  of  the  five  cases 
(patients  F,  .S.  and  K ),  and  quantitative  data  are 
given  in  Table  3.  This  “seminoma  pattern”  appears 
at  first  sight  like  the  pattern  seen  in  myocardial 
infarction,  hut  differs  from  it  in  relative  distribu- 
tion and  in  the  absence  of  the  typical  course  follow- 
ing mvocardial  infarction.**  The  percentage  compo- 
sition of  the  pattern  is  within  normal  limits,  hut 
total  activity  is  increased ; in  other  words,  the 
alisolute  activity  of  each  of  the  five  fractions  is 
e(|ually  increased  without  a change  in  the  relative 
proportions.  The  increased  total  activity  is  thus 
chiefly  located  in  LDi  and  LDo  (about  80  per  cent ) . 
Most  remarkably,  the  same  pattern  was  observed  in 
two  patients  with  dysgerminoma,  a rather  unusual 
tumor  not  frequently  encountered  in  general  prac- 
tice. The  ca.se  histories  of  these  two  ])atients  are 
])resented. 

Report  of  Cases 

Case  1.  Mrs.  W'.H.,  aged  29  years,  a para-H, 
was  seen  because  of  an  asymptomatic  tumor  in  the 
lower  abdomen.  Her  past  history  was  noncontribu- 
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L DH  _ I SO  enz  y mes  In  son%lnomo 


No. 

materiols 

totot 

LDH 

pat  tern 

1. 

315 

4 1 

2. 

p«  t P <n 

3650 

Ml 

3. 

po  1 S 

1120 

ff 

4. 

pot.K,<5. 

1760 

III 

Fig.  4.  Three  cases  of  seminoma  testis.  See  also 
Table  .U 


tory.  The  menstrual  cycle  was  normal.  The  general 
condition  appeared  to  he  satisfactory.  Palpation  of 
the  abdomen  revealed  a tumor  between  symjihysis 
and  umbilicus,  of  firm  consistency  and  irregular 
shape,  with  a diameter  of  15-20  cm.  On  vaginal 
examination  a mass  was  felt  on  the  right  side  of  the 
peh  is.  which  might  have  been  a second  tumor  or  an 
extension  of  the  abdominal  mass.  The  uterus  could 
not  he  sejiarately  felt.  A diagnosis  of  unilateral  or 
l)ilateral  ovarian  tumor  was  made.  Some  days  after 
this  first  examination,  and  before  the  patient  could 
he  admitted  for  laparotomy,  she  became  ill  at  home 
with  high  fever,  for  which  the  family  physician 
could  find  no  apparent  cause.  Treatment  with  peni- 
cillin and  sulfa  drugs  had  no  effect,  and  hospitaliza- 
tion followed.  The  patient  now  ajipeared  rather  ill, 
hut  had  no  definite  complaints.  The  blood  pressure 
was  120  90,  temperature  38.6°C.,  pulse  116/min. 
On  examination  the  abdominal  and  pelvic  tumors 
seemed  unchanged,  and  were  not  painful  on  ])ali)a- 
tion.  A moderately  enlarged  liver  and  spleen  could 
now  l)e  felt.  Laboratory  findings  included  hemo- 
globin 13.1  g./lOO  ml.,  white  cell  count  3600,  with 
34  ])er  cent  hand  forms,  35  per  cent  neutrophils, 
28  per  cent  lymiihocytes,  and  3 per  cent  monocytes. 
Erythrocyte  sedimentation  rate  22/56.  The  urine 
was  normal.  The  li\  er  tests  were  abnormal : thymol 
turhiditv  10.5  L^..  serum  glutamic  oxalo-acetic 
transaminase  (SCOT)  : 86  U.,  serum  glutamic 
pvruvic  transaminase  (SGPT):  43  U..  alkaline 
phosphatase  8.7  L".  ( Bessey),  conjugated  bilirubin 
0.33  mg.  100  ml.  The  serum  protein  electrophoresis 
was  normal.  Blood  culture  : no  growth.  Agglutina- 
tion tests  ( brucellosis,  typhus,  paratyphus  ) : nega- 
tive. X-rays  of  the  chest  and  stomach : no 
almormalities. 


Table  5 


Serum  LDH  and  isoenzymes  in  seminoma 


patient 

(in  U.) 

LDH 

LDi 

LD. 

( in  % ) 

LDs 

LD. 

1 

Q 

normal  serum 

315 

43.8 

42.1 

10.0 

1.6 

2.5 

patient  F. 

3850 

40.8 

41.5 

13.3 

2.7 

1.7 

l)atient  S. 

1120 

48.9 

41.6 

7.6 

1.6 

0.3 

patient  K. 

1760 

40.2 

40.7 

16.0 

2.0 

1.1 

patient  H. 

1200 

44.4 

42.0 

9.3 

2.3 

2.0 

patient  A'. 

505 

48.7 

48.2 

2.4 

0.3 

0,4 
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A definitive  diagnosis  conld  not  he  made.  Is- 
chaemic necrosis  in  the  tumor  could  have  heeu 
responsible  for  the  fever,  hut  there  were  no  local 
signs  to  confirm  this.  Penicillin  and  strejitomycin 
were  given,  after  which  the  temperature  became 
normal  in  three  days.  The  enlarged  liver  and  spleen 
seemed  to  become  smaller  after  a week.  Because  the 
patient  was  considerably  weakened  by  the  febrile 
episode,  laparotomy  was  postponed.  At  her  own 
recpiest  the  patient  was  sent  home  to  recuperate. 
I'or  two  weeks  all  went  well  at  home,  hut  then  a 
second  febrile  attack  occurred,  for  which  she  was 
readmitted.  This  time  the  abdominal  mass  was 
moderately  tender  on  jialjiation  and  .seemed  to  have 
grown  larger.  Physical  examination  and  laboratory 
findings  were  not  essentially  different  from  those  at 
the  first  admission,  with  the  e.xcei)tion  of  an 
improvement  of  the  liver  function  tests  and  the 
occurrence  of  a hypochromic  anemia  ( hemoglobin 
10..^  g.  100  ml.).  It  seemed  unwise  to  postpone 
operation  anv  longer.  After  administration  of  a 
liberal  amount  of  saline  and  blood,  la])arotomy  was 
performed,  using  a midline  incision.  The  peritoneal 
cavitv  contained  about  500  ml.  of  clear  fluid.  There 
was  a left-sided,  solid,  lohulated  ovarian  tnmor,  of 
grey  color  and  rubbery  consistency,  measuring 
19  X 8.x  13  cm.  (Fig.  5).  The  right  ovary  and 


Fig.  5.  ( upper  left ) . Gross  photograph  of  the  tumor 
removed  from  patient  Mrs.  W.  H. 


uterus  were  normal.  Xo  signs  of  metastatic  growth 
were  found.  Because  a frozen  section  indicated 
malignancy,  total  hysterectomy  and  bilateral 
sal])ingo-ooi)horectomy  were  performed.  Histologi- 
cal e.xamination*  revealed  a malignant  tnmor  with 
all  the  characteristics  of  a dysgerminoma  (Figs. 
6,  7.  and  8 ) . 

The  postoperative  course  was  uneventful.  Niue 
months  later,  the  patient  was  well  and  without 
signs  of  recurrence  of  the  tumor. 

The  .serum  I. DH -isoenzyme  pattern  repeatedly 
observed  in  this  ])atient  ( Fig.  9 and  Table  4)  was 
very  similar  to  the  one  described  in  the  seminoma 
patients.  The  histological  relatiomship  between 


Fig.  6.  (upper  left).  Cross  section  of  the  tumor. 
Hematoxylin  and  eosin.  x 100. 


Fig.  7.  (lower  left).  Cross  section  of  the  tumor. 
Hematoxylin  and  eosin.  x 200. 


Fig.  8.  (lower  right).  Cross  section  of  the  tumor. 
Hematoxylin  and  eosin.  x 400. 


seminoma  and  dysgerminoma  is  thus  clearly  re- 
flected h\'  the  LDH -isoenzyme  pattern  in  the  serum 
of  the  tumor-hearing  patients. 

In  a further  attempt  to  explain  this  typical  sernm 
pattern,  we  have  tried  to  relate  it  to  the  pattern  of 
the  tumor  tissue  and  the  ascitic  flnid  from  the  dys- 
germinoma jiatient  (Fig.  9).  The  isoenzyme  com- 
position of  the  ascitic  fluid  was  not  much  different 
from  that  in  the  serum.  The  tumor  isoenzymes  on 
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Table  4 


Patient  IF.  H.:  dysgerminoma 


Date 

(in  U.) 

LDH 

LDi 

LD2 

(in  % ) 

LDa 

LD4 

LD3 

Tan.  29*) 

1410 

35.8 

40.1 

15.6 

5.1 

3.4 

Tan.  31 

1280 

— 

— 

— 

— 

— 

Feb.  5 

1000 

40.4 

43.1 

11.9 

3.3 

1.3 

Feb.  26 

1400 

— 

— 

— 

— 

— 

March  S 

March  3 

surgery 

880 ' 

43.7 

47.3 

6.5 

1.1 

1.4 

March  7 

645 

43.1 

43.1 

8.7 

2.4 

2.7 

March  13 

510 

40.1 

44.0 

11.8 

3.3 

0.8 

March  19 

470 

36.5 

44.9 

12.9 

3.9 

1.8 

Mav  5 

250 

35.2 

45.2 

14.3 

3.3 

2.0 

Sept.  9 

240 

38.1 

46.0 

12.1 

2.4 

1.4 

March  5 : 
ascitic  fluid 

1060 

41.6 

41.4 

10.0 

4.6 

2.4 

tumor  tissue 

— 

22.5 

21.7 

20.1 

20.5 

15.2 

*)  At  the  first  admission  the  patient  showed  signs  of  liver  tissue  injury  (see  case  report),  which  explains  the  increased 
LDs  (and  LD4)  activities  in  the  first  LDH  pattern. 


Potient  Mrs  W H.- dysgerminomo 


dote 

moterioTs 

total 

LDH 

pattern 

Jon  2d 

serum 

1410 

Mlti 

F ebr.  5 

serum 

1000 

Morch  7 

serum 

64  5 

M-l 

Sept. 9 

serum 

240 

' • 

1 March  5 

osc<tic  'lutd 

1060 

Ml  t 

1 Mopch  5 

tumour  tissue  — 

Fig.  9.  LDH  — isoenzymes  in  dysgerminoma.  See 

Table  4. 

the  other  liaiid  were  quite  different  in  composition, 
with  all  five  fractions  present  in  about  equal 
amounts.  The  same  pattern  was  found  in  the  tumor 
tissue  of  one  of  the  seminoma  patients.  Comparison 
of  this  pattern  with  that  of  other  neojilastic  tissues 
shows  a remarkable  difference,  especially  in  the 
level  of  LDi.  Contrary  to  the  rather  high  percentage 
of  this  fraction  in  the  tissue  of  dysgerminoma/ 
seminoma,  the  level  of  LDi  in  all  other  neoplastic 
tissues  so  far  investigated  is  very  low  (see  also 
and  ) . With  this  finding  it  becomes  at  least  under- 
standable that  the  serum  pattern  of  dysgerminoma,^ 
seminoma  differs  in  LDi-level  from  that  found  in 
other  tumor-bearing  patients. 

In  a follow-up  on  the  patient,  LDH-  and  iso- 
enzyme estimations  were  carried  out  in  the  serum 
after  removal  of  the  tumor.  In  the  course  of  two 
weeks,  LDH  activity  and  pattern  became  nearly 
normal.  During  subsequent  weeks  and  months, 
several  checks  were  carried  out,  all  giving  com- 
pletely normal  values  (Table  4). 

♦Dr.  O.  H.  Dijkstra  and  Dr.  H.  de  Jager,  pathologists. 
Municipal  Laboratory,  Haarlem. 


Case  2.  Wt  were  able  to  confirm  our  findings 
in  a second  case  of  dysgerminoma.  This  patient 
( Miss  X.)  had  been  operated  on  5 years  previously, 
at  age  23,  for  a retroperitoneal  tumor  which  proved 
to  have  the  microscopic  characteristics  of  a dys- 
germinoma. At  a second  laparotomy  a dysgermi- 
noma of  the  right  ovary  was  found  and  removed. 
Three  years  later  the  patient  complained  of  pain  in 
the  upper  abdomen  and  right  shoulder,  which  was 
considered  to  be  due  to  a metastatic  growth.  After 
treatment  with  roentgen  therapy  the  pain  dis- 
appeared, but  has  recently  recurred.  Blood  from 
this  patient  was  sent  to  us  for  examination.  Total 
serum  LDH  was  elevated  and  the  isoenzyme  pat- 
tern, shown  in  Fig.  10,  is  of  exactly  the  same  type 
as  in  the  first  case. 

Discussion 

The  origin  of  the  increased  serum  LDH  activity 
in  neoplastic  disease  is  still  unknown,  but  the  possi- 
bilitv  exists  that  necrosis  of  tumor  tissue  is  partly 
responsible  for  it.  However,  necrosis  alone  cannot 
be  the  onlv  cause,  because  of  the  discrepancy  be- 
tween serum  LDH  pattern  and  tumor  pattern.  Our 
findings  in  tumor  tissue  are  not  in  accordance  with 
those  of  Starkweather  et  al.^^  Considering  their 
results,  it  seems  to  us  as  if  loss  of  activity  in  the 
labile  fractions  LD4  and  LD5  has  occurred  in  some 
way  during  the  process  of  homogenizing  the  tissues, 
during  electrophoresis,  or  both.  The  percentage  of 
LD.5  in  all  normal  tissues  mentioned  in  their  paper 
is  low  in  comparison  with  our  results  (Table  2) 
and  others.^®  In  the  pattern  of  normal  leukocytes, 
LD5  is  fullv  absent,  contrary  to  the  new  data  of 
\Tsell-”  and  our  own  pattern  of  white  cells  ( LD5 : 
over  30  per  cent ) . In  this  connection  it  must  be 
mentioned  that  thermolability  of  the  slowest  moving 
fractions  LD4  and  LD5  is  not  only  a matter  of  heat, 
but  also  of  “cold.”  Freezing  of  a human  tissue 
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extract  of  skeletal  muscle  (with  high  activity  in 
LDr,  and  Lr)4  ) during  one  night  at  -20° C.  results 
in  total  loss  of  I.D.-,  and  LD4. 

Tf.  on  the  other  hand,  the  finding  of  a preponder- 
ance of  LD3  in  tumor  tissue  were  correct,  this 
would  better  explain  the  serum  pattern  in  tumor- 
hearing patients.  Perhaps  the  well-known  lability 
of  LD4  and  LD.r,  not  only  plays  a role  under  experi- 
mental. hut  under  physiological  conditions  in  the 
body  as  well.  ^Moreover  the  possibility  remains, 
that  LD4  and  LD.-,  isoenzymes  of  tumor  tissue  are 
even  more  sensitive  to  inactivation  than  normal  iso- 
enzymes. In  this  way  one  can  imagine  that  release 
of  these  fractions  from  the  tumor  tissue  does  not 
actually  result  in  increased  levels  in  the  serum. 

.A-nother  explanation  of  increased  LDH  activity 
in  the  serum  in  malignant  conditions  is  the  leakage 
of  LDH  from  tissues  not  directly  involved  in  the 
tumor  growth  itself,  probably  as  a result  of  an 
unknown  factor  causing  a “general  illness”  of  the 
body,  induced  by  malignancy.  Most  human  tissues 
have  an  LDH  pattern  with  preponderance  of  LDo. 
LD3.  and  LD4.  thus  possessing  the  al)ility  to  cause 
a “malignant  serum  pattern”  by  the  mechanism 
suggested. 

Extensive  necrosis  in  a benign  growth  of  an 
organ  with  the  general  pattern  of  distribution  can 
cause  a similar  serum  pattern,  suggestive  of  malig- 
nancy. These  apparently  false  jjositive  cases, 
however,  are  unusual  in  our  experience  and  are 
distinguished,  apart  from  clinical  evidence,  by  a 
spontaneous  return  to  normal  values  within  a few 
days. 

The  pattern  of  composition  of  serum  LDH-iso- 
enzymes  in  cases  of  dysgerminoma  and  seminoma 
has  proved  to  he  different  from  the  serum  pattern 
usually  found  in  other  carcinoma  patients.  The 
(iuestion  arises  as  to  whether  this  special  pattern  of 
seminoma  and  dysgerminoma  is  fully  specific  for 
these  diseases.  So  far  we  have  seen  a few  patients 
with  generalized  carcinoma  of  unknown  origin, 
showing  a serum  pattern  of  a rather  similar  type. 
In  these  cases  a diagnosis  of  seminoma  or  dysger- 

Patient  Miss  X.:  dysgerm  i noma 


LDH 

LD, 

LD2 

LD3 

LD4 

LDs 

1270 

44.7 

46.4 

8.1 

0.6 

0.2 

Fig.  10.  Serum  LDH  and  isoenzymes  in  a second 
patient  with  dysgerminoma. 


minoma  could  not  he  made,  and  the  jiossihility 
remains  that  the  “seminoma  pattern”  is  .sometimes 
found  in  other  ueojilastic  di.seases  as  well.  Further 
investigation  is  re(|uired. 

The  assum])tion  seems  justified  that  estimation 
of  LDH  activity  and  isoenzyme  pattern  in  .special 
cases  can  he  a useful  aid  in  diagnosing  recurrence 
of  a tumor.  In  our  jiatient  Mrs.  \\  .H.,  serum  levels 
returned  to  normal  soon  after  removal  of  the  tumor. 
It  is  obvious  that  in  the  second  patient  there  was 
recurrence  of  the  tumor  five  years  after  surgical 
treatment,  with  analogous  pathological  enzyme 
actix  ity.  In  this  respect  we  can  mention  another 
patient  with  verified  seminoma  testis  hut  now,  after 
surgery,  free  of  complaints  or  clinical  signs  and 
considered  free  of  metastases.  LDH  and  isoenzymes 
were  indeed  normal  in  this  case. 

Summary 

1 . This  paper  reports  on  a clinical  study  of  serum 
LDH-isoenzymes.  Normal  serum  values  are  pre- 
sented. and  the  i.soenzyme  distrilnition  in  human 
organs  and  tissues  is  given. 

2.  In  about  one-half  of  L^O  cases  with  various 
neo])lastic  diseases  a tyjiical  serum  enzyme  pattern 
was  found  with  elevated  LDH  activity  in  the 
middle  fractions. 

.L  In  cases  of  seminoma  testis  and  dysgermi- 
noma of  the  ovary  a special  pattern  of  serum  LDH 
a])peared  to  exist,  with  high  activity  in  LDj 
and  LDo 

4.  The  results  are  discussed  and  the  conclusion 
is  reached  that  the  determination  of  LDH-isoen- 
zx  nies  can  he  an  important  aid  in  the  diagnosis  and 
follow-up  of  malignant  diseases. 

Addendum 

After  com])leting  the  manuscript  two  other 
patients  with  malignant  testis  tumors  were  ob- 
served. both  exhibiting  a serum  LDH  pattern 
similar  to  that  seen  in  the  patients  with  seminoma 
testis.  Histological  examination  of  the  tumors 
revealed  the  absence  of  structures  characteristic  for 
a seminoma,  liowever,  and  a diagnosis  of  malignant 
teratoma  testis  was  most  probable.  W ith  these 
observations  it  became  clear  that  tlie  so-called 
.seminoma  pattern  is  not  strictly  limited  to  the 
serum  of  patients  suffering  from  seminoma  (or 
dysgerminoma  ) , hut  is  found  in  patients  with  closely 
related  germinal  tumors  as  well.  To  demonstrate 
the  diagnostic  significance  of  the  estimation  of  LDH 
activity  and  pattern  in  special  cases  and  the  effect  of 
chemotherapy  with  cyclophosphamide  (Endoxan®) 
on  the  serum  level  of  LDH,  the  results  obtained  in 
one  of  these  additional  patients  are  given,  together 
with  a brief  case  history. 

Patient  A.H.,  aged  46  years,  was  admitted  with 
acute  venous  thrombosis  of  the  left  leg.  After  treat- 
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meiit  with  anticoagulants  tliere  was  some  improve- 
ment. but  tlie  general  condition  of  the  patient  was 
unsatisfactory.  A malignant  process  was  suspected, 
but  clinical  signs  of  neoplastic  growth  were  absent. 
By  a lucky  chance  blood  was  erroneously  collected 
from  the  patient  on  the  day  of  admission  for  esti- 
mation of  LDH  activity  and  isoenzyme  pattern. 
Total  activity  appeared  to  he  slightly  increased 
(415  U),  and  the  pattern  showed  that  the  increase 
was  located  in  LDi  and  LD2.  This  accidental  find- 
ing remained  in  the  first  instance  unexplained.  The 
existence  of  myocardial  infarction  or  other  causes 
of  elevated  LDi  and  LDo-fractions  ( pernicious  or 
hemolytic  anemia ) could  be  excluded,  and  the 
thrombosis  alone  could  not  be  the  explanation  for 
it.  The  determination  of  enzyme  activity  was  re- 
peated during  the  further  course  of  the  disease 
(Fig.  11).  The  continuous  increase  of  total  LDH 
activity  now  supported  the  diagnosis  of  malignancy, 
and  the  unchanged  isoenzyme  pattern  of  increased 
activity  in  LDi  and  LD2  pointed  to  a tumor  of  the 
testes  (seminoma  pattern).  Physical  examination 
did  not  reA  eal  a primary  tumor  of  this  type,  how- 
ever. Nevertheless  it  was  decided  to  treat  the 
patient  with  a test  dose  of  Endoxan.®  The  serum 
level  of  LDH  continued  to  increase  during  two 
subsequent  days,  hut  then  decreased  sharply  from 
1240  U to  575  U.  The  patient  showed  some 


Fig.  11.  Serum  LDH  activity  in  a patient  with  tera- 
toma testis  during  chemotherapy  with  Endoxan® 
(First  test  dose  intraveneously). 
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improvement,  and.  after  the  serum  activity  was 
increased  again  to  1180  L*.  it  was  decided  to  start 
oral  therapy  with  Endoxan.®  Although  the  LDH 
level  fell  off  again  during  this  treatment,  an  abdom- 
inal tumor  mass  could  now  he  felt,  and  regional 
swelling  of  lymph  nodes  became  apparent.  The 
treatment  was  discontinued  after  three  weeks,  and 
LDH  activity  promptly  increased  again.  The  condi- 
tion of  the  patient  declined  rapidlv  now,  and  he 
died  18  weeks  after  admission.  Postmortem  exam- 
ination revealed  a very  small  tumor  of  the  right 
testis,  with  characteristics  of  a teratoma  and  with 
widespread  metastases. 

The  impressive  effect  of  Endoxan®  on  the  serum 
LDH  activity  during  chemotherapy  was  first  de- 
scribed by  Kessler'*’  in  experiments  with  tumor- 
bearing rats.  Altbough  tbe  significance  is  not  yet 
clear,  it  seems  justified  to  assume  some  correlation 
between  the  change  in  LDH  activity  and  the  influ- 
ence on  tumor  growth. 

Acknowledgment 

I wish  to  express  my  appreciation  to  Drs.  Dirk  Bloemers, 
Roland  Kalff,  Frits  Klein,  Everhard  L.  Xauta,  Onne  H. 
Dykstra  and  Hendrik  de  Jager  for  their  assistance  and 
cooperation  in  providing  the  clinical  and  histological  data 
of  the  patients. 

References 

iBeautvman,  \V. : Dehydrogenase  Isoenzvmes.  Lancet 
2:305,  Aug.  11.  1962 

^Bierman,  H.  R. ; Hill,  B.  R. ; Reinhardt,  L.,  and  Emory, 
E. : Correlation  of  Serum  Lactic  Dehydrogenase  Activity 
with  the  Clinical  Status  of  Patients  with  Cancer,  Lym- 
phomas, and  the  Leukemias.  Cancer  Res.  17  :660,  1957 

^Gold.  J.  A. : Serum  Enzymes  in  Bronchogenic  Carci- 
noma and  Other  Pulmonary  Diseases.  Dis.  Chest  39  :62, 
1961 

■^van  der  Helm,  H.  J. : Simple  Method  of  Demonstrating 
Lactic  Acid  Dehydrogenase  Isoenzvmes.  Lancet  2:108, 
July  8,  1961 

'■van  der  Helm.  H.  T. : A Simplified  Method  of  Demon- 
strating Lactic  Dehydrogenase  Isoenzvmes  in  Serum. 
Clin.  Chim.  Acta  7:124,  1962 

‘■van  der  Helm,  H.  J. ; Zondag,  H.  A. ; Hartog,  H.  A.,  and 
van  der  Kooi,  M.  W. : Lactic  Dehydrogenase  Isoenzymes 
in  Myocardial  Infarction.  Clin.  Chim.  Acta  7 :540,  1962 

'’Hill,  B.  R. : Further  Studies  of  the  Fractionation  of 
Lactic  Dehydrogenase  of  Blood.  Ann.  New  York  Acad. 
Sc.  75:304,'l958 

®Hill,  B.  R. : Electrophoretic  Fractionation  of  Serum 
Lactic  Dehydrogenase.  Cancer  Res.  21 :271,  1961 

^King,  J. : A Routine  Method  for  the  Estimation  of  Lactic 
Dehydrogenase  Activity.  J.  !Med.  Lab.  Techn.  16 :265, 
1959 

9a. King,  J. : A Note  on  the  Colorimetric  Assay  of  Coen- 
zvme  I and  II  Dependent  Enzvmes.  J.  Med.  Lab.  Techn. 
17:89,  1960 

i^Kessler,  F.  J.,  and  Blumenberg,  F.  W. : Experimenteller 
Beitrag  zum  \’erhalten  der  Laktat-Dehydrogenase- 
Aktivitiit  im  Blutserum  bei  der  Chemotherapie  bdsartiger 
Tumoren  mit  Endoxan.  Arzneimittelforsch.  11  :188,  1961 
I'Latner,  A.  L.,  and  Skillen,  h.  : Dehydrogenase  Iso- 
enzymes. Lancet  2:352,  Aug.  18,  1962 


ENZYME  ACTIVITY  IN  DYSGERMINOMA  AND  SEMINOMA 


281 


i-Law  reiicc,  S.  H. : Isozyme  Xomeiiclature.  Lancet  2:559, 
Sept.  15,  1962 

t-*Mathieii,  J.,  and  Planchu,  M.:  Le  Pronostic  et  le  Traite- 
nient  dn  Seminoine  de  I’Ovaire;  les  Oestrogenes  ont-ils 
Place  dans  Ic  T raitement  du  Seniinome  en  General  ? Lyon 
chir.  45  :70,  1950 

'■*.\Iiicller.  C.  : Topkins,  P.,  and  Lapp,  \V.  : Dysger- 

minonia  of  the  Ovary.  .An  .Analysis  of  427  Cases.  .Ain.  J. 
Ohst.  iS;  Gynec.  60:153,  1950 

’•'’Multiple  Molecular  Forms  of  Enzymes.  Conference  Held 
by  The  New  A'ork  .Academy  of  Sciences  on  F'ehruary  1, 
2,  and  3,  1961.  .Ann.  New  A'ork  .Acad.  Sc.  94:655,  1961 
D’Pedowitz,  P. : Felmus,  L.  IL,  and  Grayzel,  1).  M. : Dys- 
germinoma  of  the  Ovary.  Prognosis  and  Treatment. 
.•\m.  J.  Ohst.  & Gynec.  70:1284,  1955 
’’Pfleiderer,  G.,  and  Wachsmuth,  E.  1).:  Die  Hetero- 
genitiit  der  Laktatdehydrogenase  in  Entwickkmgsge- 
schichte  und  Pathologie  des  Menschen.  Klin.  W'chnschr. 
39:3-s2,  April  1,  1961 

’■‘’Pfleiderer,  G.,  and  Wachsmuth,  E.  D.:  .Alters — nnd 
funktionsahhangige  Dififerenzierung  der  Laktatdehydro- 
genase menschlicher  Organe.  Biochem.  Ztschr.  334:185, 

1961 

’’’Rehn.  J.,  and  Kdhnlein,  H.  E. : Kritische  Betrachtungen 
fiber  den  Wert  der  SMDH  und  S.ALD-Bestimmung  zur 
Karzinom-Diagnostik.  Med.  Welt  16:841,  -Aiiril  16,  1960 
2'*Ressler,  N.,  and  Joseph  R. : Simple  Method  for  Electro- 
phoretic -Analvsis  of  Serum  Lactic  Dehydrogenase. 
J.  Lab.  & Clin.'.Med.  60:349,  1962 
2’Richterich,  R. ; Locher,  J. ; Zuppinger,  K.,  and  Rossi, 
E. : Die  Differentialdiagnose  maligner  und  benigner 
Ergfisse  durch  Bestimmung  der  Lactat-dehydrogenase- 
Isoenzyme.  Schweiz,  med.  Wchnschr.  92:919,  Inly  28, 

1962 

22Rimhach,  E..  and  Bonow,  .A. : Serumfermentuntersu- 
chungen  bei  Karzinomkranken,  Zentralbl.  Gynak. 
83  :987.  June  24,  1961 

^•’Rose,  .A.;  West,  M.,  and  Zimmerman,  H.  J. : Serum 
Enzymes  in  Disease.  V.  Isocitric  Dehydrogenase,  Malic 
Dehydrogenase,  and  Glycolytic  Enzymes  in  Patients  with 
Carcinoma  of  the  Breast.  Cancer  14:726,  1961 

^^Starkweather,  W.  H.,  and  Schoch,  H.  K. : Some  Obser- 
vations on  the  Lactate  Dehydrogenase  of  Human  Neo- 
pla.stic  Tissue.  Biochem.  et  hiophys.  acta  62 :440,  .Aug. 
13,  1962 

-•'Tsirimbas,  .A.;  Krikellis,  K.,  and  Stich,  W. : Ueber  die 
Heterogenitiit  der  Serum-Laktatdehydrogenase  bei  men- 
schlichen  Leukamien.  Klin.  Wchnschr.  40:878,  Sept.  1, 
1962 

2fi\’escll,  E.  S.,  and  Bearn,  A.  G. : Localization  of  Lactic 
Acid  Dehydrogenase  Activity  in  Serum  Fractions.  Proc. 
Soc.  Exjier.  Biol.  & Med.  94:96,  1957 

-'’VTsell,  E.  S. : (Jsterland,  K.  C. ; Bearn,  .A.  G.,  and 
Kunkel,  H.  G. : Isozymes  of  Lactic  Dehydrogenase; 
Their  Alterations  in  Arthritic  Synovial  Fluid  and  Sera. 
J.  Clin.  Invest.  41 :2012,  1962 

28West,  M.,  and  Zimmerman,  H.  J. : Serum  Enzymes  in 
Disea,se.  1.  Lactic  Dehydrogenase  and  Glutamic  Oxal- 
acetic  Transaminase  in  Carcinoma.  Arch.  Int.  Med. 
102:103,  1958 

2i)Wicme,  R.  J.,  and  van  Maerke,  A'.:  The  Fifth  ( Elec- 
trophoretically  Slowest)  Serum  Lactic  Dehydrogenase 
as  an  Index  of  Liver  Injury.  .Ann.  New  A'ork  .Acad.  Sc. 
94  :898,  1961 

■’’’Wieme,  R.  J. : Nomenclature  of  So-called  Isoenzymes. 
Lancet  1 :270,  Feb.  3,  1962 


Wroblewski,  b'. : The  Significance  of  .Alterations  in 
Lactic  Dehydrogenase  Activity  of  Body  Fluids  in  the 
Diagnosis  of  Malignant  Tumors.  Cancer  12:27,  1957 

■’-Wroblewski,  F. : The  Mechanisms  of  .Alteration  in  Lactic 
Dehydrogenase  .Activity  of  Body  Fluids.  .Ann.  New  A'ork 
Acad.  Sc.  75  :322,  1958 

•’■’Wroblewski,  F. ; Ross,  C.,  and  Gregory,  K.  F. : Isoen- 
zymes and  Myocardial  Infarction.  New  England  J.  Med. 
263:531,  Sept.  15,  1960 

’’■•AA'rohlewski,  F.,  and  Gregory,  K.  F. : Plasma  and  Tissue 
Isoenzymes  of  Lactic  Dehydrogenase.  Proc.  Fourth  In- 
ternational Congress  Clinical  Chemistry.  Livingstone 
Ltd.,  Edinburgh,  1961.  Pp.  62-76. 

^■'’Wiist,  H. : Schdn,  H.,  and  Berg,  G. : Isoenzyme  der 
Laktatdehydrogenase  (LDH)  und  ihre  thermische  Inak- 
tivierung  in  der  Diagnose  innere  Krankeiten.  Klin. 
Wchnschr.  40:1169,  Nov.  IS,  1962 

3'>A’akulis,  V.  J. ; Gibson,  C.  W.,  and  Heller,  P. : .Agar  Gel 
Electrophoresis  for  the  Determination  of  Isozymes  of 
Lactic  and  Malic  Dehydrogenase,  Am.  J.  Clin.  Path. 
38:378,  1962 

■’"Zuppinger,  K.:  Richterich,  R.,  and  Rossi,  E. : Die  diag- 
nostische  Bedeutung  der  Heterogenitat  der  Serum- 
Laktatdehydrogenasen.  Schweiz,  med.  Wchnschr.  92  :169, 
Feb.  10,  1962 

38Zuppinger,  K.;  Richterich,  R.,  and  Rossi,  E. : Die  diag- 
nostische  Bedeutung  der  Heterogenitat  der  Serum- 
Laktatdehydrogenasen.  (Schluss).  Schweiz.  med. 
Wchnschr.  92:198,  Feb.  17.  1962 


NETHERLANDS  PHYSICIAN 
FISKE  ESSAYIST 

Dr.  Hinderikus  A.  Zondag,  of  Haarlem,  the 
Netherlands,  is  the  second  European  resident  ever 
to  win  the  Rhode  Island  Medical  Society’s  Caleb 
Fiske  Prize  Essay  Award  in  a medical  essay  compe- 
tition that  started  in  1834  and  is  considered  the 
oldest  such  competition  in  America. 

The  Fiske  essay  competition  was  initiated 
through  a bequest  by  Dr.  Caleb  Fiske  to  the  Rhode 
Island  Medical  Society  in  1834.  Doctor  Fiske,  who 
practiced  and  lived  in  Scituate,  was  the  fourth 
president  of  the  state  medical  society,  serving  from 
1818  through  1823. 

Since  the  start  of  the  competition  prizes  have 
been  awarded  80  times,  and  on  eleven  occasions 
dual  winners  bave  been  chosen.  Last  year  Dr.  Mary 
Patricia  Fames  of  Rhode  Island  Hospital  and  Dr. 
Jules  Kaplan  of  Chicago  were  co-winners.  In  1855 
Mr.  Edwin  Lee,  member  of  tbe  Royal  College  of 
Surgeons,  of  London,  was  tbe  first  European  to  win 
the  award.  In  1957,  Dr.  Peter  G.  A.  Tison,  out- 
standing radiologist  in  Paris  until  he  moved  to 
Chicoutimi,  Quebec,  was  a winner. 
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PROGNOSTIC  SIGNIFICANCE  OF  MYELOGRAPHY  IN  TRACTION 
INJURIES  TO  THE  BRACHIAL  PLEXUS 

Henry  M.  Litchman,  m.d.,  and  David  M.  Barry,  m.d. 
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IS  THE  modern  day  HIGH  VELOCITY  VEHICULAR 
ACCIDENT,  injury  to  the  brachial  plexus  is  he- 
couiiug  more  common.  Forcible  separation  of  the 
head  and  shoulder  is  usually  the  responsible  factor, 
the  iiosition  of  the  upper  limb  at  the  moment  of 
impact  determining  the  site  of  the  nerve  damage. 
Clinically,  the  mechanism  of  injury  can  rarely  he 
recalled,  hut  it  is  well  established  that  with  the  arm 
at  the  side  the  greatest  stress  is  on  the  upper  roots, 
and  with  elevation  of  the  arm  tension  is  on  the 
lower  roots.  Anatomically,  all  the  roots  come  under 
tension  in  the  position  of  abduction  with  the  limb 
forced  behind  the  trunk  and  the  head  forced  to  the 
opposite  side. 

Evaluation  of  the  patient  is  often  difficult. 
-Although  the  extent  of  damage  is  proportionate  to 
the  degree  of  traction  on  the  ple.xus.  the  initial 
picture  often  appears  the  same.  It  is  frequently 
impossible  by  clinical  examination  to  determine  the 
prospects  of  recovery.  Some  clinical  clues  to  aid 
the  diagnosis  may  he  present.  In  moderate  stretch- 
ing. temporary  inhibition  of  conductivity  may  lie 
more  motor  than  sensory.  One  may  also  grade  the 
amount  of  damage  on  the  rate  and  amount  of  recov- 
erv.  hut  this  is  often  a prolonged  and  impractical 
course  to  follow.  The  presence  of  Horner's  syn- 
drome may  be  interjireted  as  a poor  prognostic  sign. 

The  determination  of  prognosis  is  of  more  than 
academic  significance.  In  the  patient  with  a severe 
injurv  to  the  brachial  plexus,  supportive  phvsio- 
therapv  may  be  necessary  for  twelve  to  eighteen 
months,  only  to  finally  reach  the  conclusion  that  no 
recovery  will  occur.  Then  the  rehabilitation  must 
really  begin  with  additional  lost  time  and  great 
e.xpense  to  all  those  involved. 

In  complete  ruptures,  since  discontinuity  occurs, 
the  prosjiects  for  recovery  are  absent,  and  much 
time  and  energv  can  be  saved  by  early  knowledge 
of  this.  If  discontinuity  cannot  be  demonstrated, 
even  though  severe  damage  may  have  occurred  with 


its  consequent  scarring,  some  recoverv  can  be 
anticipated  and  one  has  to  continue  conservative 
therapy  until  the  amount  of  permanent  damage  can 
be  defined. 

Presumptive  diagnosis  of  avulsion  of  the  brachial 
plexus  can  be  made  clinically.  In  upper  root  lesions, 
a segmental  motor  and  sensory  deficit  with 
paralysis  of  serratus  magnus.  levator  scapulae,  and 
rhomboids  indicates  a lesion  in  the  roots.  In  the 
lower  lesion,  the  segmental  deficit  is  often  associ- 
ated with  a Horner's  syndrome  and  absence  of 
perspiration  in  the  corresponding  side  of  the  face. 
Early  surgery  can  demonstrate  the  presence  of  a 
rupture,  but  it  is  not  necessary  because  the  same 
phenomena  can  be  demonstrated  myelographicallv. 

Murphy.  Hartung.  and  Kirklin^  in  1947  studied 
a case  of  residual  neuropathy  following  a traction 
injury  by  myelography  in  search  of  a herniated 
disc.  They  demonstrated  what  they  inteqireted  as 
a traumatic  meningocele  and  absent  nerve  sheaths 
with  a linear  filling  defect.  It  was  their  hypothesis 
that  this  represented  a rupture  of  the  meninges, 
allowing  opaque  material  to  escape  from  the  sub- 
arachnoid space  in  these  areas.  This  was  confirmed 
by  White  and  Hanelin-  in  1954  by  surgical  explora- 
tion. They  found  that  when  roots  of  the  brachial 
ple.xus  are  avulsed.  a cuff  of  dura-arachnoid  is  torn 
out  creating  a cavitv  which  is  finallv  enclosed, 
forming  a traumatic  meningocele  which  is  then 
visualized  when  filled  with  radiopaque  media. 

Demonstration  of  this  phenomenon  has  been 
repeated  often  in  the  literature,  but  this  important 
prognostic  tool  has  not  been  used  widely  in  clinical 
practice.  It  is  the  authors'  purpose  to  call  attention 
to  this  valuable  techniciue  by  demonstrating  two 
recent  cases. 

Case  Reports 

CASE  1 : -A.S..  age  24.  This  patient  was  riding 
a motorcycle  when  he  was  sideswiped  by  a car 
and  thrown  to  the  ground.  He  was  rendered 
unconscious  and  was  taken  to  a local  hospital  by 
ambulance.  He  was  unable  to  move  the  left  upper 
extremitv  on  regaining  consciousness,  and  follow- 
ing emergenev  treatment  was  discharged.  Five  days 
later,  because  function  failed  to  return,  he  sought 


Fig.  2 
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nrtlio])e(lic  ailvice.  Examination  revealed  flaccid 
paralysis  of  the  entire  extremity.  Swelling  of  the 
supra-clavicnlar  fossae  was  present  with  marked 
tenderness  to  deep  ])al])ation.  Xo  elicitahle  motion 
was  detected  in  supra  or  infra-spinatus,  deltoid, 
l)ice])S.  triceps,  or  any  forearm  or  intrinsic  hand 
muscle.  .Some  contraction  was  present  in  the  clavicu- 
lar j)ortion  of  the  steruo-mastoid,  latissimus  dorsi, 
and  rhomboid.  Sensory  examination  revealed 
absence  of  jiain  sensation,  and  touch  below  the 
shoulder.  Hypesthesia  was  present  over  the  shoul- 
der to  the  clavicle  and  neck.  \'ihration  and  position 
sense  was  absent  below  the  elbow.  Reflexes  were 
absent  e.xcept  for  a questionable  weak  triceps  jerk. 
.\  Horner’s  syndrome  was  present  with  marked 
reduction  in  sweating  over  the  left  half  of  the  face. 

One  week  after  admission  the  jiatient  was  sub- 
mitted to  myelographic  study.  The  cerehrosjiinal 
fluid  was  found  to  be  xanthochromic  with  a protein 
of  206  mg.  per  cent.  Evident  avulsion  of  the  seventh 
cervical  and  first  dorsal  roots  on  the  left  was  visual- 
ized with  deformity  of  the  eighth  axillary  cuff, 
indicating  severe  damage  to  this  root  as  well.  In 
this  case,  the  dura-arachnoid  cuff  had  not  yet  com- 
pletely sealed  off'  so  that  at  one  level  the  typical 
myelocele  pattern  was  not  demonstrated  and  the  dye 
ran  through  the  open  cuff  into  the  neck  { Fig.  1 ). 

CASE  2;  E.C.,  age  33.  This  patient  was  re- 
ceived in  transfer  from  an  out  of  state  hospital.  The 


history  obtained  was  that  he  was  the  driver  of  a 
trailer  truck  which  apparently  jack-knifed,  and  he 
was  thrown  out  of  the  cab  to  the  pavement.  He  was 
rendered  uncomscious  for  a few  seconds,  so  that  the 
exact  way  he  struck  the  jiavemeiit  is  not  known. 
On  regaining  consciousness,  he  was  immediately 
aware  of  ])ain  in  the  right  upper  e.xtremitv,  and  the 
inability  to  move  that  extremity.  Six  days  later  he 
was  transferred  to  his  home  state.  In  the  interven- 
ing time  there  had  been  no  return  of  function  in  the 
involved  extremity. 

Examination  revealed  a well-healed  right  frontal 
laceration.  There  was  swelling,  tenderness,  and 
ecchymosis  of  the  right  supraclavicular  area,  and  a 
right  Horner’s  syndrome  was  jiresent.  The  head 
and  neck  were  held  tilted  slightly  to  the  left  side, 
and  cervical  motions  were  slightly  restricted,  espe- 
cially right  lateral  rotation,  complete  flaccid 
paralysis  of  all  muscle  groups  of  the  right  tqiper 
extremity,  with  areflexia,  was  demonstralfle.  Anes- 
thesia was  jiresent  from  the  elbow  distally,  with 
some  lesser  degree  of  deficit  on  the  medial  and 
lateral  asjiect  of  the  upper  arm  and  shoulder. 

Eight  days  after  injury,  a cervical  myelogram 
was  performed.  The  cerebrospinal  fluid  was  slightly 
xanthochromic  with  slight  elevation  of  the  protein 
content.  /\vulsion  of  the  roots  of  C7,  C8.  and  T1  on 
the  right  was  demonstrated  with  opaque  material 
filling  traumatic  meningoceles  at  these  levels 

( Fig.  2). 
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C.\XCEK  DETECTED  BEFORE  METAST.\SIS  is  CUrablc 
li\-  current  therapeutic  methods.  This  could 
apply  to  cancer  of  the  hreast  as  it  does  to  cancer  of 
the  skin  or  cervix.  Since  treatment  of  hreast  cancer 
in  95  per  cent  of  all  cases  does  not  occur  until  after 
its  detection  hy  the  patient,  successful  therapy  is 
forfeited  in  about  50  per  cent.  This  grievous  situa- 
tion arises  l)ecause  about  60  per  cent  have  already 
metastasized  to  the  axillary  nodes  when  first  de- 
tected by  the  patient.^ 

Mammography 

It  is  the  belief  of  the  author  that  periodic  x-ray 
examinations  of  women  over  40  years  of  age  can 
alter  this  situation.  Over  the  past  eight  years  among 
some  1.150  women  having  hreast  x-ray  examina- 
tions at  six-month  intervals,  thirty-two  cancers  have 
been  discovered  among  thirty  patients.  Bilateral 
cancers  were  found  in  two  women  after  intervals  of 
several  months.  The  lesions  averaged  only  slightly 
more  than  1 cm.  in  diameter,  and  axillary  metastasis 
was  jiresent  in  10  cases.  This  is  much  below  the 
incidence  of  metastasis  now  generally  encountered. 

If  the  eventual  mortality  statistics  of  this  group 
becomes  measurably  improved,  then  the  value  of 
these  jieriodic  hreast  x-ray  studies  will  he  firmh- 
established.  (3f  course,  better  mortality  statistics 
means  not  just  increased  survival  rates,  hut  rather 
restoration  of  survivals  commensurate  with  that  of 
liealthy  women  of  similar  age  and  circumstances. 

.\  single  x-ray  examination  of  women  over  40 

*Supported  in  part  by  grants  from  the  National  Institutes 
of  Health.  Betliesda,  Md.,  the  American  Cancer  Society, 
and  the  Sam  S.  Shubert  Foundation,  Inc.,  through  the  good 
offices  of  Mr.  Lawrence  S.  Lawrence,  Jr.,  New  York. 

This  article  is  an  abridgement  of  a lecture  given  to  the 
Providence  Medical  Association,  at  Providence,  Rhode 
Island.  April  6,  1964. 

T.\bout  2.5  per  cent  of  cancers  already  discovered  in  this 
group  out  of  a possible  5.5  per  cent  of  these  women  during 
a whole  lifetime. 


years  of  age  will  not  suffice.  Serial  periodic  re-exam- 
inations are  necessary.  Support  for  this  conclusion 
comes  from  a study  at  the  3Iayo  Clinic  of  five  thou- 
sand healthy  women  over  35  years  of  age  who  had 
hut  a single  x-ray  examination.  The  presence  of 
unsuspected  hreast  cancer  was  found  in  onh-  eight 
cases  and  these  were  in  the  older  age  groups. - 

In  our  own  survey  project,  had  we  limited  our 
studies  to  a single  observation,  we  would  also  have 
achieved  no  lietter  results.  Only  by  repeated  exam- 
inations at  six-month  intervals  can  the  detection  of 
unsuspected  cancers  reach  a percentage  approach- 
ing the  normal  expected  incidence.! 

T hermograph  y 

During  the  past  nineteen  months  we  have  been 
testing  the  value  of  thermography  in  the  detection 
of  hreast  cancer.  In  most  cases  of  hreast  cancer, 
thermography  confirms  the  x-ray  and  clinical  find- 
ings. But  not  all  cases  with  positive  thermographic 
findings  are  due  to  cancer  since  inflammatory 
processes  and  many  benign  lesions  also  have  local- 
ized skin  temperature  elevations  over  the  lesions. 

Among  sixty-five  cases  of  cancer  of  the  hreast. 
elevated  skin  temperature  was  present  in  sixty- 
three  cases : of  these,  seven  cases  were  revealed  by 
thermography  when  all  other  diagnostic  studies, 
including  mammography,  failed.  Moreover,  these 
lesions  occurred  in  women  of  the  younger  age  group 
with  l)reasts  still  physiologically  active,  a group 
presenting  the  greatest  difficulty  for  mammographic 
study.  The  following  case  report  illustrates  the  value 
of  thermography  in  this  situation. 

A 47-year-old  patient  (F.  H.)  was  aware  of  a 
hard,  tender  lump  in  the  upper  outer  quadrant  of 
her  right  hreast  for  one  week.  She  brought  this  to 
the  attention  of  her  physician  in  spite  of  the  fact 
that  she  had  noticed  other  similar  nodules  during 
the  previous  fifteen  vears  for  which  biopsies  of  each 
l)reast  were  done  revealing  benign  lesions,  predom- 
inantly cystic. 

Physical  examination  revealed  the  presence  of  a 
movable,  hard,  tender  mass  about  3 cm.  in  diameter 
in  the  upper  outer  (juadrant  of  the  right  hreast.  A 
tender  mass  1 cm.  in  diameter  was  also  noticed  in 
the  lower  outer  quadrant  of  the  left  l)reast.  Her 


EARLY  DETECTION  OF  BREAST  CANCER  BY  MAMMOGRAPHY  AND  THERMOGRAPH'S' 


285 


Figure  1 

Case  No.  1:  MEDULLARY  CARCINOMA  OF  THE  RIGHT  BREAST.  The  patient  had  palpable  hard 
masses  in  the  upper  outer  quadrant  of  the  right  breast  and  in  the  lower  outer  quadrant  of  the  left  breast, 
but  complained  only  of  symptoms  on  the  right  side.  The  clinician  and  consulting  surgeon  were  not  convinced 
that  surgery  was  necessary.  ( A ) The  mammographic  examination  disclosed  the  presence  of  well  circum- 
scribed lesions  in  the  right  breast  which  looked  benign  but  the  possibility  of  a medullary  carcinoma  was 
suggested.  (B)  The  thermographic  examination  disclosed  an  elevated  skin  temperature  of  1.6°  C over  the 
right  sided  lesions.  Immediate  biopsy  was  suggested  and  this  resulted  in  establishing  the  final  diagnosis  of 
medullary  carcinoma.  No  metastasis  was  found  in  any  of  the  axillary  lymph  nodes. 

The  hot  area  over  the  lower  outer  quadrant  of  the  left  breast  was  only  0.7°  C,  well  within  the  range  of 
most  benign  lesions  and  this  coincided  with  the  x-ray  findings  which  also  suggested  a benign  process. 

Linear  lead  shots  on  both  breasts  mark  positions  of  scars  from  previous  biopsies. 


family  physician  and  the  consnlting  snrjreon  were 
not  convinced  of  the  necessity  for  operative  inter- 
ference since  they  thought  that  they  were  confronted 
again  with  cystic  lesions  as  revealed  hy  ])revit)ns 
biopsies. 

X-ray  studies  disclosed  two  well  circnmscrihed 
masses  in  the  n])])er  outer  quadrant  of  the  right 
breast  which  had  nf)t  been  seen  in  films  made 
previously  in  19.57.  Wdhle  these  lesions  appeared 
benign,  the  roentgenologist  suggested  hiopsv  to 
rule  out  the  presence  of  a medullary  carcinoma 
insofar  as  these  notoriously  get  quite  large  before 
they  are  detected  ! 

Thermograi)hic  examinations  revealed  an  ele- 
vated skin  temperature  of  1.6°  C over  the  right 
sided  lesion,  suggesting  malignancy  and  the  advisa- 
bility of  biopsy  w'ithout  delay.  Operation  di.sclosed 
the  presence  of  a medullary  carcinoma  without 
metastasis  to  any  of  the  axillary  lymph  nodes. 

The  hot  area  over  the  lower  outer  quadrant  of 
the  left  breast  revealed  an  elevation  of  0.7°  C sup- 
])orting  the  x-ray  findings  of  a l)enign  lesion. 


The  drawbacks  of  mammography  and  thermog- 
raphy as  screening  methods  for  early  detection  of 
cancer  are  the  cf)sts  involved.  If  these  di.sciplines, 
however,  prove  eftective  in  significantly  improving 
mortality  statistics,  perhajis  the  involved  costs 
would  no  longer  he  truly  obstructive.  Fortunately, 
hazard  from  excessive  radiation  is  not  entailed  in 
these  procedures  which  otherwise  may  he  regarded 
as  entirely  safe. 

Summayy 

Our  e.xj)erience  with  mammography  and  thermog- 
raphy would  lead  us  to  believe  that  periodic  use  of 
these  discii)lines  in  women  over  40  years  of  age 
would  significantly  increase  the  number  of  breast 
cancers  which  could  he  successfully  treated  hy 
therapeutic  measures  now  currently  available.  Such 
an  ajjproach  to  the  i)rohlem  is  not  fraught  with 
danger  from  excessive  radiation.  The  high  costs 
involved  would  have  to  he  justified  hy  an  ai)pre- 
ciahle  lowering  of  the  mortality  statistics,  and  this 
could  only  he  determined  hv  analysis  of  sufficient 
numbers  with  ])roper  controls. 
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Presidential  Address  — 

THE  RHODE  ISLAND  MEDICAL  SOCIETY,  1963-1964^ 

Thomas  Perry,  Jr.,  M.D. 


The  Author.  Thomas  Perry,  Jr.,  M.D..  of  Provi- 
dence, Rhode  Island.  President.  The  Rhode  Island 
Medical  Society,  May.  1963-May.  1964. 


Tt  is  a great  pleasure  in 
many  ways  to  address  yon 
today.  In  tlie  first  place  it  is  an 
honor  to  he  here,  for  which  I 
thank  the  Society.  It  is  also  a 
relief  to  realize  that  this  talk 
signals  the  end  of  a year  that 
has  been  arduous  at  times,  but 
I must  say  most  interesting  and 
often  educational  for  me.  One 
of  my  greatest  worries  all  year 
has  been  that  I wouldn't  have  anything  worthwhile 
to  say  at  this  time.  Perhaps  I still  don't,  but  a few 
days  ago  when  I jotted  down  notes  on  the  year’s 
activities.  I found  there  are  a great  many  things 
I would  like  to.  and  probably  should  talk  about. 

I have  learned  that  there  are  literally  thousands 
of  man  hours  of  work  contributed  to  the  Society 
by  members  of  our  seven  standing,  and  the  over 
twenty  appointed  committees,  by  members  of  the 
House  of  Delegates,  and  by  the  officers.  For  their 
efforts  every  member  of  the  Societv  should  be 
grateful  and  no  one  is  more  so  than  I.  As  long  as 
men  of  good  conscience  continue  these  works,  ours 
will  he  a worthwhile  Society. 

Committee  Activities 

Some  of  the  activities  of  these  committees  are 
worth  mentioning  at  this  time,  without  dwelling 
on  them,  as  they  represent  important  on-going 
phases  of  endeavors  of  which  all  Societv  members 
should  be  aware. 

A special  committee  has  met  several  times  with 
a group  from  Brown  University  to  consider  com- 
bining our  library  with  that  of  the  University.  This 
proposal  is  being  studied  from  all  angles,  even  to 
the  possibility  of  a jihysical  union  with  room  for  all 
the  Society’s  activities  in  a new  facility.  Xo  deci- 
sions have  been  reached. 

The  ^Mediation  Committee  has  found  itself  con- 

*Presidential  Address  delivered  at  the  153rd  annual 
meeting  of  The  Rhode  Island  Medical  Society,  held  in 
the  Marvel  Gjannasium  of  Brown  Universitv,  Wednesday, 
May  6,  1964. 


cerned  with  the  tremendous  increase  in  the  number 
of  cases  treated  in  hospital  accident  rooms.  The 
public,  for  one  reason  or  another,  both  here  and 
throughout  the  country,  is  turning  more  and  more 
to  accident  rooms  instead  of  doctors’  offices.  Often 
patients  come  to  hospitals  with  complaints  not  of 
an  emergency  nature.  As  a result  of  the  Mediation 
Committee’s  preliminarv  study  a new  committee 
with  representatives  from  each  hospital  has  been 
appointed  to  see  if  there  is  anything  we.  as  doctors, 
should  be  doing  to  influence  this  trend.  This  com- 
mittee has  only  recently  held  its  first  meeting. 

Another  committee  has  met  once  with  labor  rep- 
resentatives to  discuss  their  as  yet  embryo  ideas  of 
forming  a group  health  association.  In  brief  such 
an  association  would  offer  more  services  than  the 
Blue  plans  and  would  be  staffed  largely  by  full- 
time physician  employees.  Those  who  attended  this 
meeting  came  away  with  the  impression  that  the 
individuals  developing  this  plan  are  sincere  in  their 
efforts  to  offer  a really  good  product,  and  if  a good 
plan  cannot  he  developed  there  probably  won't  be 
any  at  all. 

In  response  to  accusations,  some  of  them  in  the 
press,  that  some  doctors  are  overcharging  in  com- 
pensation cases,  and  also  as  a result  of  the  dissatis- 
faction on  the  part  of  doctors  at  times  with  com- 
pensation insurance  carriers,  a new  committee  has 
been  formed  to  consider  problem  cases  in  this  field. 
It  consists  of  three  doctors,  two  representatives  of 
insurance  companies,  and  one  representative  of 
self-insurers.  It  is  hoped  that  arbitration  by  this 
committee  will  be  helpful  to  all  concerned. 

Finally,  in  this  summary  of  unconnected  activi- 
ties, I would  mention  the  status  of  the  Rhode  Island 
^ledical  Journal.  You  may  know  that  the  journal 
went  heavily  in  the  red  a year  ago  when  pharma- 
ceutical advertising  fell  precipitously.  You  will  be 
glad  to  know  that  in  the  past  year  the  loss  figure 
has  been  cut  nearly  in  half.  However,  the  picture  is 
not  entirely  optimistic.  Economies  have  been  ef- 
fected. but  advertising  has  increased  very  little.  At 
the  moment  it  seems  difficult  to  further  reduce  the 
deficit.  We  should  remember  however,  that  our 
Journal  has  been  in  existence  since  1877.  At  pres- 
ent it  is  costing  us  about  a dollar  and  a half  a year 
apiece.  This  seems  a very  small  price  to  pay  to  keep 
such  a useful  organ  going  during  a difficult  time. 
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Public  Service 

Certain  otlier  activities  have  occurred  in  what 
inav  be  termed  the  area  of  public  service.  The  most 
important  of  tliese  was  the  third  and  final  Sunday 
of  the  End  Polio  Campaign  during  which  over 
three-fourths  of  the  citizens  of  this  state  were  im- 
munized against  poliomyelitis.  Public  health  offi- 
cials assure  ns  that  this  effort  will  protect  ns  from 
an  epidemic  for  many  years  to  come.  The  co-opera- 
tion of  the  State  Health  Department,  the  Medical 
Society  and  its  Auxiliary,  and  many  private  indi- 
viduals required  untold  time  and  effort  in  this  proj- 
ect. It  was  a well  worthwhile  community  service. 

There  is  a feeling  that  it  is  healthy  for  the  Society 
always  to  have  some  similar  type  of  public  service 
in  the  making.  \\  ith  this  in  mind  the  Council  has 
asked  Doctor  John  Ham.  our  President-Elect,  to 
form  a committee  to  organize  a health  fair  patterned 
after  the  one  we  staged  two  years  ago.  This  is  a 
long  range  planning  committee  for  a Eair  two  or 
three  years  hence.  In  the  meantime  we  have  physi- 
cians cooperating  with  the  Interagency  Council  on 
Smoking  to  stage  an  educational  program  in  the 
schools  next  year.  Other  similar  projects  warrant 
our  support. 

The  National  Scene 

On  the  National  Scene  The  Rhode  Island  Med- 
ical Society  resolution  on  integration  was  defeated 
in  the  American  Medical  Association  House  of 
Delegates  at  its  December  meeting  in  Portland, 
Oregon.  However,  an  important  problem  was 
brought  to  the  floor  for  a lengthy  airing.  Eurther 
discussion  will  follow  and  local  societies  through- 
out the  nation  have  already  been  advised  to  get  on 
with  the  problem.  I believe  our  stand  to  l)e  this : 
Integration  as  a whole  must  move  in  an  orderly 
fashion.  It  would  seem  that  a beginning  could  he 
made  in  any  community  in  a group  where  both 
whites  and  Negroes  have  received  college  and  grad- 
uate degrees.  These  are  men  of  intelligence  and 
background.  It  hardly  seems  proper  that  an  indi- 
vidual who  has  obtained  his  medical  training  should, 
because  of  color,  be  kept  from  the  advantages,  edu- 
cational and  otherwise,  provided  by  our  medical 
societies.  Our  resolution,  with  its  punitive  clause 
for  societies  not  integrating,  proved  too  strong.  W'e 
believe  its  objectives  will  eventually  he  achieved. 
Our  own  House  of  Delegates  has  already  voted  its 
suj)])ort  of  a New  York  civil  rights  resolution  to  he 
presented  at  the  next  American  Medical  Associa- 
tion meeting. 

The  Kerr-Mills  Law 

The  most  important  Federal  Legislation  in  the 
field  of  medicine  today  concerns  medical  care  for 
the  aged.  (A  pox  upon  that  meaningless  word 
Medicare!)  As  you  well  know  the  question  is 
whether  it  is  better  to  continue  implementation  of 


the  Kerr-Mills  Law  in  the  states  or  pass  the  King- 
Anderson  hill  which  would  tie  medical  care  for  the 
aged  to  .Social  .Security. 

I'he  Kerr-Mills  Law  allows  the  states,  through 
matching  .State  and  Federal  funds,  to  finance  med- 
ical care  for  those  aged  65  and  over  whose  financial 
indei)endence  would  he  threatened  by  illness.  Our 
own  state  legislature  has  at  last  passed  a hill  that 
implements  the  Kerr-Mills  Law.  I'or  the  most  part 
this  is  a good  law.  Although  our  Society  has  not 
hacked  any  particular  Kerr-Mills  hill  for  this  state, 
this  one  fulfills  most  of  the  criteria  we  have  recom- 
mended to  our  law  makers.  The  benefits  are  com- 
jmehensive,  ])roviding  all  necessary  hospitalization 
or  convalescent  home  care,  nursing  home,  drugs, 
and  dental  care,  that  is  necessary.  Doctors  will  be 
paid  for  inpatient  hos|)ital  service  and  for  visits 
to  their  patients  in  convalescent  and  nursing  home, 
hut  not  for  house  calls  or  outpatient  visits.  In  view 
of  the  relatively  high  income  limits  in  this  hill  it  is 
not  unreasonable  that  these  visits  should  he  paid  for 
by  the  patient. 

To  he  eligible  for  benefits  a single  person  must 
have  an  annual  income  of  less  than  $2,000  and  a 
married  couple  less  than  $.L000.  Resources  must 
not  exceed  $4,000  for  a single  person,  and  $6,000 
for  a married  couple,  hut  in  figuring  such  net  equity 
the  home  and  land  on  which  it  stands  are  excluded, 
as  well  as  certain  life  insurance  policies  and  some 
tangible  personal  property. 

These  are  very  liberal  limits  compared  to  those 
of  the  other  states  that  have  adopted  Kerr-Mills 
plans.  Most  allow  recipients  to  earn  and  retain  only 
about  half  or  two-thirds  as  much.  For  this  I think 
we  should  he  thankful.  One  needs  quite  a stake  to 
finance  a protracted  illness  these  days,  and  no 
one  should  he  rendered  permanently  destitute  by 
sickness. 

The  one  flaw  is  the  method  of  financing  with 
which  many,  including  our  (Governor,  disagree. 
Benefits  will  he  paid  for  by  a tax  of  )/2  per  cent  on 
the  first  $4,800  of  income.  Thus  the  father  of  a 
large  family  earning  this  amount  will  pay  the  same 
as  someone  making  ten  times  as  much.  It  would 
seem  more  logical  to  increase  other  taxes  so  that 
financing  could  be  covered  by  general  funds  to 
which  the  wealthier  contribute  more.  Of  course  the 
Federal  half  of  the  financing  is  from  such  sources. 

Considering  everything  on  balance,  as  they  say 
in  Washington,  we  have  come  out  well. 

The  King- Anderson  Bill 

There  are  those  who  think  we  would  be  better 
off  if  the  Federal  Government  would  pass  the  King- 
Anderson  Bill.  They  would  scuttle  the  Kerr-Mills 
plans.  Let  us  therefore  consider  the  King-Anderson 
Bill.  It  assumes  that  everyone,  or  at  least  nearly 
everyone,  over  65  will  have  medical  l)ills  he  cannot 
meet.  Therefore  compulsory  health  insurance 
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should  be  instituted  to  ])ay  tor  this  care.  Unfor- 
tunately the  cost  would  he  so  staggering  that  not 
all  medical  expenses  could  he  met.  In  the  basic 
plan  there  would  he  90  days  of  hospitalization  (with 
deductible  amounts  up  to  $1 10  in  some  cases).  180 
days  of  nursing,  and  2-R)  home  yisits  of  professional 
personnel  such  as  nurses,  physical  and  occupational 
therapists,  and  other  such  seryices.  This  seems  ade- 
quate. hut  how  about  the  patient,  bedridden  or 
crippled  for  years,  whose  benefits  run  out?  What 
about  those  seryices  not  coyered  at  all?  These  iit- 
clnde  drugs,  all  doctors’  bills,  office  and  outpatient 
x-rays,  and  other  diagnostic  tests.  (It  should  be 
added  that  doctors  opjtosed  this  legislation  in  its 
earlier  form  when  doctors’  fees  were  coyered.  ) 
Obx  iously  this  bill  would  not  proyide  all  that  is 
needed  for  those  in  greatest  distress,  namely  those 
chronically  ill  for  whom  we  are  always  talking 
about  doing  something.  Some  estimate  this  bill 
would  proyide  for  only  one  quarter  of  all  the 
medical  bills  of  the  ayerage  oyer  6.^  indiyidual. 

It  is  proposed  to  pay  for  the  King- Anderson 
benefits  by  increasing  the  social  security  tax  of  3)4 
per  cent  by  Yx  per  cent  and  increasing  the  base  on 
which  it  is  collected  from  $4800  to  $5200.  This  will 
cost  the  man  making  $5200  a year  $27.50.  His 
em])loyer  would  contribute  a like  amount.  If  his 
wife  works  she  would  pay  a tax  too. 

Unfortunately  Robert  Meyers,  chief  actuary  for 
the  Department  of  Health.  Education,  and  Wel- 
fare. has  stated  that  a 1 per  cent  rather  than  a 
per  cent  increase  is  more  realistic.  .A.dd  to  this  to 
the  fact  that  eyeryone  agrees  that  the  cost  will 
increase  and  that  eyen  without  King- Anderson  sub- 
stantial raises  in  the  Social  Security  payments  are 
already  projected  for  the  next  few  years. 

The  stand  of  the  American  ?kledical  Association 
that  King-Anderson  legislation  is  uot  needed  is 
based  on  the  belief  that  many,  if  not  most,  older 
})eoi)le  can  pay  their  medical  bills.  We  are  told  that 
the  ayerage  family  income  for  those  oyer  65  is 
$2,900  and  under  65  is  $5,900.  But  it  turns  out 
that  younger  families  are  larger,  and  that  the  ayer- 
age indi\  idual  income  oyer  65  is  only  $60  less  than 
that  for  the  person  under  65  : $1.2-K)  ys.  $1,300.  In 
addition,  the  elderly  get  greater  income  tax  deduc- 
tions : they  don’t  haye  to  trayel  to  work ; they  haye. 
on  the  av  erage,  about  half  as  much  debt ; they  do 
not  haye  to  educate  children ; and  less  than  half  as 
man\’  haye  home  mortgages. 

It  begins  to  look  as  if  the  ayerage  older  indiyid- 
ual is  in  a far  better  position  to  meet  his  medical 
e.x])enses  than  the  younger  person.  The  catch  is,  of 
course,  that  the  elderly  haye  more  sickness,  and 
often  the  illness  is  deyastatingly  long.  But  still  there 
will  be  many  who  can  meet  their  e.xpenses.  W e 
know  there  are  about  200,000  people  over  65  in 
this  country  with  incomes  of  $20,000  or  more. 
There  must  be  a far  greater  number  with  incomes 
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of  $10,000.  There  seems  little  reason  that  their 
medical  bills  should  be  paid  even  in  part  by  the 
heads  of  families  making  $5,000  or  less.  Is  it  not 
more  reasonable  that  all  medical  expenses  of  those 
elderly  who  really  need  help  should  be  borne  by 
the  community  and  that  those  who  can  afford  to 
should  pay  their  own  way?  This  is  the  Kerr-Mills 
way  and  it  finally  seems  to  be  prevailing. 

I cannot  leave  this  subject  without  making  one 
more  point.  It  has  been  lield  that  there  is  some- 
thing demeaning  about  our  older  i)eople  having  to 
take  a means  test,  that  is.  to  state  their  resources 
iu  order  to  receive  Kerr-Mills  benefits.  If  this  is 
so,  everyone  who  takes  out  a mortgage  or  applies 
for  a college  scholarship  is  lieing  equally  demeaned. 
Federal  legislation  aiding  the  blind,  farm  housing, 
school  lunch  programs,  services  for  crippled  chil- 
dren, and  federal  programs  in  many  other  areas 
require  a means  test.  In  truth  this  is  a tried  and 
true  method  and  seemingly  should  be  used  in  health 
care  for  the  aged  as  it  is  elsewhere. 

Physicians’  Service 

I had  hoped  to  include  at  this  time  a few  remarks 
on  the  new  Physicians’  Service  fee  schedules.  The 
record  run  of  the  Roman  Circus  in  the  office  of  the 
director  of  Business  Regulation  makes  this  both 
impolitic  and  impolite.  Suffice  it  to  say  that  I agree 
with  those  of  our  colleagues  who  feel  that  Service 
is  the  important  word  in  the  title  “Physicians’ 
Service."  We  started  this  plan  to  provide  services 
that  people  can  afford.  If  we  forget  this  we  are  just 
another  insurance  company  and  might  as  well  turn 
the  whole  thing  over  to  a business  group,  if  it  is 
not  actually  taken  away  from  us. 

Conclusion 

I have  paid  my  respects  to  the  members  of  the 
Society  who  have  contributed  to  our  efforts  this 
year.  In  conclusion,  and  I put  this  last  for  emphasis. 
I must  express  my  appreciation  of  our  staff.  This 
applies  to  all,  but  most  of  all  to  our  Executive  Sec- 
retary. Years  ago  when  I first  heard  people  extoll- 
ing John  Farrell  from  this  rostrum  I supposed  it 
was  just  the  perfunctory  thing  to  do.  Later  I real- 
ized he  was  a real  person.  Xow  I am  not  so  sure  he  is 
real.  It  is  hard  to  see  how  anyone  can  keep  up  such 
enthusiasm,  long  hours,  and  constant  intelligent 
attention  to  detail  year  after  year.  The  Society  is 
most  fortunate  and  I am  deeply  grateful. 


GOLF  TOURNAMENT 
WEDNESDAY,  SEPTEMBER  2 
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JUNE,  1964 

PROGNOSTIC  SIGNIFICANCE  OF 
MYELOGRAPHY  IN  TRACTION  INJURIES 
TO  THE  BRACHIAL  PLEXUS 
concluded  from  page  283 
Summary 

The  authors  have  presented  two  cases  of  severe 
injurv  to  the  brachial  plexus  with  clinical  evidence 
of  root  avulsion,  confirmed  hy  early  use  of  niyelog- 
raphv.  This  procedure  is  valuable  in  determining 
the  prognosis  and  should  he  employed  more  com- 
monlv  in  the  evaluation  of  these  injuries. 

References 

iMurphey,  F. ; Hartung,  W.,  and  Kirklin,  J.  W. : Myelo- 
graphic  Demonstration  of  Avulsing  Injury  of  the  Brachial 
Plexus.  Am.  J.  Roentgenol.  58:102.  1947 
2\Vhite,  J.  C.,  and  Hanelin,  J. : Myelographic  Sign  of 
Brachial  Plexus  Avulsion.  J.  Bone  & Joint  Surg.  36.\  : 
113,  1954 

225  \\'aterman  Street 
Providence,  R.  I.  02906 


EARLY  DETECTION  OF  BREAST 
CANCER  BY  MAMMOGRAPHY 
AND  THERMOGRAPHY 

concluded  from  page  285 

References 

1 Reports  of  Committee  for  the  Study  of  Breast  Cancer. 
Phila.  County  Medical  Soc.,  1956-1962,  Phila.  Medicine 
^Witten,  D.  M.,  and  Thurber,  D.  L. : Mammography  as  a 
Routine  Screening  Examination  for  Detecting  Breast 
Cancer.  Reported  at  Meeting  Am.  Roentg.  Ray  Soc., 
Montreal,  Que.,  Oct.  12,  1963 


WHO  TAKES  CARE  OE  SICK 
CHIROPRACTORS.’ 

Whom  does  a chiropractor  consult  when  he  gets 
sick.’  Not,  apparently,  another  chiropractor. 

Dr.  Reimert  T.  Ravenholt,  of  the  University  of 
Washington,  culled  227  certificates  of  deceased 
chiropractors  in  California,  where  they  are  per- 
mitted to  use  x-rays.  He  was  looking  for  a higher 
incidence  of  leukemia.  He  didn’t  find  it. 

But  he  did  find  that  56  per  cent  of  the  death 
certificates  were  signed  by  medical  doctors  and  only 
3 per  cent  by  chiropractors,  who  can  do  this  in 
California.  The  rest  were  signed  by  coroners  and 
osteopaths.  . . . 

. . . Extracted  from  Medical  Tribune, 
April  22,  1964 
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DOCTOR . . . 

Build  An  Estate  for  your  Son! 

■k  -k  -k 

$100,000  ORDINARY  LIFE  INSURANCE 


Age 

1 . 

. .$  5.S9.00,  yearly 

Age 

5 . 

. $ 616.00,  yearly 

Age 

10  . 

. $ 725.00,  yearly 

Age 

13  . 

. $ 800.00,  yearly 

Age 

16  . 

. $ 884.00,  yearly 

Age 

20  . 

. $1010.00,  yearly 

★ ★ ★ 


After  five  years,  yearly  guaranteed  in- 
crease in  cash  value  exceeds  deposits  ! 

★ ★ ★ 

An  ideal  gift  to  sons  anti  grandsons. 
★ ★ ★ 

Write  or  ’phone: 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  St.,  Providence,  R.  I. 


Qflernsml  Saniiafikm 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.O.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.O. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  1.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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Fiske  Fund  Prize  Dissertation 

1964 

The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 
Society  announce  the  following  subject  for  the  Prize  Dissertation 
of  1964: 


cent  c^/^civanccs  in  tLc  d 0/1  tyo  I of 
^f^espiycttoyxf  ^\Jiyits  ^Jl^isccxscSy 
-^ncliiclincj  tL  cS  xcin  tficntata 


For  the  best  dissertation  on  the  subject  worthy  of  a premium 
they  offer  the  sum  of  five  hundred  dollars  ( S500.00).  The  disser- 
tation will  he  particularly  graded  on  the  basis  of  original  work  by 
the  author.  Each  competitor  for  the  jireminm  is  exjiected  to  con- 
form with  the  following  regulations : 

To  forward  to  the  secretary  of  the  Trustees  on  or  before  the 
eleventh  day  of  Decemlier  1964,  free  of  all  expense,  a copy  of  his 
dissertation  with  a motto  thereon,  and  also  accomi)anying  it  a sealed 
envelope  bearing  the  same  motto,  inscribed  on  the  outside,  with  his 
name  and  address  within. 


Previous  to  receiving  the  ])remium  awarded,  the  author  of  the 
successful  dissertation  must  transfer  to  the  Trustees  all  his  right,  title 
and  interest  in  and  to  the  same,  for  the  use,  benefit,  and  advantage 
of  the  Fiske  Fund. 


Dissertations,  other  than  the  successful  one.  will  he  returned  to 
the  authors. 


The  dissertations  must  he  typewritten,  double  sjiaced  on  standard 
typewriter  paper  and  should  not  exceed  10,000  words. 

TRUSTEES.  CALEB  FISKE  EUXD 

Secretary  John  C.  Ham.  M.D. 

John  E.  Farrell,  Sc.D.  Robert  W.  Drew,  M.D. 

106  Francis  Street  William  A.  Reid.  M.D. 

Providence  3,  Rhode  Island 


Editorials 


ENZYMES  AND  CANCER 


■rjrHLISHEl)  KI.SEWHKRP:  IX  THIS  ISSUE  is  the 

P'iske  Fund  Prize  Essay  for  1963,  hv  Dr. 
Hinderikus  A.  Zondag  of  Haarlem,  the  Xether- 
lands.  Several  times  since  the  origin  of  this  award 
the  prize  has  gone  overseas.  W e always  welcome 
])articipation  hy  our  colleagues  in  other  lands. 

'I'he  correlation  demonstrated  in  this  studv  be- 
tween the  presence  of  certain  enzymes  and  the 


occurrence  of  specific  tumor  types  is  a most  inter- 
esting and  significant  observation,  ^\’e  hojie  that 
the  demonstration  of  this  correlation  may  signify  a 
new  approach  to  the  diagnosis  of  cancer  hy  enzyme 
determinations.  If  these  observations  jirove  to  have 
a broader  application  we  shall  he  proud  indeed  of 
our  role  in  having  brought  to  the  attention  of  medi- 
cal investigators  a major  development  in  oncology. 


WORKMEN’S  COMPENSATION  MEDICAL  COSTS 


"Oead  the  rei’okt  on  Page  296  in  this  issue  on 
W orkmen’s  Compensation  Conferences  before 
you  read  further  on  this  editorial  comment ! 

Periodically  through  the  years  the  subject  of 
workmen’s  comjiensation  insurance  costs  in  Rhode 
Island  has  been  dramatized  hy  our  largest  daily 
newspaper.  Always  the  increased  cost  of  medical 
care  of  the  program  is  belabored,  and  at  the  door- 
step of  the  physicians  is  laid  much  of  the  blame  that 
the  costs  of  the  program  discourages  industry  from 
locating  in  this  state. 

It  is  high  time  that  this  ghost  he  laid  at  rest. 

The  Rhode  Island  Medical  Society  has  never 
shirked  its  resjionsihility  in  the  matter  of  reviewing 
medical  costs  in  any  jiuhlic  i)rogram.  Years  ago  the 
Society  even  sponsored  legislation  to  amend  the 
workmen’s  comjiensation  law,  and  had  the  Society’s 
proposals  been  adopted  some  costs  could  have  been 
better  controlled. 

Last  year  the  Society  sponsored  a series  of  con- 
ferences on  the  medical  costs  of  workmen’s  com- 
liemsation  in  Rhode  Island.  The  three  meetings 
were  attended  hy  representatives  of  management, 
organized  labor,  insurance,  the  state  labor  depart- 
ment, the  state  workmen’s  compensation  commis- 
sion, physicians  interested  in  industrial  medicine, 
and  officers  of  the  Society.  In  spite  of  all  efforts  to 
find  answers  from  those  responsible  for  the  insur- 
ance payments,  the  Society  learned  little  about 
medical  costs  that  were  excessive  or  unwarranted 
in  the  care  and  treatment  of  injured  employees  in 
Rhode  Island. 

However,  the  Society  proposed  and  put  into 
operation  a new  committee  to  he  known  as  the 
Physicians  and  Carriers  W orkmen’s  Com])ensation 
Committee,  to  consist  of  three  iihysicians,  two  rep- 
resentatives of  insurance  carriers,  and  one  repre- 
sentative of  self-insurers.  That  committee  is  work- 


ing. and  effectively,  investigating  and  arbitrating 
any  misunderstandings  regarding  fees  charged  for 
medical  services  for  workmen’s  compensation  cases. 

Ironically,  however,  while  the  .Society  was  tak- 
ing the  initiative  in  trying  to  establish  tight  con- 
trols on  what  now  appear  to  he  very  few  problems 
of  fees  for  service,  the  legislative  statutes  for  work- 
men’s compensation  were  being  amended  hy  the 
1963  Rhode  Island  Ceneral  Assembly  with  the 
support  of  organized  labor,  which  was  strangely 
silent  during  the  .Society’s  conferences  on  medical 
costs.  The  whole  gamut  of  indemnities  was  raised, 
even  the  maximum  allowances  for  medical  and  sur- 
gical payments,  and  for  diathermy  treatments,  with- 
out one  non-medical  person  raising  his  voice  at  the 
Conferences  to  question  such  actions  ! Nor  did  our 
largest  daily  newspaper  jirotest ! 

( Irganized  labor  .sought  these  dramatic  increases 
for  medical  care  under  the  prognim.  Management 
and  the  insurance  industrv  apparently  made  no 
protestations:  certainly  not  intensive  enough  to 
halt  the  legislation.  Therefore  the  costs  of  medical 
care  and  indemnity  for  medical  injury  under  work- 
men’s compensation  will  reach  new  highs  this  year 
and  in  the  future,  and  in  no  manner  attributable  to 
the  Society  or  its  individual  physician  members. 

W'e  do  not  question  whether  the  legislative 
changes  were  sound,  warranted,  or  equitable.  W e 
merely  go  on  record  as  stating  that  the  General 
Assembly  has  approved  the  increases  on  the  basis 
of  the  ])ros  and  cons  of  labor,  management,  and  the 
insurance  industry.  The  .Society  will  make  every 
effort  to  prevent  abuses  of  the  program  hy  any 
individual,  and  it  will  arbitrate  any  alleged  exces- 
sive fee  charged.  But  it  assumes  no  responsibility 
for  the  certain  higher  costs  of  workmen’s  compen- 
sation medical  care  in  this  state. 
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THE  153rd  SCIENTIFIC  ASSEMBLY 


ONE  OF  THE  FINEST  scientific  programs  in  sev- 
eral years  brought  439  members  of  the  Society 
to  the  Marvel  Gymnasium  on  Tuesday,  May  5,  and 
Wednesday.  May  6.  for  the  153rd  annual  meeting 
of  our  membership.  The  large  attendance  attests  to 
the  appreciation  of  the  splendid  lecture  program 
arranged  by  the  Committee  on  Arrangements. 
Those  physicians  who  did  not  have  the  time  free, 
or  who  did  not  make  time  available  for  the  visit  to 
the  meeting  missed  some  of  the  best  medical  educa- 
tional presentations  they  could  possibly  hear  if  they 
were  to  travel  the  length  of  this  country. 

The  Marvel  Gymnasium  has  its  shortcomings  as 
a meeting  place,  but  the  Committee  on  Arrange- 
ments is  to  be  commended  for  its  untiring  eft'orts 
to  improve  the  setting  in  the  face  of  the  lack  of 
suitable  auditoriums  in  the  state  for  a meeting  of 
this  size.  The  failure  of  the  air  conditioning  system 
on  the  opening  day  was  unfortunate  ; but  overnight 
additional  equipment  was  installed  and  the  lecture 
room  was  most  comfortable  during  the  lectures  on 
the  second  day. 

The  scientific  exhibits  were  outstanding,  and 
thev  attracted  attention  and  favorable  comment 
from  the  many  visitors  to  the  meeting.  The  tech- 
nical exhibitors  were  for  the  most  part  pleased  with 
the  interest  shown  their  displays  by  physicians  who 
took  time  to  register  at  the  booths. 

Through  the  annual  meeting  the  Society  seeks 


to  bring  topflight  clinicians  to  Providence  in  the 
interest  of  postgraduate  medical  education  for  all 
members  of  the  Society.  A tremendous  amount  of 
work,  and  money,  goes  into  the  staging  of  this  two 
day  program,  by  the  Society,  the  scientific  and 
technical  exhibitors,  and  the  guest  lecturers  who 
must  prepare  papers  for  presentation  and  take  time 
from  their  busy  practices  in  distant  cities  to  travel 
to  Providence  in  the  interest  of  medical  education 
for  Rhode  Island  physicians. 

The  annual  meeting  warrants  top  priority  every 
year  for  every  member  of  the  Society.  It  is  not  too 
early  to  check  the  1965  dates  on  your  appointment 
calendar  — iMay  4 and  5. 


HOSPITAL  UTILIZATION 

A Matter  of  Semantics 


'^o  THE  PATIENT  a hospital  is  a haven  which 
supplies  not  only  urgent  medical  needs  but  also 
necessary  and  immediate  psychological  support.  To 
the  physician  a hospital  is  a place  where  doctors  and 
nurses  work  taking  care  of  people  who  are  sick  in 
bed.  To  the  hospital  administrator  a hospital  is  a 
combination  of  both  a foster  home  and  a repository 
for  medical  paraphernalia  and  technicians  to  man 
this  equipment. 

In  the  welter  of  discussion  on  ‘'overutilization,” 
we  must  consider  social  in  contradistinction  to 
medical  forces  responsible  for  these  attitudes.  Al- 
though public  demand  for  hospitalization  should 
not  be  the  ultimate  determinant  for  proper  use  of 
institutional  facilities,  it  frequently  takes  precedent 
over  administrator's  and  phvsician’s  iudgment. 
Why? 

The  general  populace  has  learned  that  the  walls 
of  a hospital  contain  the  medical  paraphernalia  of 
the  community.  This  complicated  equipment  is  not 


located  elsewhere.  The  institution  with  its  24  hour 
service  offers  comfort  to  all  of  the  fears  of  the  sick 
patient.  M'e,  as  physicians  have  little  control  over 
the  complex  motivations  of  emotional  fright.  The 
refuge  of  a hospital  is  convenient  to  the  patient’s 
anxieties,  justifiable  to  his  needs  for  compassion, 
and  satisfying  to  his  social  prejudices. 

The  administrator,  in  his  turn,  urges  use  of  his 
hospital  facilities  by  solicitation  of  ambulatory 
patients,  by  building  in-hospital  physician  offices, 
and  by  encouraging  diagnostic  clinics  for  non- 
indigent  patients.  These  practices  are  said  to  be 
"demanded  by  the  public.”  The  “morality”  of  these 
functions  has  gained  status  because  of  third  party 
payment  mechanisms.  Without  prepayment,  a citi- 
zen could  use  without  fear  of  review  any  or  all  of 
in-patient  or  out-patient  care  he  could  afford  to 
purchase  because  he  was  paying  the  bill.  With  pre- 
payment. the  patient  even  if  he  cared  about  it,  rarely 
sees  the  bill  for  services  rendered.  From  this  view- 
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l)oint.  the  present  abuses  of  the  emergency  room 
and  out-patient  or  in-hospital  facilities  are  en- 
croachments on  prepayment  plans  and  not  exploita- 
tion of  hosi)itals.  W'e  nevertheless  feel  that  most 
hospital  administrators  would  like  to  hnd  a way  to 
return  their  institutions  to  their  traditional  role  of 
taking  care  of  jiatients  who  are  sick  in  bed. 

Hosintals  are  exjianding  their  services  not  only 
to  comjiete  with  one  another  hut  to  encroach  more 
and  more  into  the  held  of  private  office  practice. 
This  is  one  reason  that  they  have  embraced  the  idea 
behind  hospital  utilization  committees.  \\T  contend, 
however,  that  these  committees  rei)resent  the  under- 
writers of  prepayment  plans  and  not  the  hosidtal 
administrator  or  his  com])troller.  They  therefore 
are  not  the  obligations  of  the  voluntary  medical 
staff.  Blue  Cross  officials  to  the  contrary,  the  quan- 
titative disciplinary  function  of  a utilization  com- 
mittee is  a far  cry  from  the  qualitative,  educational 
function  of  audit  and  tissue  committees. 

Ray  Ifrown,  Vice-president  of  the  University  of 
Chicago,  quips  (Hospitals,  Sept.  1,  1963):  “The 
onlv  way  to  reduce  the  need  for  too  much  hospital 
care  is  to  reduce  the  amount  of  care  available  for 
unnecessary  use.” 

Prepavment  has  been  a willing  catalyst  in  the 
present  surge  for  increasing  the  availability  of  med- 
ical care.  Hospital  utilization  under  service  type 
contracts  may  he  impossible  to  control  and  the 
fiscal  mechanism  they  espouse  may  be  destroyed 
by  overuse. 

The  pul)lic  is  not  confused;  to  it  the  hospital  is 
the  place  to  go  for  care  of  any  illness.  The  prepay- 
ment administrator,  however,  maintains  that  the 
hospital  should  be  the  last  place  to  go.  The  physician 
and  hospital  administrator  are  hapless,  helpless 
referees. 

Does  the  physician  not  have  a legitimate  right  to 
insist  that  hospitals  consider  participating  in  indem- 
nity type  prejjayment  plans?  Should  not  the  third 
party  police  its  own  policies  and  not  he  always 
pointing  a finger  at  the  physician  and  the  hospital 
administrators  as  the  villains  for  increased  hospital 
costs?  Are  we  trapped  by  this  matter  of  the  defini- 
tion of  a hos])ital  ? 

To  the  man  on  the  .street  a hospital  is  a hospital. 

Donald  L.  Sweeney,  Jr.,  m.d. 

(Reprinted  from  the  Editorial  page  of  the  Detroit  Medi- 
cal Ncivs,  issue  of  January  20,  1964.) 

MONDAY,  OCTOBER  5 
Next  Scientific  Meeting 
of  the 

Providence  Medical  Association 


PHYSICIAN  COOPERATION  SOUGHT 

Rhode  Island  has  been  selected  as  a pilot  area 
for  the  introduction  of  several  activities  designed 
to  achieve  closer  cooperation  between  practicing 
physicians  and  the  social  security  disability  pro- 
gram. These  activities  include  a program  of  physi- 
cian contact  to  foster  improved  understanding  of 
evidence  requirements  and  introduction  of  new 
techniques  aimed  at  improving  and  facilitating 
medical  reporting  within  the  framework  of  exist- 
ing doctor-patient  relationships. 

To  help  save  time  for  physicians  and  speed 
benefits  to  their  patients,  the  State  Vocational 
Rehabilitation  Division  which  makes  determina- 
tions of  disability  for  the  national  disability  bene- 
fits program  has  introduced  a new  medical  report 
form.  The  form  was  designed  by  practicing  physi- 
cians from  all  medical  disciplines  who  have  had  the 
opportunity  to  appraise  the  medical  reporting 
experience  of  a program  under  which  about  40,000 
determinations  of  disability  are  made  each  month. 

The  new  form  follows  the  format  doctors  nor- 
mally use  in  reporting  history,  physical  and  labo- 
ratory findings  to  other  doctors,  eliminates  the 
overlap  in  the  old  form,  and  provides  space  for  a 
full  account.  These  features  — arrangements  and 
more  space  — make  it  easier  for  the  physician  to 
transcribe  those  parts  of  the  patient’s  medical 
record  pertinent  to  his  impairment.  When  the  phy- 
sician reports  the  data  that  subsequently  an  evalu- 
ating medical  consultant  to  the  division  uses  to 
assess  functional  capacity  he  will  be  able  to  make 
medically  valid  disability  decisions  in  less  time. 

Of  course,  even  with  the  best  clinical  picture  of 
the  patient,  the  evaluating  medical  consultant  may 
still  need  additional  information  to  reach  a deci- 
sion on  the  patient’s  capacity  to  work.  If  so,  he  will 
call  the  patient’s  doctor  and  ask  if  there  is  addi- 
tional information.  If  the  needed  information  is 
not  in  records,  the  consultant  may  invite  the  doctor 
to  supply  the  information  at  a scheduled  fee. 

This  program  to  be  introduced  into  Rhode 
Island  and  a few  other  select  States  should  foster 
closer  cooperation  and  greater  teamwork  between 
practicing  physicians  and  the  social  security  dis- 
ability program.  Such  cooperation  and  teamwork 
will  provide  the  medical  profession  with  the  oppor- 
tunity to  assure  that  social  security  disability  proce- 
dures are  effective  and  compatible  with  standard 
medical  practices. 


Modern  Cadillacs  24-Hour  Service 

Radio  Dispatched  Oxygen-Equipped 

SERVING  RHODE  ISLAND 

Physician’s  Ambulance  Service,  Inc. 

138  Atwood  Street  Providence,  R.  I. 

Phone:  UN  1-7200 
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GENERAL  MEETING  OE  THE  RHODE  ISLAND 
MEDICAL  SOCIETY,  MAY  6,  1964 


A GENERAL  MEETING  of  the  Rhode  Island  Medical 
Society  was  held  on  M ednesday,  A lay  6,  1964 
during  the  133rd  animal  scientific  sessions  of  the 
Society  held  at  the  Marvel  gymnasium  of  I'rown 
University  in  Providence. 

The  meeting  was  called  to  order  hy  the  President. 
Dr.  Thomas  Perry,  Jr.  at  2:50  p.m.  after  he  had 
delivered  his  Presidential  address  to  the  member- 
ship. There  were  approximately  130  members  in 
attendance. 

There  were  no  resolutions  or  jiroposals  jiresented 
from  the  floor. 

The  Secretary  reported  that  at  a meeting  of  the 
House  of  Delegates  held  on  April  15,  1964,  the 
following  officers  were  elected  to  serve  the  Society 
until  the  annual  meeting  in  1965  : 

Dr.  John  C.  Ham.  of  Providence  President 

Dr.  Robert  \\  . Drew,  of  Bristol  \ ice  President 
Dr.  W illiam  A.  Reid,  of  Chepachet 

President-elect 

Dr.  Michael  DiMaio,  of  Providence  Secretary 

Dr.  John  A.  Dillon,  of  Providence Treasurer 

Doctor  Ham  was  escorted  to  the  rostrum  and  he 
addressed  the  membership,  expressing  his  appre- 
ciation for  the  honor  bestowed  upon  him,  and  his 
hope  that  the  members  would  give  him  the  same 
fine  support  given  Doctor  Perry  in  carrying  for- 
ward the  many  activities  of  the  'Society. 

The  meeting  was  adjourned  at  3:10  p.m. 
Respectfully  submitted. 

Michael  DiMaio,  M.D.,  Secretary 

New  Officers  Installed 

Dr.  John  C.  Ham,  Providence  internist  and 
director  of  the  thoracic  clinic  at  Rhode  Island  Hos- 
pital, installed  as  the  105th  President  of  the  Rhode 
Island  Medical  Society  at  the  153rd  annual  meet- 
ing of  the  Society  held  at  Marvel  gymnasium  of 
Brown  University  on  May  5-6,  1964,  is  a native  of 
Providence.  He  attended  Moses  Brown  School  and 
then  Phillips  Exeter  prior  to  matriculating  at 
Princeton  University.  He  was  graduated  from 
Harvard  Medical  School,  and  after  an  internship 
at  Boston  City  Hospital,  and  a residency  at  Bel- 
levue Hospital  in  New  York  City,  he  returned  to 
I’rovidence  to  establish  his  jiractice  in  internal 
medicine. 

In  1959  Doctor  Ham  .served  as  President  of  the 
Providence  Medical  .Association,  the  largest  com- 


])onent  society  of  the  state  medical  organization.  In 
addition  to  his  participation  in  many  programs  of 
the  medical  societies  he  has  been  active  in  commu- 
nity affairs.  He  is  a member  of  the  hoard  of  direc- 
tors of  the  Providence  District  Xnrsing  Associa- 
tion, of  the  Council  of  Community  Services,  the 
Rhode  Island  Tuberculosis  and  Health  .Association, 
and  he  is  a ])ast  president  of  the  Providence  Tuber- 
culosis League,  and  of  the  Eastern  Section  of  the 
American  Trudeau  Society.  He  is  a physician  on 
the  Rhode  Island  Hospital  staff',  and  director  of 
the  thoracic  clinic  at  the  hospital. 

Former  Legislator  President-Elect 
Doctor  William  A.  Reid,  who  served  as  a mem- 
ber of  the  House  of  Rejiresentatives  of  the  Rhode 
Island  Ceneral  .Assembly  for  the  first  East  Provi- 
dence district  in  1952  to  1954,  was  named  by  the 
Society  to  succeed  Doctor  Ham  ne.xt  year  as  presi- 
dent. Currently  secretary  of  the  Providence  Med- 
ical .Association,  Doctor  Reid  has  long  been  active 
in  medical  society  and  community  activities.  He  is 
a practicing  obstetrician  and  gynecologist,  on  the 
staff  of  the  Lying-In  Hospital.  He  is  a member  of 
both  the  Blue  Cross  and  the  Physicians  Service 
Boards  of  Directors.  .A  resident  of  Chepachet,  Doc- 
tor Reid  attended  Bnrrillville  High  School,  the 
University  of  Rhode  Island,  and  he  received  his 
medical  degree  from  Tnfts  University  Medical 
School. 

General  Practitioner  Vice  President 
Doctor  Robert  Drew,  elected  vice  president,  is 
in  the  general  jiractice  of  medicine  in  Bristol.  A 
native  of  New  Jersey,  he  received  his  early  educa- 
tion in  that  state,  his  college  degree  from  Wesleyan 
University,  and  his  medical  degree  from  Harvard 
Aledical  School.  He  served  with  the  U.  S.  .Army 
from  1940  through  1945.  and  ui)on  his  return  to 
Rhode  Island  he  established  his  jiractice  in  Bristol. 
He  is  on  the  staff  of  Rhode  Island  Hospital. 

Doctor  Michael  DiMaio,  Providence  internist, 
was  re-elected  for  his  fourth  term  as  secretary  of 
the  Society.  He  is  a member  of  the  hoard  of  med- 
ical examiners  of  the  state,  and  he  is  also  a former 
.secretary  of  the  Providence  Aledical  .Association. 

Doctor  John  .A.  Dillon,  who  was  assistant  treas- 
urer from  1949  to  1953,  and  treasurer  from  19a3 
until  1959,  was  returned  to  that  jiosition  to  succeed 

continued  on  page  307 


After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B , (Thiamine Mononitrate)  10  mg 


Vitamin  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  B6  (Pyridoxine  HCI)  2 mg. 

Vitamin  B]  2 Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  "re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

72  02-4 
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WORKMEN’S  COMPENSATION  CONFERENCES 


At  its  meeting  on  October  2nd  the  House  of 
Delegates  approved  of  tlie proposal  fora  Physicians’ 
and  Carriers’  \\  orkmen’s  Conijiensation  Committee 
for  Rhode  Island  whose  function  is  to  investigate 
and  arbitrate  misunderstandings  between  the  insur- 
ance carriers  and  the  medical  profession  arising  out 
of  the  treatment  of  injured  emjdoyees  covered  by 
WCirkmen’s  Comjiensation. 

The  method  of  operation  of  that  Committee  was 
publicized  in  detail  in  a News  Letter  from  the 
Secretarv  of  the  Society  to  the  entire  membership. 
The  medical  committee  of  the  Joint  Committee  has 
held  one  meeting  to  review  a complaint. 

The  members  of  this  new  Committee  are  the 
following:  Mr.  Samuel  A.  Minehan  of  the  Lumber- 
men’s Insurance  Company;  Mr.  George  Johnson 
of  the  Royal  Globe  Indemnity  Insurance  Com- 
pany; Mr.  John  Lannon,  Director  of  Industrial 
Relations  for  the  Lnited  States  Rubber  Company 
in  Providence  ( representing  self-insurers  ) ; Drs. 
Robert  R.  Paldridge.  A.  .A.  Savastano,  and  Arthur 
E.  Hardy. 

f)n  Xovemljer  5.  1963,  the  third  of  our  series  of 
conferences  with  the  representatives  of  various 
agencies  and  organizations  A'itally  concerned  with 
workmen’s  comjiensation  insurance  in  this  state 
was  held  at  the  Aledical  Library,  and  the  establish- 
ment of  the  new  Physicians’  and  Carriers’  Com- 
mittee was  reviewed.  For  the  Society  I stated  that 
we  believe  that  this  Committee  can  have  a useful 
purpose  in  settling  misunderstandings,  in  resolving 
questions  of  fair  and  equitable  fees,  and  in  advising 
the  insurers  in  particular  on  medical  problems  that 
cannot  he  resolved  by  any  magical  formula  of  num- 
bers. Useful  as  the  Committee  can  he.  it  should  not 
he  expected  by  anyone  that  it  will  resolve  the 
broader  and  fundamental  issue  of  the  overall  cost 
of  the  program  in  this  state. 

In  this  connection  I expressed  the  concern  of  the 
Medical  .Society  that  while  we  were  making  every 
effort  to  find  reasons  for.  and  seek  ways  in  which  to 
control  the  increasing  cost  of  medical  care  under 
the  M'orkmen's  Compensation  program,  the  state 
statutes  were  being  revised  to  give  more  liberal 
coverage,  and  therehv  add  to  the  expense  of 
ojieration  of  the  insurance.  For  your  information 
I re])eat  part  of  my  statement  to  the  Conference 
Group,  which  was  as  follows: 


I.  General  Assembly  Actions 
In  its  recent  session  the  General  Assemhlv  passed 
several  amendments  to  the  Workmen’s  Compensa- 
tion Law  which  have  liberalized  the  benefits  avail- 
able to  the  injured  worker.  Here  are  some  of  the 
changes : 

1 . The  allowances  for  treatment  of  the  injured 
worker  for  medical,  surgical,  dental.  oj)tical  and 
other  allied  services  are  increased  from  $400  to 
$600  for  the  employee  not  recei\  ing  hospital  serv- 
ices or  receiving  them  for  less  than  14  davs,  and 
from  $f)00  to  $1,200  for  the  employee  receiving 
hosi)ital  services  more  than  14  days. 

2.  The  charges  for  diathermy  and  massage 
treatments,  which  the  Society  recjuested  years  ago 
he  limited  to  $75.  have  been  raised  to  $125. 

3.  Death  benefits  were  changed  from  a $16  to 
a $26  maximum,  and  from  an  $18  to  a $30  maxi- 
mum. with  a reduction  in  the  number  of  benefit 
weeks  from  600  to  .^00.  The  dependent  child  allow- 
ance was  increased  from  $2  to  $4. 

4.  Total  incajiacitv  benefits  are  changed  to  a 
maximum  of  $40  weekly  when  the  employee  is 
receiving  temporarv  disahilitv  benefits  also,  and  a 
maximum  (jf  $45  and  a minimum  of  $22  when  the 
worker  either  is  not  covered  by  TDI  or  has  ex- 
hausted his  rights  to  benefits  under  that  act. 

5.  Additional  comjiensation  for  specific  inju- 
ries is  allowed,  with  the  weekly  ma.ximum  $30.  and 
the  minimum  $16,  in  addition  to  all  other  benefits, 
with  the  number  of  weeks  of  allowance  increased 
according  to  .s])ecific  injuries. 

6.  When  the  employer  now  recpiests  an  exam- 
ination of  an  employee  receiving  benefits  by  a physi- 
cian of  the  employer’s  choice,  the  employee  may 
also  have  his  ])hysician  jmesent  and  the  fee  for  his 
services  shall  also  he  i)aid  by  the  emjiloyer.  Previ- 
ouslv  the  em])loyee  had  to  pay  for  his  own  physician 
under  such  circumstances. 

^ ^ ^ 

All  of  these  additional  benefits  which  labor  and 
management,  and  the  legislature,  have  determined 
shall  he  given  to  injured  em])loyees  in  this  .State 
will  increase  the  cost  of  the  jirogram.  .And  since  the 
medical  and  hos])ital  benefits  are  increa.sed,  we  may 
he  sure  that  another  year  will  bring  forth  additional 
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comment  on  the  cost  of  medical  care  in  W orkmen’s 
Com])ensation. 

^ ^ 

II.  Neti’s  Articles 

I am  sure  that  all  of  you  read  with  interest  the 
series  of  articles  that  ai)])eared  in  the  Providence 
J ournal-B ullctin  rej^arding  W'orkmen’s  Compensa- 
tion. They  appeared  before  the  General  Assembly 
took  action  on  the  hills  I have  noted.  To  my  knowl- 
edge no  one  has  i)ul)licly  challenged  some  of  the 
generalizations  that  a])i)eared  in  these  articles.  That 
is  most  suri)rising,  as  it  may  appear  to  the  public 
generally  that  the  i)resentations  were  accurate  in 
every  detail,  that  compensation  costs  in  Rhode 
Island  are  not  realistic,  that  management  which 
pays  the  co.sts  must  cf)ncur  as  it  has  not  made  a 
study  of  its  own  to  determine  how  the  premiums 
are  being  distributed. 

'I'he  contention  that  the  medical  costs  are  the 
major  factor  in  making  the  Workmen's  Compensa- 
tion rates  higher  in  Rhode  Island  than  in  the 
majority  of  other  states  has  never  been  documented 
clearlv.  We  have  sought  in  vain  for  clarification 
from  the  insurance  industry  of  what  constitutes 
medical  cost,  and  what  proportion  of  the  total  cost 
is  for  fees  to  physicians,  and  regardless  of  the 
amount,  wherein  the  fees  charged  are  not  fair  and 
efiuitahle. 

Many  allegations  and  generalizations  are  made, 
hut  very  little  proof  is  offered. 

Let  me  illustrate  what  I mean. 

In  one  of  the  newspaper  articles  the  statement  is 
made  that  the  biggest  discrepancy  in  average 
Workmen’s  Compensation  costs  between  this  state 
and  others  is  in  the  medical  jjortion  of  the  expendi- 
tures. d hus,  it  was  reported  that  in  Rhode  Island 
medical  ex])enses  rei)resent  .19.65  per  cent  of  the 
overall  W'orkmen’s  Com])ensation  costs,  and  27 
states  have  a lower  percentage.  But  what  of  the 
other  states  with  a higher  percentage?  Thirteen 
states,  including  Maine,  Xew  Ham])shire,  and 
Vermont  in  our  Xew  Lngland  area,  had  a higher 
rating. 

And  the  rei)ort  of  the  X'ational  Council  on  Com- 
])en.sation  ln.surance  shows  that  the  average  cost 
per  case,  medical  and  indemnity  combined,  is  higher 
than  that  of  Rhode  Island  in  fen  states. 

'I'he  question  in  our  mind,  naturally,  is  what  do 
the  statistics  prove?  That  we  are  high  in  ])ropor- 
tion  to  certain  states,  hut  not  to  others  is  an  inter- 
esting statistic  until  analyzed.  The  fact  that  Rhode 
Island  is  one  of  the  most  highly  industrialized  areas 
in  the  nation,  that  it  has  a high  manufacturing  em- 
ployment, and  that  it  has  the  highest  female  emplov- 
ment  (one  of  every  three  workers)  in  the  country, 
certainly  must  have  some  hearing  on  the  utilization 
of  services  under  the  compensation  program.  When 


our  local  factors  are  weighecl  eciually  with  com- 
parable .stales,  then  the  .statistical  factors  may  have 
.some  clarity. 

To  illustrate  further  how  this  manipulation  of 
statistics  is  made  to  prove  a douhtful  ])oint,  con- 
sider the  news])aj)er  article  on  a rejjorted  “study” 
of  com])en.sation  hernia  cases  in  Rhode  Island. 
Connecticut  and  Mas.sachusetts.  The  “study”  con- 
clusion api)arently  was  to  show  an  overall  higher 
average  paid  to  the  doctor  in  Rhode  Island  than  in 
the  neighboring  states,  and  therefore  the  obvious 
conclusion  that  the  fees  in  this  state  are  e.xcessive, 
and  out  of  line  with  the  charges  elsewhere. 

But  1 remind  you  that  this  so-called  “.study” 
which  the  news  story  e.xploited  re])resented  50 
selected  c.ases  matched  against  only  14  Connecticut 
cases  and  only  27  Massachusetts  cases. 

Consider  what  happens  when  you  com])are  the 
three  states  on  the  basis  of  hernia  disability  for 
com])arative  length  of  weeks  of  di.sahilitv,  the  only 
common  norm  in  the  statistical  chart  .submitted  in 
the  .studv.  I'hen  we  find  as  follows : 


RHODE  ISLAND 


No.  of 

Total 

Hosp. 

Dr. 

W'eek.s 

Med.  Pd. 

Chg. 

Eec 

7 

$240.00 

.$260.35 

$1.50 

8 

.$482.20 

$226.70 

$140 

9 

$416.4.S 

$181.45 

$125 

CONNECTICUT 

7 

$319.33 

$169..I3 

$150 

8 

$372.00 

$197.21 

$175 

9 

$413.41 

$263.41 

$1.50 

MASSACHUSETTS 

7 

$4.57.00 

$242 

$215 

8 

$398.00 

$248 

$1.50 

9 

$484.00 

$276 

$208 

I have  cited  these  illustrations  merely  to  indi- 
cate how  easily  statistics  may  he  utilized  to  prove 
whatever  viewjjoint  you  wish  to  emphasize. 

* ❖ ❖ 

W e think  that  it  is  time  that  all  parties  concerned 
clarify  their  positions  on  Workmen’s  Compensa- 
tion. and  sto])  looking  for  reasons,  or  excuses,  for 
the  overall  cost  of  this  program  in  Rhode  Island. 

The  combined  ])remiums  of  the  stock  fire  and 
casualty  and  mutual  fire  and  casualty  companies 
writing  this  insurance  here  in  1962  totalled 
.$(S,D1 8,60,5.  (Jf  this  amount  $5,507,879  was  used 
for  ])a\-ment  of  direct  losses,  leaving  a balance  of 
$.5,410,724.  W'e  recognize  that  the  mutual  insur- 
ance com])anies  make  premium  refunds,  and  that 
good  safety  records  and  low  utilization  is  also 
rewarded,  and  that  insurance  companies  are  faced 
with  taxes.  But  we  would  like  a clearer  e.xi)lanation 
of  the  utilization  of  the  W orkmen’s  Compensation 
premium  dollar  than  has  thus  far  been  submitted. 

continued  on  next  page 
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”yoiir 
very  good 
health” 


In  pediatrics  ...  in  geriatrics 
. . . and  all  the  years  between  — 
Milk  — Nature's  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet. 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 


RHODE  ISLAND  MEDICAL  JOURNAL 

Rhode  Island  is  unique  in  tliat  it  has  a rehabili- 
tation center  created  hy  the  State  which  the  insur- 
ance industry  must  support,  and  which  adds  to  the 
cost  of  our  program.  Is  there  still  the  need  for  this 
Center  that  existed  in  the  early  ’40's  when  our 
major  general  hosjritals  did  not  have  jihysical  medi- 
cal departments  with  full  time  staffs?  Has  the 
Center,  geographically  isolated  from  our  hospital 
centers,  served  its  purpose,  and  should  it  give  way 
to  rehabilitation  service  programs  operated  out  of 
our  hos])itals? 

\\  hy  has  not  industry,  labor,  and  insurance  sup- 
ported the  Aledical  Society  in  its  long  time  petition 
that  a Medical  Director  he  named  as  a full-time 
super^•isor  of  medical  phases  of  the  compensation 
law? 

These  are  hut  a few  of  the  questions  that  come  to 
mind  as  we  review  the  problem. 

Criticisms  are  helpful  if  they  are  constructive. 

Our  major  assignment  is  to  determine  whether 
the  injured  employee  in  Rhode  Island  is  receiving 
a fair  indemnity,  the  finest  possible  medical  and 
hospital  care  to  speed  his  recovery,  equitable  com- 
])ensation  for  specific  catastrophic  injuries,  or 
death,  and  all  at  the  lowest  possible  premium  assess- 
ment to  the  employer. 

Arthi’r  E.  Hardy,  m.d.,  Chainiuut 
Workmen's  Compensation  Conference 

January  29,  1964 


FOURTEEN  REASONS  FOR 
GIVING  A PAPER 

1.  To  contribute  a new  idea. 

2.  To  repeat  an  old  idea. 

3.  To  repeat  an  old  idea  for  the  40th  time. 

4.  To  report  an  interesting  case. 

5.  To  report  an  uninteresting  case. 

6.  To  oblige  a secretary  with  a program  to  fill. 

7.  To  summarize  a subject. 

8.  To  get  a job. 

9.  To  get  a grant. 

10.  To  try  to  keep  a grant. 

11.  To  advertise  a product. 

12.  To  advertise  himself. 

13.  To  get  money  for  it. 

14.  To  retract  a previous  statement.  (Rare) 

Quoted  by  Medical  Tribune 
of  May  4,  1964,  from  address 
of  Dr.  .Arthur  W.  Proetz  of  St.  Louis, 
past  president  of  the  .American 
I.aryngological  .Association 
and  editor  of  the  Annals  of  Otolaryngology. 
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CHOOSE  THE  PRODUCT 
TO  FIT  THE  NEED 


‘CORTISPORIN’Ln. 

POLYMYXIN  B-NEOMYCIN-GRAMICIDIN  , 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


a new  vanishing  cream  base 


1/2  02. 

‘CORTISPORIN’l 

POLYMYXIN  B BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  1% 

OINTMENT 


a special  low  melting  point  base 

anti-inflammatory 
bactericidal 


antipruritic 
rarely  sensitizing 


CREAM— /wirredienis;  Each  gram  contains ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT  — /n<;redicwts;  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  V2  oz.  and  % oz. 

»U.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

C ontraindications  : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Cantion : As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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THE  RHODE  ISLAND  GENERAL  ASSEMBLY  — 1964 

Report  of  the  Comtuittee  on  Public  Laivs  on  medical,  public  health  and 
allied  measures  taken  at  the  January  1964  Session 


The  major  actions  of  the  Rhode  Island  Gen- 
eral Assenihlv  in  the  1964  session  in  the  medical 
and  public  health  fields  centered  on  the  enactment 
of  a program  of  medical  aid  for  the  over  65  years 
of  age  person,  the  centralization  of  city  and  town 
public  health  programs  under  the  state  health  de- 
partment, amendments  to  various  ])ublic  health 
statutes,  approval  of  an  act  to  permit  persons  en- 
gaged in  professional  work  to  incorporate,  a hill 
permitting  the  pulrlishing  of  maternal  mortality 
reports  with  limited  civil  immunity,  changes  in  the 
non-profit  hospital  service  and  medical  service 
corporation  acts,  and  the  enactment  of  a law  relat- 
ing to  the  reporting  of  suspected  maltreatment  of 
children. 

Ken-Mills  Law  Impleiaented 
In  the  implementation  of  the  Kerr- Mills  law  in 
Rhode  Island  the  General  Assembly  made  a rad- 
ical departure  from  the  jirocedure  followed  iu  the 
other  states  where  the  state  appropriation  comes 
from  general  tax  funds.  In  Rhode  Island  the  exist- 
ence of  a temporary  disability  insurance  program, 
inaugurated  in  1942,  that  is  wholly  supported  by 
employed  workers,  was  seized  upon  as  a tax  rais- 
ing vehicle  for  the  necessary  state  matching  funds 
for  medical  care  for  the  elderly. 

The  Rhode  Island  legislation  jirovides  that  every 
employed  person  will  be  taxed  one  half  of  one  per- 
cent of  his  wages  up  to  a maximum  wage  level  of 
$4,800  ($24  annually).  The  money  will  he  with- 
held by  the  employer,  just  as  social  security  and 
state  temporary  disability  insurance  taxes  are,  and 
dejiosited  with  the  state  general  treasurer  in  a 
special  ^ledical  Care  Fund.  The  state  department 
of  social  welfare  will  administer  the  medical  care 
program  and  will  draw  upon  the  special  fund  for 
j)ayments.  In  addition  to  workers  in  covered  em- 
ployment, every  self-employed  person  will  he 
required  also  to  contribute  a maximum  of  $24 
annually,  with  the  collection  procedure  jet  to  be 
worked  out  by  the  temporary  disability  agency. 

To  launch  the  program  before  1965  when  the  tax 
will  he  imposed,  the  state  is  authorized  to  borrow 
$3,500,000  from  the  temjiorary  disability  insurance 
fund  reserve. 

This  tax,  together  with  matching  funds  available 
under  the  Kerr-Mills  law,  will  he  used  to  provide 
part,  or  all,  of  the  following  benefits: 


1.  Inpatient  hospital  care  and  convalescent 
and  nursing  home  care  when  the  patient  is  admitted 
to  such  a facility,  and  is  under  treatment  or  care  of 
a physician  or  surgeon.  Standards  and  regulations 
will  he  established  by  the  state  director  of  welfare. 

2.  Inpatient  hosjiital  care  provides  for  bed  and 
board  (jirohahly  in  a ward  or  semi-private  accom- 
modation ) . the  customary  nursing  care,  drugs, 
biologicals.  etc.,  pathological,  radiological  and  anes- 
thetic services  when  jirovided  by  the  hospital.  Also 
provided  are  medical  and  surgical  services  by  the 
inpatient's  physician  with  the  fees  for  such  services 
to  physicians  to  be  promulgated  hv  the  director  of 
social  welfare.  Private  duty  nurse  care  is  not 
]irovided. 

3.  Bed  and  board,  with  the  time  limit  to  he 
set  by  the  director,  will  he  provided  in  nursing 
homes,  with  the  customarv  convale.scent  care, 
drugs,  appliances,  etc.  also  provided,  as  well  as  such 
diagnostic  and  therapeutic  services  as  are  custom- 
arily furnished  in  such  facilities.  Medical  service 
by  the  patient’s  physician  in  nursing  homes  will  he 
provided  on  the  basis  of  a fee  schedule  to  be  pro- 
mulgated by  the  director  of  social  welfare. 

4.  \’isiting  nurse  services  are  possible  either 
as  part  time  or  intermittent  nursing  care  when 
given  by  or  under  the  supervision  of  a registered 
professional  nurse,  other  than  in  a hospital  or  a 
convalescent  or  nursing  home. 

5.  Dental  service  of  an  emergency  nature,  as 
well  as  x-rays  for  dental  diagnosis,  extractions, 
palliative  treatment,  and  the  refitting  and  relining 
of  existing  dentures  and  jrrostheses  is  also  included 
in  the  hill. 

To  he  eligible  the  recipient  must  be  65  years  of 
age.  a resident  of  Rhode  Island,  not  on  public 
assistance  rolls,  and  not  an  inmate  of  a public  insti- 
tution, other  than  as  a patient  in  a medical  institu- 
tion. The  recipient  cannot  make  a voluntary  assign- 
ment or  transfer  of  jjroperty  for  the  purpose  of 
qualifying  for  medical  care,  as  such  action  would 
be  reason  for  ineligibility  for  aid. 

The  recipient  can  have  an  income  of  $2,000  if 
single,  and  $3,000  if  married  and  living  with  spouse. 
His  net  equity  may  not  exceed  $4,000  if  single,  and 
$6,000  if  living  with  spouse.  However,  in  figuring 
the  net  equity  the  home  or  land  on  which  it  stands. 
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if  it  is  the  actual  residence  or  is  occupied  hy  luem- 
bers  of  the  faniily,  is  not  included,  nor  are  life  in- 
surance j)olicies  of  reasonable  face  amount,  hut  not 
less  than  $4,000,  nor  is  tangible  personal  ])roperty 
other  than  business  assets  of  a nature  and  in  a rea- 
sonable amount  as  determined  by  the  director  of 
social  welfare  and  promulgated  by  regulation. 
Centralization  of  Public  Health  Departments 
\’irtnally  all  public  health  services  now  per- 
formed bv  Rhode  Island’s  39  cities  and  towns  were 
transferred  to  the  state  department  of  health.  I’y 
this  new  statute  large  parts  of  the  present  law 
authorizing  the  cities  and  towns  to  j^erform  various 
])nhlic  health  functions  have  been  abolished,  includ- 
ing the  appointment  of  health  officers,  and  the  local 
keeping  of  statistics  on  births,  deaths  and  diseases. 
.Any  local  health  officers  or  employees  may  he  trans- 
ferred to  the  state  health  department  unclassified 
service  with  no  loss  in  ])ay  or  rights. 

However,  the  hill  as  ])assed  provided  no  appro- 
priation. As  a result  the  actual  overall  cost  of  state 
maintenance  of  all  i)uhlic  health  ])rograms  will  un- 
doubtedly result  ill  a much  higher  health  depart- 
ment budget  a year  hence  when  implementation  of 
the  new  program  gets  underway. 

New  Laws  and  Statute  Amendments  of  a 
Health  Nature 

Among  the  new  hills  and  amended  statutes 
enacted  hy  the  General  Assembly  were  the  fol- 
lowing : 

Cancer  ReportirKj.  Sections  of  the  law  on 
reports  of  diseases  and  disability  relating  to  the 
mandatory  rejiorting  of  all  cancer  diagno.ses  were 
repealed. 

Hospital  Inspection.  The  annual  inspection 
for  licensure  renewal  of  a hospital  was  changed 
from  either  the  month  of  November  or  December 
to  any  time  prior  to  the  date  of  expiration  of  the 
license. 

Pliannacy.  A person  seeking  to  he  a registered 
pharmacist  must  he  a citizen  of  the  United  States, 
or  one  who  has  proved  his  intention  of  becoming  a 
citizen,  and  he  must  complete  citizenship  require- 
ments within  5 years  after  taking  the  hoard  exami- 
nation. 

Phenylketonuria.  A new  law  making  phenyl- 
ketonuria tests  mandatory  for  newborn  babies, 
under  regulations  to  he  imposed  by  the  state  health 
department,  and  exempting  those  objecting  because 
of  religious  scruples. 

Posltuj  as  Physieuin.  In  view'  of  the  exposure 
of  a fraudulent  physician  at  a local  hospital  serving 
on  the  house  staff,  the  Assembly  strengthened  the 
law'  relating  to  physicians  and  surgeons  to  provide 
a three  year  jmison  term  and/ or  $1,000  fine  as  pen- 
alties for  falsely  a.ssuming  the  role  of  a physician. 

Professional  Persons  May  Incorporate 
An  act  was  finally  passed  to  authorize  individuals 
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or  grou])s  of  professional  men  and  women  to  form 
corporations  for  the  practice  of  their  professions. 
The  law'  thereby  gives  twelve  categories  (physi- 
cians, dentists,  attorneys,  osteopaths,  ])rofessional 
engineers,  architects,  certified  jnihlic  accountants, 
veterinarians,  chiropractors,  chiroj^odists,  regis- 
tered nurses,  optometrists ) the  right  to  incor- 
jKirate. 

Maternal  Mortality  Reports 
A measure  proposed  hy  the  Committee  on  Ma- 
ternal Mortality  of  the  Rhode  Island  Medical 
Society  w'as  enacted  into  law  which  jrrovides  that 
all  information  obtained  and  used  in  its  studies  of 
how  to  reduce  perinatal  and  maternal  mortality 
shall  he  confidential,  not  admissible  as  evidence  in 
court,  and  shall  not  he  collected  without  the  con- 
sent of  the  attending  physician,  and  also  providing 
that  disclosure  of  such  information,  except  that 
necessary  for  the  specific  study,  shall  he  a mis- 
demeanor. 

Blood  Study  Proposed 

A resolution  was  enacted  memorializing  the  Red 
Cross  and  the  various  hospitals  of  the  state,  and 
also  business,  church,  civic,  fraternal,  labor  and 
other  groups  within  the  state,  engaged  in  or  under- 
taking to  obtain  or  supply  blood  for  medical  pur- 
poses w'ith  respect  to  estahlishiug  a joint  committee 
to  study  methods  of  collecting,  distributing  and 

continued  on  next  page 
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supplviii"  blood  for  medical  puri)oses  to  the  end 
that  there  niav  he  assurance  of  a comprehensive, 
reliable  and  inexpensive  system  for  such  a program. 

The  Assembly  also  voted  $2,500  and  $3,000 
respectively  to  the  \’eterans  of  Foreign  Wars  and 
the  American  Legion  for  the  hloodmohile  and  blood 
collection  programs. 

Non-profit  Medical  Service  Corporation 
Act  Amended 

The  non-profit  medical  service  corporation  act. 
under  which  Physicians  Service  was  established, 
was  amended  to  provide  that  any  such  corporation 
established  after  January  1.  1964.  does  not  have  to 
have  approval  of  its  articles  of  incorporation  hv  the 
Rhode  Island  Medical  .Society,  and  its  board  of 
directors  does  not  have  to  have  a majority  of  doc- 
tors of  medicine. 

The  hospital  service  corporations  act  was 
amended  to  require  that  the  majority  of  members 
of  the  board  of  any  such  corporation  not  be  hospital 
trustees,  directors,  physicans.  administrators  or 
em])loyees. 

The  life  of  the  s])ecial  commission  to  study  hos- 
pital costs,  the  operations  of  the  Blue  Plans,  and 
health  care  in  the  state  in  general,  was  extended 
another  year,  and  the  Commission  was  granted  a 
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$4,000  appropriation  to  continue  its  work. 

Mandatory  Reporting  of  Non- Accidental 
Injuries  to  Children 

The  so-called  “battered  cbild"  law  was  enacted 
to  protect  children  whose  health  and  welfare  may 
l)e  adversely  affecteil  through  the  infliction,  bv  other 
than  accidental  means,  of  physical  injurv  reciuiring 
the  attention  of  a physician.  Under  the  terms  of  the 
law  when  any  physician  has  cause  to  believe  that  a 
child  under  the  age  of  18  brought  to  him  or  coming 
before  him  for  examination,  care  or  treatment,  has 
had  physical  injury  by  any  jierson  having  custodv 
or  care  of  such  child,  he  shall  rejiort  such  incident 
to  the  dejiartment  of  social  welfare. 

Additional  Funds  for  Nursing  Home  Care 

In  the  final  day  of  the  Assembly  a resolution  was 
passed  appropriating  $250,000  to  be  expended  by 
the  Division  of  Public  Assistance  in  the  department 
of  social  welfare  in  the  fiscal  year  to  provide  rate 
increases  for  nursing,  convalescent  and  rest  homes. 

Important  Non-Health  Legislation 

Some  of  the  important  legislation  enacted  of 
general  interest  included  the  following:  Increase 
in  sales  tax  from  3^  to  33/2  9^.  effective  June  1 : 


Becenf  reports  suggest.. . insulin  and  sutfonijtureas  may  accelerate  tipo- 
genesis,^'\  . . serum  ^Unsutin”  tevets  are  often  etevated  in  obese  diahet- 
ics^’^’\ . . DBI( phenformin  HCt ) reduces  h igh  blood  sugars,  loicers  elevated 
^^insutin”  tevets,  tends  to  reduce  body  weight  toward  normat.^’^"''^ 

most  effective  in  the  obese  diabetic 

DBi;  DBI-TDe 

tablets  25  mg.  timed-disintegration  capsules  50  mg. 

BRAND  OF  PHENFORMIN  HCI 


In  the  obese  diabetic  (ketoacidosis-resistant),  DBI  (phenformin  HCI)  with  a proper  diet:  A.  acts  to  reduce  high  blood  sugar 
without  increasing  fat  synthesis  or  weight  gain.  B.  does  not  increase  already  elevated  endogenous  insulin  levels;  may, 
indeed,  act  to  restore  more  normal  levels.  C.  favors  reduction  of  weight. 

In  the  ketoacidosis-resistant  obese  diabetic  not  amenable  to  diet  alone,  hypoglycemic  DBI  (phenformin  HCI)  appears  to 
help  avoid  weight  gain  or  reduce  adiposity,  factors  which  otherwise  tend  to  make  blood  sugar  control  more  difficult  and 
to  increase  the  likelihood  of  complications.  However,  in  the  ketoacidosis-prone  diabetic,  insulin  is  still  the  essential 
hypoglycemic  agent. 


Summary:  Indicated  in  stable  adult  diabetes,  sulfonylurea  failures  and  unstable  diabetes.  Gastrointestinal  side  effects 
occurring  more  often  at  higher  dosage  levels  abate  promptly  upon  dosage  reduction  or  temporary  withdrawal.  Occasionally 
an  insulin-dependent  patient  will  show  "starvation”  ketosis  (acetonuria  without  hyperglycemia)  which  must  be  differentiated 
from  “insulin-lack”  ketosis,  and  treated  accordingly.  Use  with  caution  in  severe  liver  disease.  Not  recommended  without 
insulin  in  acute  complications  (acidosis,  coma,  infections,  gangrene,  surgery).  Consult  product  brochure  for  full  information. 

Bibliography:  1.  Williams,  R.  H : Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Philadelphia,  1962,  p.  610.  2.  Gordon,  E.  S.:  Metabolism  11:819, 
1962.  3.  Grodsky,  G.  M.  el  al.:  Metabolism  12:278,  1963.  4.  Sadow,  H.  S,:  Metabolism  12:333,  1963.  5.  West,  K.  M.  and  Tophoj,  E.:  Metabolism 
10:689,  1961.  6.  Yalow,  R.  S.  and  Berson,  S.  A.:  Diabetes  9:254,  1960.  7.  Weller,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  8.  Weller,  C. 
et  al.:  Metabolism  11:1134,  1962.  9.  Radding,  R.  S.  et  al.:  Metabolism  11:404,  1962. 

U.  S.  VITAMIN  & PHARMACEUTICAL  CORPORATION 


303 


!l 


JUNE,  1964 


Increase  in  cigarette  tax  from  6c  to  8c  per  pack, 
effective  June  1 ; Increase  of  of  1 ^/(  tax  on  liorse 
racing  bets  (jiari  mntuel ) ; Increase  in  minininm 
state  guarantee  to  local  schools  from  259^  to  30% 
(estimated  around  $3.5  million)  ; Increase  in  pay 
for  state  emjdoyees  of  approximately  $3  million  a 
year  ; Increase  in  public  assistance  funds  of  approxi- 
mately $1  million,  which  relieves  cities  and  towns 
of  their  present  share  of  the  costs  ; Increase  in  the 
amount  of  liability  insurance  required  on  motor 
vehicles  from  $5,000  to  $10,000  for  anv  one  person, 
and  for  $10,000  to  $20,000  for  each  accident. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 
1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHDLESALE  FUEL  DILS 


Science  Fair  W'inners  Cited 

Two  ])revious  winners  of  Rhode  Island  Medical 
Society-  i)ri/.es  in  the  Secondary  Schools’  Science 
Fair  were  included  in  the  six  ])npil.s  cited  by  the 
jdiysicians'  committee  of  the  Society  for  their  out- 
standing displays  at  the  1964  fair  held  at  the  Marvel 
Gymnasinm.  The  repeat  winners,  both  of  whom 
won  awards  last  year,  were  Barbara  Marzocchi  of 
35  Leighton  Boulevard,  Cumberland,  for  a disjday 
on  “Site  of  Action  of  Hormones  in  a Cell,’’  and 
Kathleen  Ficocelli  of  12  W illow  Road,  Cranston, 
a tw'elfth-grade  pupil  at  Cranston  W'est,  for  her 
exhibit  on  an  “Histological  and  Cytological  Inves- 
tigation into  the  Biochemical  Formation  of  Melanin 
in  Triturus  Viride.scens." 

The  others  cited  by  the  medical  .society  were 
Mary  Fettinicchio  of  718  East  Avenue,  W'arwick, 
a tenth-grade  pu])!!  at  W arwick  Veterans  Memorial 
High,  for  her  display  on  “I’rotopsychology”  ; Deb- 
orah Howard  of  30  Circuit  Drive,  Cranston,  an 
eighth-grade  pupil  at  St.  Paul’s  Junior  High,  for 
an  exhibit  on  the  "Anatomy  of  the  Ear’’ ; Francis 
Crowley  of  12  Huron  Street.  Providence,  a sev- 
enth grader  at  Blessed  Sacrament  School,  for  his 
dis])lay  on  “Fruit  I'lies — Food  Fads"  ; and  Michael 
Dolan  of  85  Rice  Street.  Pawtucket,  a ninth-grade 
pnpil  at  St.  Leo’s  Junior  High,  for  an  exhibit  titled 
“Pathology’s  Headache — Rheumatoid  Arthritis.’’ 
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SCANNING  THE  MEDICAL  LITERATURE 


STUDY  OF  POSTPARTUM  ALOPECIA. 
Bencel  L.  Schiff  and  Arthur  B.  Kern.  Arch. 
Dermat.  87  :600,  106,3 

In  an  attempt  to  clarify  the  entity  of  postpartum 
alo])ecia,  98  women  witli  this  condition  have  been 
studied. 

Onset  of  hair  loss  following  delivery  ranged  from 

4 to  20  weeks,  from  8 to  16  weeks  ])ostpartum  in 
88.7%.  In  38  women  thinning  of  the  hair  was 
evident  over  the  anterior  Yi  of  the  scalp,  in  20  it 
was  dift'iise  over  the  entire  scalp,  in  11  it  was 
limited  to  the  frontal  regions,  and  in  9 there  was 
no  thinning  a])parent  des])ite  the  patients’  complaint 
that  it  was  present.  Degree  of  alopecia  varied  con- 
siderahlv.  Eightv-four  of  the  sub  jects  were  followed. 

■Alopecia  ceased  from  1 to  15  months  after  onset, 

5 to  6 months  being  required  in  66.6%.  Seventy- 
nine  of  the  women  had  had  multiple  iwegnancies. 
.All  of  these,  with  only  6 exceptions,  had  noted 
alopecia  following  each  of  their  previous  pregnan- 
cies. Three  of  these  women  had  failed  to  develop 
alopecia  whenever  conce])tion  occurred  prior  to  the 
second  menses  following  delivery ; alopecia  would 
occur  when  a longer  time  interval  separated  the 
successive  ])regnancies. 

These  observations  supi)ort  the  theory  of  a hor- 
monal mechanism  for  postpartum  alopecia. 

Prognosis  is  excellent  with  complete  regrowth  to 
l)e  anticii)ated  unless  some  other  ])rocess  intervenes. 
.Accordingly,  reassurance  of  the  patient  is  the  most 
important  therapeutic  tool. 

SERUM  BUM  RU  BIX  LEU  ELS  AS 
EEEECTEI)  BY  CORD  MAXAGEMEXT 
IX  THE  XEW'BORX.*  Frank  Giunta  and 
jack  B.  Bresler,  I’h.d.  Tr.  Xew  England  (3hst.  &• 
Gyn.  Soc.  16:117,  1962 

I Firing  a two-month  period  at  Providence  Lying- 
In  Hospital,  daily  liiliruhin  and  hemoglobin  deter- 
minations were  done  for  3 con.secutive  days  on  760 
l)al)ies  to  determine  the  effect  of  cord  management 
at  birth  on  mean  liiliruhin  and  hemoglobin  values. 

It  was  found  that  the  mean  hemoglobin  and  hili- 

*From  the  Providence  Lying-In  Hospital  and  the  Institute 
for  Health  Sciences  at  I’rown  L'niversity.  This  study  was 
supported  by  Public  Health  Service  research  grants, 
BP-23.%  and  CM  104,35-01. 


ruhin  levels  ( both  direct  and  indirect  ) were  higher 
in  the  grou|)  in  wliich  the  cord  was  clamped  in 
5 minutes  than  in  the  grotij)  in  which  the  cord  was 
clamjied  immediately.  Cord  management  at  birth 
would  therefore  apjiear  to  he  a factor  affecting 
hemoglobin  and  hiliruhin  levels  at  liirth. 

A TRACTIOX  DEJ’ICE.  Marvin  Chirls.  Henry 
M.  Litchman  and  Herman  Robbins.  J.  Bone  A: 
joint  Surg.  45-A:1098,  1963 

The  authors  described  the  u.se  of  a new  tvpe  of 
spring  in  orthojtedic  surgery. 

.\lthough  coil  springs  have  been  used  in  the  past 
for  medical  ptirposes,  the  main  disadvantage  has 
been  the  fact  that  the  tension  of  a coil  spring  in- 
creases as  the  s])ring  is  e.xtended.  This  new  tv])e  of 
non-cumulative  force  spring  functions  hv  straight- 
ening out  the  curvature  of  a prestressed  stri]i  of  fiat 
sjiring  steel,  jiroviding  the  same  force  at  all 
deflections. 

The  principle  of  the  spring  was  illustrated  and 
its  successful  use  in  the  treatment  of  congenital 
dislocation  of  the  hip  and  joint  contracture  was 
described. 

DISPLACED  DISTAL  FOREARM  FRAC- 
TURES IX  CHILD  REX.  Philip  A.  Deff'er, 
George  J.  .Schonholtz  and  Henrv  M.  Litchman. 
Bull.  Hosp.  joint  Dis.  24:42,  1963 

'I'he  authors  described  their  experience  with 
fifty  consecutive  cases  of  fractures  of  the  distal 
forearm  in  which  either  the  distal  radial  ulna  or 
l)oth  fragments  were  comjdetely  disjjlaced.  The 
natural  history  of  the  fracture  and  a method  of 
reduction  was  described. 

( ieneral  anesthesia  was  utilized,  and  reduction 
was  accomplished  by  angulating  the  fragments  and 
increasing  the  deformity  until  the  hone  ends  were 
engaged  with  the  forearm  in  su])ination.  Reduction 
of  the  angulation  was  then  accomplished  by  lever- 
age. bringing  the  forearm  into  neutral  ])osition 
during  the  maneuver.  A long  arm  cast  was  applied 
with  careful  molding  techni(|ue.  'I  bis  was  found  to 
he  a more  satisfactorv  method  than  the  traction- 
countertraction  technicjue  usually  employed. 

.\fter-care  and  the  management  of  possible  com- 
l)lications  were  discussed.  It  was  the  authors’  o])in- 
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ion  that  by  adherence  to  the  principles  described, 
tins  fracture  could  he  easily  managed. 

CHORIOXIC  VILLI  IN  NORMAL  PREG- 
NANCY. FRE-ECLAMPTIC  TOXEMIA. 
ERYTHROBLASTOSIS.  AND  DIABETES 
MELLIT ['S.  A Light-  and  Electron- Micro- 
scojie  Study.  Sumner  I.  Zacks  and  Andrew  S. 
l^lazar.  Ohst.  & (lynec.  22  :149,  1963 
The  present  rejiort  is  based  on  conventional 
microscoi)ic,  histochemical  and  electron  micro- 
sco])ic  study  of  three  normal  placentas,  four  non- 
hvdropic  ervthrohlastotic  placentas,  four  diabetic 
])lacentas  and  one  jilacenta  of  a jiatient  with  pre- 
eclampsia. \\  ith  the  techniques  used  in  this  study 
uo  consistent  mor]ihologic  variations  which  might 
.serve  as  diagnostic  criteria  for  these  entities  were 
found.  In  jiarticular.  no  changes  in  the  syncytial 
trophohlast.  Langhan's  cells,  villous  capillaries, 
basement  membranes  or  connective  tissue  of  villous 
cores  could  he  di.scerned. 

The  electron  microscojiic  observations  have  con- 
firmed previous  de.scriptions  of  normal  fine  struc- 
ture and  demonstrated  the  structure  of  “infarcts." 
(dhservation  of  the  early  deposition  of  fibrin  within 
otherwise  normal  syncytial  cells  in  so-called  lacunae 
suggests  that  “infarct”  formation  begins  as  a degen- 
erative change  within  the  villus  it.self.  Such  changes 
apparently  precede  deposition  of  fibrin  on  the 
villous  surface  as  observed  by  light  microscopy. 

Although  functional  abnormalities  are  most 
])rohahly  present  in  placentas  from  abnormal  preg- 
nancies. they  do  not  appear  as  recognizable  and 
characteristic  structural  defects  with  the  light  and 
electron  microscojiic  techniciues  currently  utilized. 

DISCI  SSION  OE  El'NCTlON  OE  ELAGEL- 
LATE  AND  OTHER  CENTRIOLES  IN 
CELL  REPRODUCTION.  L.  R.  Cleveland. 
In  “The  Cell  in  Mitosis”  edited  by  Laurence 
Levine.  Academic  Press.  X.Y..  196.1.  jip.  .31-.53 
The  centriole  is  an  organelle  which  is  jiresent  in 
most  cells  and  is  of  utmost  importance  in  the  forma- 
tion of  the  “siiindle”  during  division.  The  inter- 
dependence of  the  chromatic  ajqiaratus  (chromo- 
somes) and  the  achromatic  apjiaratus  (“s])indle.” 
etc.  ) is  reviewed  with  resjiect  to  cell  division,  as 
well  as  those  relationships  which  seem  to  exist 
between  these  organelles  at  other  times,  and  for 
unicjue  circumstances.  An  analysis  of  centriole  be- 
havior throughout  a well  understood  sjiectrum  as 
exemplified  in  certain  flagellate  jirotozoa  is  pre- 
-sented  as  a review  of  the  publications  of  Professor 
Cleveland.  A hyiiothesis  is  advanced  to  explain 
the  common  occurrence  of  the  so-called  dijiloid 
state  of  chromosome  ploidy  throughout  nature  as 
derived  from  the  ])ostulated  role  of  the  centriole. 


Certain  pertinent  remarks  are  i)a.ssed  on  the  role 
of  the  centriole  in  cancer,  and  the  response  of  the 
centriole  to  cancer  chemotherapeutic  agents. 

.\  final  hy|)othesis  is  advanced  concerning  the 
interrelation  of  chromosome,  centriole.  cellular  dif- 
ferentiation. chromo.some  coiling  and  the  role  of 
1)X.\  and  RX.\  in  these. 

.\rTIU’R  W.  I’URKE.  Jk..  PH.l)..  M.U. 

EMOTIONS  THAT  GET  UNDER  YOUR 

SKIN . Laurence  A.  .Senseman.  Life  &•  Health 
77:15.  1963. 

-A.  rash  about  the  neck  of  a young  woman  is 
enough  to  disturb  even  the  most  sophisticated.  The 
fact  that  this  can  he  camsed  by  emotions  is  not 
always  well  understood. 

Christine  was  an  intelligent,  attractive  young 
woman  in  her  late  twenties.  She  had  a disturbing 
rash  which  did  not  clear  up  with  the  usual  remedies 
and  made  it  necessarv  for  her  to  wear  clothing 
which  would  not  cover  the  area  affected.  After  con- 
sulting a specialist  in  skin  diseases,  she  was  referred 
for  psychiatric  treatment.  Under  Sodium  Amytal,® 
the  psychiatrist  was  able  to  approach  the  problem 
which  had  been  disturbing  her. 

Christine  was  closely  attached  to  her  mother. 
.\fter  the  death  of  her  father,  Christine  had  vowed, 
in  the  ])resence  of  her  mother,  never  to  marry.  She 
later  met  a young  man  with  whom  she  fell  in  love 
and  immediatelv  began  having  feelings  of  guilt  and 
emotional  conflict  which  had  upset  her.  Shortly 
after  this  the  rash  appeared.  The  skin  of  her  neck 
reflected  her  attempt  to  escape  the  conflict  raging 
within  her.  It  therefore  became  a matter  of  choosing 
between  her  mother  and  keeping  the  vow  she  had 
made  to  her  or  marrying  the  one  she  loved.  Follow- 
ing several  therapeutic  interviews,  the  rash  com- 
])letely  cleared  u]). 

The  skin  can  act  as  a mirror  for  our  emotions. 
.Anxiety,  hostility,  oversensitivity,  even  feelings  of 
inferioritv  and  indecision  are  mirrored  in  our  sensi- 
tive skin,  and  it  was  her  indecisiveness  which  had 
affected  Christine's  skin. 

Her  emotions  had  disturbed  the  autonomic  nerv- 
ous system  which  consists  of  a chain  of  nerves 
entirelv  outside  the  central  nervous  system  hut 
connected  centrally  with  it.  This  system  controls 
the  Aarious  organs  with  their  delicate  and  impor- 
tant functions.  This  system  also  has  small  fibers 
connecting  all  parts  of  the  skin  and  is  intimately 
connected  with  the  emotional  centers  in  the  brain. 

Our  emotions  can  alter  the  smooth  functioning 
of  this  autonomic  nervous  system.  Everyone  has 
exjjerienced  ])ali)itation,  the  lump  in  the  throat,  the 
tingling  of  excitement,  and  the  sensation  of  sudden 
fright.  The  body’s  responses  to  danger  and  to 
happiness  are  well  known.  Emotional  responses 
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306 

arise  in  impulses  emanating  from  the  emotional 
center  in  the  hrain  and  traveling  along  the  intricate 
])ath\vays  of  the  autonomic  nervous  system. 

Christine  had  promised  her  mother  she  would 
never  marrv.  A strong  emotional  attachment  to  her 
fiance  had  literally  gotten  under  her  skin  and  had 
produced  a rash  disturbing  her  phy  sically  and  ex- 
pressing her  hidden  emotional  conflict  through  the 
autonomic  nervous  system. 

Manv  skin  conditions  can  he  traced  to  unhealthy 
emotional  conflicts  such  as  guilt,  re})ressed  hostility, 
anxiety,  inferiority,  oversensitivity,  need  for 
approval,  and  indecision.  A psychiatrist's  help  often 
is  required  to  assist  the  patient  in  resolving  the 
conflict  through  insight,  as  it  was  with  Christine. 

PHYSICAL  BASIS  FOR  RESTRICTION 
OF  PARTICIPATION  IN  SPORTS. 

A.  A.  Savastano.  Medicine  in  Sports  ;2. 

Xovemher  1963 

The  author  states  that  competition  in  ah  fields  of 
athletics  should  be  encouraged,  but  high  school  and 
college  students  must  be  carefully  screened  before 
they  are  given  unrestricted  permission  to  partici- 
pate in  contact  sports.  Among  the  conditions  which 
carrv  an  automatic  disqualification  for  participation 
in  sports  are  : Absence  of  any  of  the  paired  organs 
such  as  an  eye.  kidney,  or  testicle  ; ruptured  cervi- 


“GOODNESS, 

what  must  you  think  of  me, 
dropping  my  purse  so  clum- 
sily in  the  street!  ” exclaimed 
the  flushed  young  girl.  The 
handsome  stranger  gallantly 
placed  it  in  her  hand.  "I 
think,”  he  suggested,  "we 
should  refresh  ourselves 
with  a sparkling  glass  of 
arwick  Club  Pale  Dry- 
Ginger  Ale,  available  in  the 
full  32-ounce  quart  bottle.” 

'"What  a pleasant  thought,” 
she  murmured  happily,  "it 
sings  in  the  glass  . . .” 
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cal  intervertebral  disk ; tendency  to  be  knocked 
out ; and  active  spine  disease  such  as  epiphysitis  or 
tuberculosis. 

The  article  also  discusses  recurrent  dislocation 
of  the  shoulder,  congenital  spine  bonv  anomalies, 
congenital  dislocation  in  a hip.  old  Legg-Perthes 
disease,  and  internal  derangement  of  the  knee  in 
relation  to  an  athlete’s  participation  in  sports. 

ACUTE  OBSTRUCTION  OF  THE  COLON 

DUE  TO  CARCINOMA  IN  THE  DISTAL 

HALF.  Eske  Windsherg,  John  R.  Bernardo. 

Clarence  H.  Soderberg.  and  Khalil  Shekarchi. 

J.  Internat.  Coll.  Surgeons  39:105,  1963. 

A one-stage  definite  operation  for  complete  ob- 
struction of  the  distal  half  of  the  large  bowel  will  be 
accepted  when  it  is  demonstrated  that  a simple, 
safe  procedure  is  available.  In  this  paper,  the 
authors  describe  such  a method  and  relate  their 
small  exjierience  with  its  employment. 

One-stage  procedures  for  complete  obstruction 
elsewhere  in  the  intestinal  tract  have,  by  slow  evolu- 
tion over  the  past  50  years,  supplanted  staged  meth- 
ods so  that  mortality  and  morbiditv  figures  are  now 
extremely  low.  Prevailing  results  in  complete  ob- 
structions of  the  colon,  distal  to  the  mid-transverse 
area,  continue  to  show  an  unacceptably  high  mor- 
bidity and  mortality  rate  in  university  centers  as 
well  as  elsewhere.  Scattered  reports  of  one-stage 
definitive  management  with  improved  results  are 
appearing  more  frequently. 

A satisfactory  one-stage  procedure  here,  as  else- 
where in  the  bowel,  must  not  violate  established 
principles.  The  bowel  must  be  prepared  before  any 
resection  is  done  with  or  without  primary  anasta- 
mosis  or  permanent  colostomy,  the  same  as  in 
elective  procedures.  The  authors  contend  that 
multiple-stage  operations  do  not  have  a monopoly 
on  means  of  preparing  the  bowel  for  definitive  sur- 
gerv  in  the  event  of  complete  obstruction.  The  fea- 
tures of  a simple  and  safe  technique  for  preparing 
the  colon  for  definitive  surgery,  when  the  patient  is 
first  able  to  be  taken  to  the  operating  room,  are 
fully  described. 
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JUNE,  1964 

GENERAL  MEETING 

concluded  from  page  294 

the  late  Doctor  J.  1\I.  Beardsley.  Doctor  Dillon,  a 
native  of  Connecticut,  and  a graduate  of  Yale  Med- 
ical School,  has  been  in  the  practice  of  internal 
medicine  in  Providence  since  1941. 

Standing  Co?n?nittee  Chairmen 
Chairmen  of  the  Major  elected  committees  of  the 
Society  elected  hy  the  policy  making  House  of  Dele- 
gates, were  elected  as  follows:  Industrial  Health, 
Doctor  Thomas  J.  Dolan  of  Providence;  Library 
Committee.  Doctor  Francesco  Ronchese  of  ITovi- 
dence ; Medical  Economics,  Doctor  Stanley  D. 
Simon  of  Providence;  Publications,  Doctor  Alex 
i\I.  Burgess  of  Providence;  Public  Laws,  Doctor 
William  A.  Reid  of  Providence;  Public  Policy  and 
Relations,  Doctor  John  C.  Ham  of  Providence  ; and 
Scientific  Work  and  .Ynnual  Meeting,  Doctor  Jesse 
P.  Eddy,  HI,  of  Providence. 


PATRONIZE  JOURNAL 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if 
this  occurs.  Supplied:  in  V2  oz.  and  1 oz.  tubes. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 


Many  together  do  what  none  can  do  alone 

nF 


Blue  Shield,  with  52  million  members  now  enrolled,  gives  dramatic  evidence  of  what 
doctors  working  together  can  accomplish  in  meeting  public  needs.  It  accents  the  value  of 
continued  cooperation.  As  one  doctor  noted,  “Blue  Shield  needs  your  support  and  that  of 
the  entire  medical  profession  if  it  is  to  accomplish  its  objective  of  service  to  the  public. 
The  practice  of  medicine  as  we  know  it  can  only  survive  with  Blue  Shield.” 
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tempting  strawberry  taste  treat 
for  your  iron-deficient  patients 


zentron  Ghewabie 

Iron,  Vitamin  B Complex,  and  Vitamin  C 


Combines  iron  with  B complex  vitamins  in  a chexvable  tablet 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6,  Indiana.  400137 
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CHLOROMYCETIN 
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PARKE-DAVIS 
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Complete  information  for  usage  available  to  physicians  on  request. 
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Both  the  Cream  and  Ointment  rarely  sensitize  and  are  bactericidal 
to  virtually  all  gram-positive  and  gram-negative  organisms  found  topi- 
cally, including  Pseudomonas  aeruginosa  and  Staphylococcus  aureus. 


Indications:  Wherever  infection  occurs  and  is  accessible  for  topical  therapy. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be  taken  if  this 
occurs. 


‘NEOSPORIN’®brand 

POLYMYXIN  B / NEOMYCIN  / GRAMICIDIN 

ANTIBIOTIC  CREAM 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  10,000  Units;  Neomy- 
cin Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base); Gramicidin  0.25  mg. 

In  a smooth,  white,  water-washable  vanishing  cream  base 
with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  distilled  water,  propylene 
glycol,  polyoxyethylene  polyoxypropylene  compound, 
emulsifying  wax  and  0.25'’/o  methylparaben  as  preservative. 

*U.S.  Patent  Nos.  2,565,057-2,695,261 

Available:  In  15  Gm.  tubes. 


‘NE0SP0RIN’®brand 

POLYMYXIN  B / BACITRACIN  / NEOMYCIN 

ANTIBIOTIC  OINTMENT 

Ingredients:  Each  gram  contains:  ‘Aerosporin’® 
brand  Polymyxin  B Sulfate  5,000  Units;  Zinc  Baci- 
tracin 400  Units;  Neomycin  Sulfate  5 mg.  (equiv- 
alent to  3.5  mg.  Neomycin  Base). 

Available:  Tubes  of  1 oz.,  'A  oz.  and  Va  oz. 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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A Scientific  Approach  To  Fees . . . 

PSI*  Approved  In  Principle 

The  desirability  of  a PSI  approach  to  fees  charged  by  doctors  was  accepted  in 
principle  by  the  State  Department  of  Business  Regulation  in  a recent  decision  on 
Physicians  Service  rates  and  subscriber  benefits. 

A Desirable  Approach 

While  the  “modified”  form  of  PSI  as  submitted  in  the  Physicians  Service  proposal 
was  not  accepted,  the  principle  of  PSI  appealed  to  the  Director  of  Business  Regulation 
as  a desirable  method  of  determining  doctor  fees. 


* Professional  Services  Index.  Note!  A brochure  explaining  the  PSI  approach  to  fees  was  mailed  to  doctors  in 
July  of  1963  for  reference.  Additional  copies  are  available  on  request  from  Mr.  J.  Lewis  Eddy  of  Physicians  Service. 
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a 15  mm.  Hg.  drop  in 


diastolic  pressure  would 


also  suit  her  very  well 
for  suitably  gradual. 


physiologic  hypotensive 
treatment 


DROMQX 


QUINETHAZONE-TABLETS 


antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  Hg.,^  " just  right  for  patients  with  mild  to 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  sufficient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  he 
slopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 


may  be  aggravated. 
CONTRAINDICATION:  Anuria. 


1.  Steigmann,  F.,  and  Griffin,  R.:  Evaluation  of  Quinethazone,  a 
New  Diuretic.  ].  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 
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Once  you  have  used  HEIVIA-COMBISTIX',"dip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEM A-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana.  ^87*4 
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you  can  control  OTITIS  EXTERNA  quickly 


d 


OTAMYLON’ 

Contain  5 per  cent  Sulfamylon©  (brand  of  mafenide) 
hydrochloride  and  5 per  cent  benzocaine  (ethyl  amino- 
benzoate)  in  propylene  glycol  (with  0.4  per  cent 
chlorobutanol  as  preservative). 

bactericidal 

fungicidal 

analgesic 


Most  cases  of  primary  otitis  externa,  as  well  as  those  secondary  to  otitis  media  with  ear 
drum  perforation,  respond  quickly  to  OTAMYLON  Ear  Drops. 

After  gentle  cleansing  and  drying  of  the  ear  canal,  OTAMYLON  is  applied  3 or  4 times 
daily  directly  into  the  canal  (2  or  3 drops)  or  by  inserting  a moistened  gauze  wick. 

If  the  added  anti-inflammatory  action  of  hydrocortisone  is  desired,  prescribe 
OTAMYLON  WITH  HYDROCORTISONE  (0.02  per  cent). 

OTAMYLON  and  OTAMYLON  WITH  HYDROCORTISONE  are  well  tolerated  by 
the  great  majority  of  patients.  Occasional  local  sensitivity  reactions  including  redness 
and  inflammation,  vesiculation  and  exacerbation  of  symptoms  such  as  itching  have  been 
reported,  all  of  which  have  disappeared  rapidly  on  discontinuance  of  medication.  No 
systemic  reactions  have  occurred. 

OTAMYLON  is  supplied  in  bottles  of  15  ml.  with  dropper. 

OTAMYLON  WITH  HYDROCORTISONE  is  supplied  as  a combination  package 
containing  1 bottle  each  of  Otamylon  13.4  ml.  and  hydrocortisone  (0.16  per  cent  in 
propylene  glycol)  2 ml. 


Winthrop  Laboratories.  New  York,  N.  Y. 

l/lZ/nf/rrop 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W ashingtou  Office 
of  the  American  Medical  Association 


A NEW  FOOD  AND  DRUG  Administration  regulation 
requires  manufacturers  to  sultmit  proof  of  effec- 
tiveness of  drugs  cleared  between  1938  and  June  20, 
1963,  and  still  on  the  market. 

This  retroactive  regulation  was  the  most  contro- 
versial of  a group  of  new  drug  regulations  issued 
under  the  Kefauver-Harris  FDA  Act  amendments 
enacted  into  law  in  1962. 

The  Pharmaceutical  Manufacturers  Association 
said  the  government  was  “making  a mistake  in  blan- 
keting in  drugs  which  have  been  regarded  as  old, 
safe  and  effective.”  The  PMA  questioned  whether 
the  FDA  “has  put  too  broad  an  interpretation  on 
the  1962  drug  amendments.” 

In  protesting  such  a regulation  before  it  was 
issued  in  final  form,  the  PMA  said  a retroactive 
regulation  would  comprise  “such  sweeping  requests 
for  information  as  to  be  unreasonably  burdensome 
on  the  industry  . . . and  ultimately  on  the  Food  and 
Drug  Administration." 

“The  consumption  of  manpower,  particularly  of 
scarce,  highly  trained  scientific  personnel,  that 
would  be  required  to  comply  with  the  proposed 
regulations  is  staggering  and  bears  no  reasonable 
relationsbip  to  any  possible  benefit  to  the  public, ” 
the  PMA  said ; 

“In  fact  the  demand  on  the  time  of  the  scientific 
personnel  of  our  memlier  companies  would  he  of 
such  magnitude  that  it  would  imjiede  and  delay 
clinical  research  and  the  development  of  new  drugs. 
Needless  to  say  such  a result  would  not  be  in  tbe 
public  interest.” 

Drug  manufacturers  had  argued  that  so-called 
“grandfather  rights”  allowed  them  to  continue  to 
make  claims  contained  in  new  drug  applications 
cleared  in  the  past,  and  that  they  should  not  now 
have  to  produce  medical  evidence  to  support  these 
claims. 

The  FD.A.  disagreed.  It  held  that  Congress,  in 
passing  the  drug  amendments  in  1962,  specifically 
made  it  the  agency’s  duty  to  review  all  medical 
claims  for  “new  drugs"  cleared  in  the  past  on  safety 
alone,  “with  the  intention  that  any  claim  unsup- 
ported l)y  substantial  medical  evidence  should  be 
discontinued  after  next  October.” 

The  FDA  held  that  the  “grandfather  clause" 
gives  the  right  to  make  unsupported  claims  for  only 


two  classes  of  drugs : ( 1 ) those  on  the  market 
before  1938  and  therefore  exempted  from  new-drug 
clearance  by  the  1938  Act,  and  (2  ) those  introduced 
after  1938  which  were  generally  recognized  as  safe 
and  therefore  were  never  cleared  as  “new  drugs.” 

“We  are  glad  that  Congress  has  given  us  this 
unique  opportunity  to  review  past  medical  decisions 
permitting  several  thousand  new  drugs  to  go  on  the 
market.  This  review  will  include  not  only  a new 
look  at  the  safety  of  these  drugs,  but  a first-time 
comparison  of  tbe  actual  promotional  claims  with 
the  medical  evidence  on  which  they  are  based," 
FD.\  Commissioner  George  P.  Larrick  said. 

The  new  regulations  require  firms  marketing 
drugs  approved  since  1938  to  examine  both  their 
promotional  materials  and  their  clinical  records  to 
be  sure  that  all  claims  being  made  are  justified  by 
experience  and  that  the  promotional  materials  in- 
clude all  necessary  warnings,  contra-indications, 
side  elTects,  and  untoward  reactions  which  may 
have  shown  up  after  the  drugs  were  originally 
placed  on  the  market. 

Under  the  old  law.  new  drugs  were  cleared  on  the 
basis  of  safety  alone.  There  was  no  requirement 
that  they  he  shown  to  be  eflfective  as  well  as  safe 
for  their  intended  uses,  other  than  that  claims  of 
benefits  be  supported. 

^ ^ 

The  Public  Health  Service  has  reported  that  the 
nation’s  birth  rate  has  been  declining  steadily  for 
the  past  two  years.  But  the  PHS  anticipated  a 
reversal  of  the  downward  trend. 

There  were  49,000  fewer  births  in  the  United 
States  during  the  year  ended  March  31.  1964  than 
in  the  previous  12  months.  The  337,000  births  regis- 
tered in  this  March  was  the  smallest  number  for  the 
month  since  1955. 

.\n  increase  in  marriages  in  March  — to  a total 
of  109,000  — was  interpreted  as  foreshadowing  a 
reversal  in  the  decline  in  the  birth  rate. 

“The  marriage  trend.”  the  PHS  said,  “is  now 
showing  signs  of  increase,  but  it  would  take  some 
time  for  this  to  affect  the  birth  rate.  The  age  com- 
position of  the  female  population,  with  increasing 
numbers  of  women  entering  the  childbearing  ages, 
is  also  favorable  to  a bigher  level  of  fertility." 

^ ^ 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ..  .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency ..  .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose.  ^ 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  HCl 

Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Dally  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 

LEDERLE  LABORATORIES  • A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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AS  CLEAN 
AS  MODERN 

DAIRY  SCIENCE 
CAN  MAKE  IT  . . . 


T he  A.  B.  M unroe  Dairy 
Laboratory,  where  milk  is 
subjected  to  constant  testing, 
using  the  most  modern  methods 
of  milk  analysis. 


Through  every  step  in 
processing,  from  the  immaculate 
receiving  room  to  pasteurizing 
and  homogenizing,  on  through 
bottling  and  refrigeration,  the 
A.  B.  Munroe  Dairy  observes 
the  strictest  standards  of 
dairy  hygiene.  The  spotless 
surroundings  and  rigid  quality 
control  are  so  designed  that  all 
A.  B.  Munroe  Dairy  products 
that  reach  your  table  are  as 
fresh,  wholesome  and  pure  as 
modern  science  can  make  them. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 


THE  WASHINGTON  SCENE 

continued  from  page  316 

The  National  Academy  of  Sciences  lias  reduced 
its  recommended  daily  calorie  intake  for  adults  on 
the  ground  that  Americans  are  living  a softer  life 
with  less  physical  activity. 

The  calorie  requirement  of  the  so-called  “refer- 
ence man’’ — 2S  years  old,  weight  14.3  pounds,  and 
moderately  active  — was  cut  to  2,900  calories  daily 
from  the  3.200-calorie  diet  recommended  in  1958. 

The  recommended  diet  of  the  so-called  “reference 
woman" — 25  years  old,  weighs  128  pounds,  and 
moderately  active  — was  reduced  to  a 2,100  calories 
per  day  from  the  2,300  calories  of  1958. 

T he  recommended  daily  consumption  of  the  nu- 
trients thiamin,  niacin,  and  riboflavin  also  was  cut. 

The  new  revision  included  alcohol  for  the  first 
time  in  the  consideration  of  nutrients.  The  Board 
estimated  that  Americans,  on  a per  capita  basis, 
consume  76  calories  of  alcohol  per  day.  This  esti- 
mate includes  children  and  other  non-users,  and  the 
average  consumption  of  drinking  adults  is  much 
higher. 

The  PH.S  also  has  reported  that  the  decline  in 
the  U.  S.  death  rate  has  been  halted.  This  was 
attributed  to  ( 1 ) the  leveling  off  of  infectious  dis- 
ease deaths  and  ( 2 ) increased  death  rates  from 
some  chronic  diseases  and  accidents. 

Any  further  declines  in  the  U.  S.  death  rate 
])rohal)ly  will  he  small,  the  PH.S  said. 


HEALTH  HAVENS 


NATIONALLY  ACCREDITED 
SKILLED  NURSING  HOME 


REGISTERED  NURSES 
24  HOURS  DAILY 

Spacious  Private  and  Semi-Private  Rooms 
at  Reasonable  Rates  According  to  needs 

Nursing,  Convalescent  and  Retirement  Care 

ETHICALLY  MANAGED 

PROFESSIONALLY  ORIENTED 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE.  R.  I. 

438-4275 

(Less  than  12  min.  from  all  Providence  Hospitals) 


Putting  the  cap  on  a bottle  sounds  simple. 
Just  make  it  tight  enough  to  keep  the  contents 
in,  pi-event  leakage,  and  protect  the  product; 
loose  enough  to  be  opened  with  ease.  However, 
that  isn’t  quite  as  simple  as  it  sounds.  ■ At 
Eli  Lilly  and  Company,  there  are  exact-tight- 
ness specifications  for  the  cap  of  every  bottle. 
Capping  machines  are  carefully  adjusted  to 
apply  just  the  right  amount  of  torque  (or  twist) 


to  tighten  the  caps.  Then  the  tightness  of  the 
caps  is  double-checked  . . . just  to  be  sure. 
■ That’s  where  the  torque  tester  comes  in.  At 
least  once  every  fifteen  minutes,  five  bottles 
are  tested  as  they  come  out  of  the  capping 
machine.  They  are  placed  on  the  torque  tester, 
and  the  twist  on  the  caps  is  measured  . . . just 
one  more  of  the  many  controls  that  add  immea- 
sm-ably  to  the  quality  of  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


400654 
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DOCTOR... 

Build  An  Estate  for  your  Son! 

■k  -k  -k 

$100,000  ORDINARY  LIFE  INSURANCE 


Age 

1 . 

. S 

559.00,  yearly 

Age 

5 . 

. s 

616.00,  yearly 

Age 

10  . 

. s 

725.00,  yearly 

Age 

13  . 

. s 

800.00,  yearly 

Age 

16  . 

. s 

884.00,  yearly 

Age 

20  . 

. SIOIO.OO,  yearly 

k k k 


After  five  years,  yearly  jiuaraiiteed  in- 
crease in  cash  value  exceeds  deposits ! 

k k k 

An  ideal  gift  to  sons  and  grandsons. 

k k k 

^ rite  or  ’phone: 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  St.,  Providence,  R.  I. 


Oftems/iial  Saniiafiium 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  trea-tment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  Institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


Wherever  you  go 
forget  your  telephone 
calls.  WeMI  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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. their  feelings  of  anxiety  seemed  to  contribute  to  the  urge 
to  overindulge  in  cake,  candy,  and  other  rich  food.”^ 


ESKATROL%.^.«. 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 

7.5  mg.,  as  the  maleate. 

SPANSVLE^ 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects  and  Cautions 

Side  effects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 

Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hypertension, 
advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though  little  likelihood, 
of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms)  from  the  phenothiazine 
component  in  ‘Eskatrol’  Spansule  capsules. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Viglione,  J.P.:  Clin.  Med.  69:1157  (May)  1962. 


Smith  Kline  & French  Laboratories 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 


Miltowir 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 
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in  acute  nausea  and  vomiting  dramatic  results  with 


Nausea  and  vomiting,  whether  induced  by  vertigo,  dizzi- 
ness or  motion  sickness,  are  effectively  controlled  by 
Dramamine  (dimenhydrinate).  Available  in  easy-to-take 
liquid  form  and  the  tablet  form  which  is  ideal  for  the 
traveler. 

Precautions:  Patients  should  be  cautioned  against  oper- 
ating automobiles  or  dangerous  machinery  because  of  pos- 
sible drowsiness.  Dimenhydrinate,  notably  nontoxic  itself, 
may  mask  the  symptoms  of  streptomycin  toxicity. 
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Dramamine 

dimenhydrinate 

classic  antinauseant 
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IT  IS  WELL  KNOWN  that  there  has  been  a revolu- 
tion in  knowledge  in  our  generation  which  some 
people  have  described  as  the  explosion  of  knozvl- 
edge.  It  has  been  asserted  that  there  are  more 
scientists  alive  today  than  have  lived  in  the  whole 
previous  history  of  mankind  and  it  is  believed  that 
more  new  knowledge  has  appeared  in  print  in  this 
century  than  in  the  whole  of  the  preceding  four 
centuries  during  which  movable  type  has  e.xisted. 
Printed  material  now  doubles  every  20  years.  These 
things  together  add  np  to  the  explosion  of  new 
knowledge. 

W’e  generally  regard  our  much  increased  knowl- 
edge as  a blessing,  and  so  it  is.  Yet  it  might  also 
be  considered  a burden,  for  with  it  come  new  prob- 
lems and  new'  responsibilities.  For  e.xample,  it  has 
always  been  a difficult  and  often  tragic  decision  for 
the  head  of  a state  to  decide  whether  or  not  to  go 
to  war.  It  is  now  a more  difficult  and  tragic  decision 
than  it  has  ever  been  before,  simply  because  new 
scientific  knowledge,  technologically  applied,  makes 
it  likely  that  a major  war  will  destroy  civilization. 
The  more  we  know,  the  more  complicated  any  deci- 
sion becomes  and  the  greater  one’s  responsibility 
to  bring  all  available  information  to  bear  upon  the 
question.  Many  people,  faced  with  an  important 
decision,  are  unable  to  make  up  their  minds  for  fear 
that  they  should  seek  out  one  more  piece  of  infor- 
mation. Students,  of  course,  are  greatly  harassed 
by  needing  to  know  more  and  more  about  many 
things,  and  their  burden  becomes  especially  troulile- 
some  when  they  realize  that  before  they  can  study, 
say,  biology  they  must  know  some  chemistry, 
physics,  and  even  mathematics.  The  effects  of  this 
upon  your  jirofession  are  all  too  painfully  known 
to  you,  and  I shall  not  dwell  upon  them. 

One  result  of  this  state  of  affairs  is  that  we  have 
unplanned  obsolescence  among  human  beings  just 

*An  address  delivered  at  the  153rd  anniversary  dinner 
of  the  Rhode  Island  Medical  Society,  at  the  Sheraton- 
Biltmore  Hotel,  Providence,  on  May  6,  1964. 


as  we  have  planned  obsolescence  in  automobiles. 
All  of  us  who  had  our  educations  thirty  years  ago 
are  now  functionally  illiterate  unless  we  have 
worked  very  hard  at  our  continuing  education  in 
the  meanwhile  — and  few  of  us  have.  This  is 
especially  true  of  those  fields  wdiere  the  advance- 
ment of  knowledge  is  rapid,  and  there  are  few 
where  it  is  not.  A physicist,  who  completed  his 
studies  in  the  mid-thirties  and  has  not  diligently 
kept  up  with  the  literature  since,  is  no  longer  a 
physicist,  but  a philosopher.  Even  in  history,  so 
many  things  are  known  today  about,  let  us  say,  the 
eighteenth  century  that  were  not  known  when  I 
was  a student  that  my  contemporaries  are  unquali- 
fied to  teach  history  unless  they  have  done  wdiat  I 
have  not. 

There  is  a barrier  between  the  generations  that 
has  never  existed  before.  Today’s  adolescent  takes 
for  granted  things  with  which  we  have  barely  be- 
come familiar  and,  though  he  knows  very  well  that 
the  outlook  of  his  elders  is  limited  and  their  vision 
short,  he  does  not  really  understand  the  base  from 
whicb  they  began.  Thirty  years  ago  it  required  no 
great  stretch  of  the  imagination  to  understand  the 
material  circumstances  in  which  people  100,  200, 
or  500  years  ago  existed.  Our  society  was  still  suf- 
ficiently rural  and  unmechanized  so  that  transpor- 
tation by  horse  — and  the  implications  of  that  to 
the  meaning  of  time  and  distance  — and  production 
by  individual  craftsmen  with  hand  tools  were  still 
familiar  and  well  understood.  Now  only  by  the 
greatest  stretch  of  his  imagination  can  a young  man 
studying  the  past  understand  what  it  meant  to  be 
able  to  move  no  faster  than  a horse  can  move  or  a 
ship  can  sail,  to  be  able  to  communicate  only  by 
messenger  or  hand-carried  letter,  and  to  he  sepa- 
rated by  distances  whose  equivalent  in  time  was  as 
the  day  or  even  the  month  is  to  a few  hours  now 
for  physical  communication  and  a few  seconds  for 
electronic  communication.  Hence  the  war  between 
the  generations  is  intensified  by  a higher  barrier, 
and  the  development  of  an  understanding  of  the 
past  takes  on  an  entirely  new  aspect  from  that  of 
a few  decades  ago. 

All  these  questions  must  be  faced  by  educational 

continued  on  next  page 
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institutions.  When  colleges  and  universities  were 
established  in  the  twelfth  and  thirteenth  centuries 

— and.  in  this  country,  in  the  eighteenth  and  nine- 
teenth — young  men  attended  to  their  education 
for  their  first  twenty-one  or  so  years.  Today,  while 
most  young  men  do  the  same,  a high  percentage 
go  on  for  one.  two.  or  three  years  of  graduate  edu- 
cation. and  a few  professions  like  medicine  demand 
postgraduate  education.  \\  hat  we  forget  is  that,  in 
the  eighteenth  century.  21  years  was  about  half  the 
normal  life  expectancy  of  the  human,  as  was  still 
the  case  at  the  beginning  of  the  twentieth  century. 
Now,  assuming  that  knowledge  was  developing  as 
rapidly  in  1800  or  even  1900  as  it  is  today,  a college 
graduate  would  he  reasonably  current  for  ten  years 
and  half  awake  for  the  rest  of  his  life.  But  actually, 
since  knowledge  was  changing  very  slowly,  he  was 
likely  to  he  reasonably  current  throughout  his  whole 
career.  Today  he  is  very  fortunate  if  what  he  learned 
as  an  undergraduate  is  still  regarded  as  true  when 
he  is  35.  and  he  probably  still  has  35  years  to  go  in 
increasing  ignorance  — or,  rather,  in  increasing 
misapprehension  of  what  is  so  and  what  is  not.* 
Most  of  us.  for  example,  continue  to  behave  as  if 
a straight  line  were  the  shortest  distance  between 
two  points  a generation  after  it  was  conclusively 
demonstrated  that  it  is  not.  In  handling  this  dif- 
ficult situation,  are  educational  institutions  to  as- 
sume that  the  normal  person  will  he  intellectually 
obsolete  at  some  point  in  his  thirties,  just  when  he 
is  beginning  to  acquire  some  experience  and  influ- 
ence ? Or  will  they  find  some  way  — and  will  their 
graduates  understand  the  necessity  — to  bring 
people  back  for  intellectual  retooling  every  decade 
or  so  .- 

The  difficulty  is  even  greater  if  the  institution's 
purpose  is  to  teach  people  how  to  do  something. 
For  example,  in  engineering  schools  it  used  to  he 

— and  in  many  cases  still  is  — the  policy  to  teach 
students  what  they  needed  to  know  to  practice  their 
profession  on  the  day  they  graduated.  Unfortu- 
nately, practice  changes  as  knowledge  grows, 
though  a little  more  slowly,  and  a student  at  an 
engineering  school  today  who  is  being  taught 
today’s  practice  is  entitled  to  know  that  he  will 
be  obsolete  — or  at  least  obsolescent  — on  the  day 
he  graduates.  As  a result,  an  increasing  number 
of  schools  of  engineering  are  concentrating  their 
efforts  on  basic  science  rather  than  current  prac- 
tice, on  the  process  of  design  rather  than  on  its 
immediate  application,  on  principles  rather  than 
on  practices ; and  their  students  are  expected  to, 
and  indeed  do.  have  enough  l)asic  knowledge  to 
adapt  themselves  quickly  to  changing  methods. 

*I  owe  the  ideas  in  this  paragraph  to  Dr.  Robert  W. 
Morse,  ^^'here  he  got  them,  I do  not  know.  Xor  have  I any 
notion  where  I picked  up  the  other  ideas  and  data  in  this 
paper,  but  I am  quite  sure  none  of  them  are  original. 
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Yet  in  time  the  basic  knowledge  itself  runs  out  and 
must  be  replaced  by  new  information.  As  you  all 
know.  I could  as  well  have  used  the  example  of 
medical  schools  and  the  increasing  emphasis  there 
on  basic  science  rather  than  on  contemporary  prac- 
tice. How.  in  either  case,  the  graduates  will  find 
ways  to  renew  themselves,  if  the  basic  science  they 
have  learned  develops  into  a new  basic  science,  is 
a problem  that  has  not  been  fully  solved  and  yet 
it  must  he. 

There  is  a further  tendency,  which  it  is  fashion- 
able these  days  to  decry  — that  is  the  pressure  for 
specialization.  Since  there  is  now  so  much  to  he 
known  about  everything,  it  is  obvious  that  a large 
percentage  of  time  must  lie  spent  in  getting  to  know 
it.  and  the  enthusiastic  practitioners  of  each  aca- 
demic discipline  demand  more  and  more  time  for 
their  students  to  study  the  subject  in  which  they 
specialize  and  would  allow  less  and  less  time  for 
them  to  acquire  a broad  general  education.  General 
education  itself  is  becoming  more  and  more  difficult 
to  defend  at  the  very  time  when  a broad  under- 
standing of  knowledge  is  ever  more  important.  The 
student  who  overspecializes  too  soon  loses  his  ver- 
satility : he  quickly  becomes  locked  into  one  disci- 
pline or  another,  from  which  he  cannot  escape  if  he 
would  and,  perhaps,  will  not  even  realize  there  is 
an  escape  because  of  the  one-sided  nature  of  his 
knowledge.  Here,  fortunately,  there  is  a counter- 
pressure. for  dependence  of  the  disciplines  upon 
one  another  is  increasingly  great.  I said  a few 
moments  ago  that  one  can  no  longer  go  very  far  as 
a biologist  without  a good  knowledge  of  chemistry, 
physics,  and  mathematics.  One  can  no  longer  go 
very  far  as  an  historian  without  a good  knowledge 
of  economics,  sociology,  political  science,  literature, 
and  probably  psychology.  The  more  intelligent 
specialists  are  already  demanding  of  their  students 
a much  broader  base  in  related  subjects,  and  the 
study  of  these  subjects  has  become  more  meaning- 
ful than  it  was  a few  years  ago.  Students  no  longer 
study  other  subjects  simply  because  they  have  been 
told  to  study  something  else  for  part  of  their  time : 
they  realize  they  must  understand  the  related 
subjects  before  they  can  jiroceed  in  the  work  that 
interests  them  most. 

For  a considerable  time  knowledge  has  given  the 
appearance  of  disintegrating  into  sharply  divided 
specialties.  While  conscious  efforts  have  been  made 
to  put  it  back  together  again,  they  have  not  been 
notably  successful,  for  they  have  resembled  an 
intellectual  exercise  more  than  a useful  ])rocedure. 
Xow  that  it  has  become  apparent  that  the  under- 
standing of  one  branch  depends  upon  a knowledge 
of  others,  there  seems  to  he  a better  reason  for 
integration.  Yet  we  shall  certainly  never  return  to 
the  situation  that  existed  in  the  thirteenth  century 
or  again  in  the  eighteenth.  In  the  earlier  period  the 
Scholastics  and  in  the  latter  period  the  Encyclo- 
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pedists,  first  individually  and  then  collectively,  put 
together  nearly  all  that  was  known  into  single  or 
niultivolnnied  works.  In  those  eras  almost  all 
known  things  could  he  comprehended  hy  single 
persons.  Polymaths  could  at  least  give  that  illusion 
then,  because  less  was  known  ; they  cannot  now, 
because  too  much  is  known.  Some  day  a new  key 
may  he  found  that  will  ])ermit  all  things  to  he  tied 
together.  Even  if  this  does  happen,  future  discov- 
eries will  shake  the  synthesis  apart.  It  is  possible 
now  to  marshal,  with  increasing  effectiveness,  in- 
formation from  separated  disciplines  to  l)ear  upon 
a single  subject  or  a set  of  problems.  W’c  have,  in 
effect,  developed  a team  approach  through  which 
groups  of  investigators  from  appropriately  different 
disciplines  work  together  on  single  sets  of  ques- 
tions. In  studying  a disease,  a team  may  consist  of 
physicians,  biochemists,  geneticists,  sociologists, 
mathematicians,  demographers,  and  many  others. 
The  team  may  well  link  the  hospital,  the  univer- 
sity. industry,  and  government.  In  planning  a city 
the  talents  of  architects,  sociologists,  artists,  his- 
torians. and  political  theorists  are  all  required. 

Yet  in  any  such  effort,  no  matter  how  versatile 
the  group  involved,  a very  high  percentage  of  the 
information  bearing  on  the  j)rohlem  will  not  be 
available  and  cannot  l)e  used,  for  there  is  as  yet  no 
way  quickly  to  collect  and  collate  it  — or  even  to 
get  access  to  it.  This  situation  will  change  radi- 
cally. perhaps  in  the  next  decade.  It  is  already 
theoretically  possible  to  pour  the  contents  of  all 
the  libraries  in  the  world  into  a machine  and  instan- 
taneously to  retrieve  all  the  information  that  hears 
npon  any  particnlar  subject.  It  is  not  yet  mechani- 
callv  possible  or  economically  feasible  to  do  so.  nor 
have  we  devised  an  intellectual  framework  within 
which  to  arrange  the  information.  W hen  these 
things  are  effected,  as  they  are  likely  to  he  within 
our  time,  the  use  of  knowledge  will  become  an  even 
more  powerful  instrument  than  it  is  today.  The  use 
of  human  judgment  will  he  as  critical  as  it  has  ever 
been,  however,  for  even  the  most  sophisticated 
machines  are  naive.  Therefore,  at  the  same  time 
that  we  create  new  means  to  tap  the  vast  reservoirs 
of  unused  information,  we  must  develop  the  quali- 
ties of  men  that  make  them  capable  of  judging 
wisely  and  well.  To  do  this  we  must  consciously 
cause  our  students  variously  and  continuously  to 
apply  what  they  are  learning  to  their  lives,  so  that 
they  may  form  the  habit  of  making  decisions  on 
the  basis  of  information  rather  than  of  prejudice, 
may  realize  that  facts  are  relevant  to  moral  ques- 
tions, and  may  know  that  they  themselves  are 
constantly  surronnded  hy  both  facts  and  moral 
questions.  This,  I hope,  will  he  the  revolution  in 
education  that  will  accompany  the  revolution  in 
the  use  of  its  product. 


REFUGEE  PHYSICIANS  UNDER 
NEW  PLACEMENT  AGENCY 

The  counseling  and  placement  of  refugee  ])hysi- 
cians  in  the  United  States,  a service  formerly 
])erformed  hy  the  National  Committee  for  the 
Resettlement  of  Foreign  Physicians,  is  now-  being 
done  hy  the  American  Council  for  Emigres  in  the 
Professions,  Inc.,  345  East  46th  St.,  New  York  17, 
New  York,  it  was  announced  recently  hy  Dr.  Robert 
Boggs,  former  Chairman  of  the  National  Committee 
for  the  Resettlement  of  Foreign  Physicians.  The 
latter  organization  — the  NCRFP  — discontinued 
its  operations  as  of  December  31,  1963  as  an  inde- 
pendent corporation. 

The  American  Council  for  Emigres  in  the  Pro- 
fessions, Inc.,  is  a non-profit,  non-sectarian  service 
organization  devoted  to  the  talent  conservation  of 
refugee  professionals.  Since  1945  ACEP  has  helped 
many  thousands  of  refugee  engineers,  scientists, 
teachers,  lawyers,  accountants,  architects,  artists, 
musicians  and  other  professionals  to  find  employ- 
ment in  America  and  to  make  fnll  use  of  their 
abilities  — especially  where  there  are  shortages  of 
trained  personnel,  in  such  areas  as  the  sciences, 
education,  industry  and  research. 

To  accommodate  the  needs  of  emigrating  physi- 
cians, a Physicians  Division  has  been  organized 
within  ACEP  to  continue  the  work  of  the  National 
Committee.  Since  its  founding  in  1939,  the  National 
Committee  (NCRFP)  has  enabled  almost  23,000 
refugee  doctors  to  become  part  of  the  medical  com- 
munity of  onr  country.  As  an  indication  of  the 
variety  of  positions  it  has  filled,  the  organization 
last  year  placed  foreign  physicians  in  approved 
internships  and  residencies,  staff’  posts,  research 
fellowships,  private  practices,  and  instructorships. 
Other  doctors  were  placed  as  admitting  physicians, 
laboratory  technicians,  and  child  camp  physicians. 
Plans  to  broaden  the  scope  of  this  work  are  presently 
underway  hy  the  new  ACEP  Physicians  Division. 
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MORTON’S  METATARSALGIA  AND  ITS 
RELATIONSHIP  TO  TRAUMA 


Henry  M.  Litchman,  m.d.;  Caroll  M.  Silver,  m.d., 
AND  Stanley  D.  Simon,  m.d. 
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Introduction 

Mortox's  metatarsalgi.\  is  usually  considered 
a static  disease  of  the  foot,  spontaneously 
occurring  in  middle  aged  females  and  occasionally 
in  men.  Patients  with  this  syndrome  are  character- 
istically chronic  pain  sufferers,  often  diagnosed  late 
in  their  disease. 

The  authors  have  had  occasion  to  see  this  syn- 
drome in  association  with  trauma  and  because  of 
the  sparcitv  of  apparent  appreciation  of  this  rela- 
tionship will  illustrate  this  fact. 

History 

specific  type  of  spasmodic  pain  in  the  foot  was 
described  by  Thomas  G.  Morton  of  Philadelphia  in 
1876.^  It  was  characterized  by  a sudden  cramp-like 
])ain  in  the  region  of  the  fourth  metatarsophalangeal 
joint.  The  pain  could  begin  as  a burning  sensation 
l)eneath  the  toe,  as  a numb  or  tingling  feeling,  a 
sudden  cramj),  or  as  a peculiar  feeling  of  discomfort 
about  the  articulation  that  increased  in  severity 
until  it  became  unltearable.  At  first  the  pain  was 
confined  to  the  region  of  the  affected  joint,  hut  if 
not  relieved  it  would  radiate  to  the  extremity  of  the 
toe,  dorsum  of  the  foot,  or  even  up  the  leg.  In  all 
cases  the  pain  was  felt  only  when  shoes  were  worn. 
To  relieve  the  pain,  the  patient  would  characteris- 
tically remove  the  shoe,  massage  the  foot,  and 
wiggle  the  toes  until  the  cramp  was  relieved.  The 
sufferers  of  this  pain  were  mostly  women  over 
thirty  years  of  age. 

Prior  to  this,  neuralgic  conditions  between  the 
toes  had  been  described.  Durlacher,  surgeon  chirop- 
odist to  the  Queen  of  England,  in  1845  wrote  of  two 
such  conditions.-  Gne  was  characterized  by  pain 


between  the  second  and  third  toes,  occasionally 
radiating  up  the  leg.  aggravated  by  pressing  the 
toes  together  and  particularlv  after  walking.  The 
other  was  localized  between  the  third  and  fourth 
toes,  also  aggravated  by  walking,  and  not  repro- 
ducible by  direct  finger  pressure  over  the  localized 
area.  Although  both  conditions  were  felt  to  he  sim- 
ilar. the  first  was  relieved  by  metatarsal  padding 
and  the  second  by  plaster  metatarsal  compression 
bandage.  Neither  of  these  conditions  as  described 
was  characteristically  similar  to  the  clinical  syn- 
drome as  described  by  Morton. 

Etiology 

Morton  considered  the  syndrome  to  be  due  to  a 
compression  of  the  plantar  nerves  between  the 
adjoining  fourth  and  fifth  metatarsophalangeal 
articulations.  This  was  explained  on  the  basis  of 
the  supposed  anatomical  construction  of  the  foot. 
The  mobile  fifth  metatarsal,  its  relative  shortness 
allowing  the  head  and  base  of  the  adjoining  phalanx 
to  he  brought  against  the  head  and  neck  of  the 
fourth  metatarsal,  constituted  the  bony  predisposi- 
tion. The  second  factor  was  the  peculiar  distribution 
of  the  plantar  nerve  between  these  two  hones,  mak- 
ing it  liable  to  injury  and  resulting  in  the  frequent 
pain  syndrome.  On  this  theory,  Morton  advocated 
excision  of  the  head  of  the  fourth  metatarsal  to 
remove  the  point  of  counterpressure. 

For  many  years  surgeons  reported  that  they 
could  find  no  pathological  changes  in  the  resected 
bone  or  surrounding  soft  parts.  Mills,^  eleven  years 
after  Morton,  in  a discussion  of  foot  pain  supported 
his  view  as  to  the  causation  of  this  syndrome,  hut 
suggested  that  when  the  trouble  was  limited  to 
nerves,  it  might  not  he  necessary  to  perform  an 
operation  so  radical  as  bony  resection.  He  suggested 
excision  of  the  involved  branch. 

This  advice  went  unheeded  until  Hoadly*  in  1893, 
in  disagreement  with  Morton’s  views  of  the  meta- 
tarsal interrelationshijis.  reported  one  case  in  which 
he  resected  the  nerve  alone,  finding  a small  neuroma. 
He  felt  that  this  might  have  been  nothing  more 
than  an  inflammatory  thickening  and  advised  a 
more  conservative  approach.  \\  ider  shoes  were 
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recommended  in  agreement  with  iMorton's  original 
contention  tliat  the  prevailing  custom  of  wearing 
tight  and  narrow  shoes  was  a definite  factor  in  the 
causation  of  this  syndrome.  If  any  operation  was 
indicated,  he  advocated  excision  of  the  nerve  as 
being  more  simple  and  involving  lesser  morbidity 
than  joint  excision. 

Resection  of  the  fourth  metatarsal  head  remained 
the  treatment  of  choice  throughout  the  years  with 
occasional  reports  of  nodular  masses  being  found 
in  the  adjacent  nerve.  It  wasn’t  until  1940  that 
Betts’’’  established  the  pathological  basis  of  the 
syndrome  by  describing  the  formation  of  the  fihro- 
neuroma  on  a traumatic  basis.  The  predisi^osing 
mechanism  was  pointed  out  to  he  the  fact  that  the 
nerve,  deriving  its  formation  from  both  medial  and 
lateral  plantar  nerves,  was  anchored  in  such  a way 
that  it  was  unable  to  avoid  friction  with  the  sur- 
rounding structures  (Fig.  1). 


Schematic  diagram  illustrating  the  double  origin  of 
the  involved  nerve  being  formed  by  the  medial 
plantar  nerve  and  a communicating  branch  from  the 
lateral  plantar  nerve. 

The  nerve  is  formed  by  the  medial  plantar  and 
a communicating  branch  from  the  lateral  plantar 
nerves,  each  coming  around  from  opposite  sides  of 
the  belly  of  the  flexor  brevis  digitorum  muscle 


where  they  unite.  As  a result  of  the  contracture  of 
the  flexor  muscle  the  nerve  is  anchored  and  in 
dorsi-fle.xion  is  stretched  around  the  unyielding 
transverse  ligament,  while  the  other  nerves  slide 
longitudinally.  Continuous  dorsi-fiexion  and  meta- 
tarsal comi)ression  is  a common  situation  with  the 
typical  woman's  high  heel  pointed  toe  shoe. 

This  was  reiterated  by  IMcIflvenny'’  in  1943  and 
has  been  challenged  only  by  Nissen'  who  felt  that 
local  vascnlar  insufficiency  was  the  cause  of  the 
nerve  changes  on  an  ischemic  basis. 

This  hypothesis  cannot  he  com])letely  discounted 
as  it  is  not  illogical  to  expect  that  repeated  trauma 
could  he  associated  with  vascular  damage,  ischemia, 
and  secondary  changes. 

An  additional,  hut  infrequently  mentioned  etio- 
logical factor  is  the  intermetatarsal  bursae.  Mulder'^ 
observed  that  the  swollen  nerve  was  adherent  to  the 
intermetatarsal  bursa,  intimately  connected  with  its 
jdantar  wall.  The  bursa  was  enlarged  and  showed 
fihrotic  thickening.  Nissen**  confirmed  this  finding 
and  suggested  that  it  was  a late  occurrence.  Scotti*'* 
found  fibrosis  in  the  lining  of  the  bursa  and  adjacent 
connective  tissue  in  some  specimens  which  he  attrib- 
uted to  the  existing  physical  irritation  at  the  time  of 
the  operative  procedure,  and  alluded  to  the  involve- 
ment of  the  bursa  as  a contribution  to  the  clinical 
picture. 

Clinical  Features 

Morton’s  metatarsalgia  has  been  observed  in 
males  in  two  forms  — an  acute  pain  syndrome  with 
all  the  features  of  a neuroma,  responsive  to  con- 
servative treatment  in  common  with  mild  cases  in 
women ; and  in  a chronic  form,  with  neuroma 
formation  necessitating  surgery. 

The  symptoms  of  both  forms  are  similar.  All  of 
the  patients  complained  of  pain  radiating  to  the 
third,  fourth,  or  both  toes.  Leg  ])ain  was  only  occa- 
sionally found.  The  pain  was  usually  described  as 
sharp  and  shooting.  Physical  examination  revealed 
tenderness  on  vertical  compression  between  the 
third  and  fourth  metatarsal  heads,  and  pain  could 
he  produced  by  lateral  compression  of  the  meta- 
tarsal heads  ( Fig.  2). 

Conservative  treatment  in  the  acute  forms,  usu- 
ally associated  with  jumps  from  moderate  heights, 
consisted  of  the  local  injection  of  triamcinolone 
acetonide  ( hydrocortisone*  ) into  the  intermeta- 
tarsal space  under  local  anesthesia.  The  pain  was 
immediately  relieved,  and  usually  within  twenty- 
four  hours  the  patients  were  able  to  return  to 
work.^* 

The  authors  have  observed  three  cases,  two  males 
and  one  a female,  who,  following  fracture  of  the 
shaft  of  the  third  or  fourth  metatarsal,  were  unable 
to  return  to  gainful  employment  because  of  pain  on 

continued  on  next  page 
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Diagnosis  can  often  be  confirmed  by  digital  pressure 
over  the  involved  interspace. 


ambulation.  One  case  was  taken  to  court  for  malin- 
gering before  the  diagnosis  was  made  and  the 
condition  alleviated  by  surgery  (Fig.  3). 

Neuroma  formation  in  men  appears  to  be  quite 
rare.  In  the  authors’  ex])erience  in  the  past  ten 
years  only  two  cases  out  of  twenty-one  have  been 
seen  in  men  and  both  of  these  were  following 
fractures.^- 

Surgical  Technique 

In  all  ])atients  excision  of  the  neuroma  was  per- 
formed by  a dorsal  ai)proach.  An  incision  was  made 
over  the  interspace  between  the  third  and  fourth 
metatarsal  heads  avoiding  the  weh.  With  the  inter- 
s])ace  widened,  finger  pressure  on  the  plantar 
surface  of  the  metatarsal  interspace  caused  the 
nerve  and  its  surrounding  soft  parts  to  bulge  up- 
ward into  the  interspace.  By  blunt  dissection  the 
nerve  was  isolated  and  then  sectioned  proximal  and 
distal  to  the  neuroma  and  removed.  The  skin  was 
then  closed  and  a compression  dressing  applied. 
A ])neumatic  tourni(|uet  was  used  whenever  possible 
(Fig.  4). 

Pathology 

All  nerve  tissue  removed  showed  evidence  of 
dense  fibrosis  and  nerve  degeneration.  Occasionally 

*Kenalog®  Parenteral,  Squibb. 


RHODE  ISLAND  MEDICAL  JOURNAL 

edema  was  seen.  .\s  Scotti^"  jiointed  out,  this  lesion 
differs  from  the  usual  traumatic  neuroma  in  that 
proliferation  of  nerve  tissues  is  not  a striking 
feature.  Although  the  lesion  is  generally  referred 
to  as  a neuroma,  it  is  not  a true  neoplasm.  There 
was  no  correlation  between  the  site  of  the  neuroma 
and  the  severity  of  the  symptoms. 

All  patients  had  immediate  relief  of  pain  follow- 
ing excision  of  the  neuroma  and  were  ambulatory 
within  48  hours  of  surgery. 

Summary 

Morton’s  metatarsalgia,  usually  considered  a 
spontaneously  occurring  malady  of  the  female,  may 
occur  in  both  men  and  women  in  association  with 
trauma  and  showing  the  characteristic  features  of 
the  disease.  The  treatment  is  similar  in  both  types 
and  gives  excellent  results. 
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Fig.  3 

X-rays  of  a male  patient  who  sustained  a fracture  of 
the  third  metatarsal.  Following  removal  of  the  cast, 
patient  was  unable  to  walk  without  pain,  typical  of 
Morton’s  syndrome. 
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Schematic  diagram  illustrating  placement  of  the 
dorsal  incision  and  plantar  digital  pressure  to  bring 
the  swollen  nerve  into  the  wound. 
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SUPERINFECTION 

One  of  the  earliest  reports  (1954)  of  the  failure 
of  antimicrobial  agents  to  i)revent  infection  after 
elective  surgery  is  that  of  McKittrick  and  Whee- 
lock.  (Of  agronpof  160  patients  subjected  to  subtotal 
gastrectomy,  cholecystectomy,  resection  of  the  colon 
with  anastomosis  or  closure  of  a Cf)lostomy,  .seventy- 
eight  received  no  antibiotics  and  eighty-two  were 
given  strei)tomycin  plus  ])enicillin  prophylactically. 
The  average  number  of  days  of  hos])ital  stay  after 
operation  in  untreated  patients  was  twelve  days 
while  in  treated  patients  it  was  14., I days.  “Infec- 
tion” or  atelectasis  developed  in  twice  as  many 
])atients  who  were  given  drugs  as  in  those  who  did 
not  receive  prophylaxis.  The  postoperative  course 
was  febrile  almost  three  times  more  often  when  the 
antibacterial  compounds  were  administered.  Very 
significant  is  the  fact  that  the  incidence  of  infections 
and  i)Ostoperativefever  was  higher  in  treated  than  in 
untreated  patients.  This  suggests  that  therapy  actu- 
ally favored  the  development  of  these  complications. 

% * 

.Antimicrobial  agents  should  not  he  administered 
for  either  theraj^eutic  or  prophylactic  jnirposes  ex- 
cept in  those  situations  in  which  clinical  e.x])erience 
indicates  that  they  will  produce  beneficial  effects. 
In  the  field  of  surgery,  this  involves  i)rimarily  the 
avoidance  of  the  use  of  antibiotics  for  the  ]>revention 
of  infection,  especially  in  so-called  “clean”  or 
“elective"  procedures.  Alany  .studies  have  now 
established  the  fact  that  in  practically  every  instance 
in  which  the  jiurpose  of  prophylaxis  is  to  eliminate 
or  reduce  the  risk  of  invasion  by  any  and  all  types  of 
microorganisms,  failure  is  the  rule  ; on  the  contrary, 
when  its  aim  is  the  prevention  of  infection  l)y  a 
s])ecific  organism,  and  this  is  attempted  with  a 
single  drug,  a high  degree  of  success  is  predictable. 

. . . Extracted  from  paper  titled 

Siiperinfection  : Complication  of 

.Antimicrobial  Therapy  and  Prophylaxis 

by  Louis  W’einstein,  .Am.  J.  Surg.  107 :704  (.April)  1964. 
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Patent  Ductus  Arteriosus 

Although  this  lesiox  is  not  the  commonest  in 

• congenital  heart  disease  it  is  probably  the  most 
widely  known  and  accounts  for  about  13  per  cent 
of  children  born  with  congenital  heart  disease. 
Failure  of  the  patent  ductus  to  close  spontane- 
ously. or  shortly  after  birth,  is  not  well  understood 
but  certain  experimental  imestigations  indicate 
hypoxia  is  a factor.  Although  eyeryone  is  familiar 
with  the  results  of  closure  of  the  patent  ductus  as 
first  performed  by  Gross  in  1938  in  older  children, 
it  is  only  in  recent  years  that  it  has  been  recognized 
as  a cause  of  congestiye  heart  failure  in  infancy. 
This  is  probably  because  a continuous  murmur  may 
not  be  present  in  the  infant  in  heart  failure. 
Inability  to  recognize  that  an  isolated  lesion,  such 
as  a patent  ductus,  may  cause  congestiye  failure  has 
probably  led  to  mistaken  diagnoses.  If  any  doubt 
exists,  a retrograde  aortogram  with  injection  of 
contrast  media  into  the  brachial  artery  shows  im- 
mediate filling  of  the  pulmonary  yascular  tree.  We 
haye  operated  upon  at  least  150  babies  with  this 
isolated  lesion  with  an  extremely  low  mortality. 
There  is  some  difference  of  opinion  with  regard  to 
suture  ligation  yersus  diyision.  and  this  is  still  con- 
troyersial  (see  Fig.  1 i.  A yery  careful  suture  liga- 
tion should  not  result  in  recurrence ; certainly  a 
diyision  should  neyer  result  in  recurrence.  Occa- 
sionally a patent  ductus  arteriosus  may  produce 
irreyersible  pulmonary  yascular  disease,  in  which 
case  the  flow  will  eyentually  be  from  right  to  left 
and  interruption  of  the  ductus  results  in  death. 

V entricular  Septal  Defect 
This  is  the  most  common  lesion  in  congenital 
heart  disease  and  is  often  present  with  associated 
defects  in  which  case  it  probably  accounts  for  about 
25  per  cent  of  all  congenital  heart  disease.  The  com- 

*An  address  delivered  before  the  Rhode  Island  Hospital 
House  Officers  Association,  at  Providence.  R.  I..  April  24, 
1964. 


mon  site  for  a ventricular  septal  defect  is  high  in 
the  membranous  portion  of  the  ventricular  septum 
and  the  defect  itself  can  present  a wide  variation  in 
size.  A small  defect  probably  spontaneously  closes 
or  causes  little  embarrassment  to  a patient's  life. 
The  larger  defect,  however,  causes  left  to  right 
shunts  of  varying  degree  with  the  danger  of  pro- 
ducing irreversible  pulmonary  artery  disease  or  left 
ventricular  failure. 

Indications  for  operation  in  childhood  are  not  vet 
properly  delineated,  but  an  enlarged  heart  with  pul- 
monary systemic  flow  ratios  of  over  2 to  1 is  prob- 
ably an  indication  for  closure  of  a ventricular  septal 
defect.  Although  at  one  time  direct  closure  was  pop- 
ular. most  surgeons  prefer  to  use  a patch  closure  of 
the  septal  defect.  The  danger  of  interfering  with 
conduction  system  by  suturing  through  the  bundle 
of  His  has  in  recent  years  been  avoided  by  a better 
knowledge  of  its  position,  as  it  lies  along  the  inferior 
margin  of  the  ventricular  septal  defect  (see  Fig.  2 ). 
The  mortality  in  uncomplicated  isolated  ventricular 
septal  defects  with  closure  using  the  heart-lung 
machine  should  be  in  the  neighborhood  of  5 per 
cent.  It  has  been  our  practice  to  avoid  operation  in 
those  cases  where  a pansystolic  murmur  is  absent 
and  low  pulmonary  systemic  flow  ratios  are  present. 

Atrial  Septal  Defect 

With  increasing  diagnostic  tools  atrial  septal 
defects  in  childhood  are  now  commonly  diagnosed. 
The  common  or  garden  variety  of  secundum  defect 
is  usually  not  discovered  before  the  age  of  about 
two  years  (see  Fig.  3).  The  murmur  in  the  pul- 
monary area  is  usually  soft  and  a fixed  splitting  of 
the  second  sound  is  a very  useful  diagnostic  sign. 
A rise  in  oxygen  saturation  in  the  right  atrium  on 
heart  catheterization  proves  the  diagnosis.  Closed 
methods  have  been  abandoned  and  open  methods 
consist  of  either  using  inflow  occlusion  and  hypo- 
thermia or  the  heart-lung  machine.  Our  own  pref- 
erence is  for  the  use  of  hypothermia  and  inflow 
occlusion : in  over  250  patients  our  mortality  rate 
has  been  ^ per  cent. 

There  are  more  complicated  forms  of  atrial  septal 
defect  which  are  variously  classified  under  the  name 
of  endocardial  cushion  defects.  These  are  usually 
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associated  with  a cleft  in  the  mitral  valve,  which 
must  he  repaired  at  the  time  of  surgery:  >Tud  for 
this  the  heart-luug  machine  is  necessary.  Left  axis 
deviation  in  the  electrocardiogram  is  almost  invari- 
ably i)resent  in  these  cases  and  is  very  useful  in 
the  diagnosis. 

Coarctation  of  the  Aorta 

Coarctation  of  the  aorta  falls  into  two  distinct 
types  : the  adult  or  postductal  type  and  the  infantile 
or  preductal  type  (see  Fig.  4).  In  the  adult  or 
postductal  type  the  ductus  is  usually  closed  and 
the  coarctation  may  he  relatively  asym])tomatic  for 
years.  A diagnosis  is  made  only  because  of  high 
blood  pressure  in  the  arms  and  absent  femoral 
pulses.  Resection  and  end-to-end  anastomosis  is 
very  satisfactory.  Although  the  optimum  time  for 
performing  resection  and  end-to-end  anastomosis 
has  been  popularly  thought  to  he  between  the  ages 
of  10  and  14,  because  of  failure  of  growth  at  the 
anastomotic  site,  this  is  no  longer  tenable.  Inter- 
rupted sutures  placed  at  the  anastomotic  site  will 
allow  the  site  to  grow  as  the  child  grows,  and  we 
feel  that  the  optimum  age  for  operation  should  he 
between  4 and  6 years. 

In  preductal  coarctation  we  are  dealing  with  a 
different  problem  altogether.  There  is  usually  an 
associated  defect,  a ventricular  septal  defect  in  one 
third  of  our  cases.  The  ductus  is  always  widely 
patent  and  is  distal  to  the  coarctation.  These  infants 
are  likely  to  present  in  cardiac  failure  in  the  first 
few  months  of  life  and  then  go  on  to  die.  However, 
a 50  per  cent  salvage  can  he  obtained  if  these  infants 
are  operated  upon  early,  with  a resection  of  the 
coarctation  and,  naturally,  division  of  the  ductus. 

Pulmonic  Stenosis  with  Normal  Aortic  Root 

If  the  stenosis  is  mild  the  patient  may  remain 
asymptomatic ; and  operation  is  not  indicated,  at 
least  not  in  childhood.  If,  however,  on  right  heart 
catheterization  studies  the  gradient  across  the  pul- 
monary valve  is  greater  than  50  mm.  Hg.,  we  feel 
that  the  valve  should  he  divided  (see  Fig.  5). 


usually  encountered  seen  in  later 


in  infancy  childhood 

Fig.  5.  The  transarterial  approach  is  very  satisfac- 
tory; physiological  infundibular  hypertrophy  will 
disappear  in  childhood. 


Potent  Ductui  A r tenOio  s - Suture  Ltgotion 


Fig.  1.  The  Short,  wide  ductus  should  be  divided. 


Ventricular  Septal  Defect  - Membranous  Type 


Fig.  2.  Careful  technique  avoids  the  production  of 
catastrophic  heart  block. 


Atfiol  Septal  Defect  — Secundum  Type 


Fig.  3.  Direct  closure  employing  hyothermia  and  in- 
flow occlusion  carries  a mortality  of  one-half  per 
cent  in  250  cases. 


Coorctotion  Of  The  Aorto 


Fig.  4.  Preductal  coarctation  is  seen  in  the  first 
month  of  life,  usually  in  failure  due  to  associated 
defects. 


continued  on  next  page 
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Although  there  are  many  advocates  of  the  trans- 
ventricular  approach  and  tlie  use  of  the  heart-lung 
machine,  our  own  approach  is  inflow  occlusion  and 
hypothermia  and  division  of  the  valve  under  direct 
vision.  The  mortality  should  be  extremely  low,  even 
in  infancy,  as  a life-saving  procedure.  The  edges  of 
the  cut  valve  become  epithelialized  and  do  not 
re-fuse  as  has  been  proved  by  numerous  catheter 
studies. 


Aortic  Stenosis 

It  is  now  becoming  increasingly  evident  that 
aortic  stenosis  is  not  un  uncommon  lesion  in  child- 
hood or  even  in  infancy  and  that  operation  can  be 
undertaken  with  promising  results  and  with  an  ex- 
tremely low  mortality  rate  using  inflow  occlusion 
and  the  heart-lung  machine.  The  lesion  is  usually 
in  the  valve  itself  with  fusion  of  the  commissures, 
and  simple  division  relieves  the  condition  (see  Fig. 
6 ) ; or  the  lesion  may  he  below  the  valve  in  the  form 
of  a diaphragm,  which  can  be  excised  ( see  Fig.  7). 
These  patients  should  have  a very  good  outlook. 
There  is  a rare  muscular  type  in  which  the  results 
are  not  as  good. 


Vascular  Rings 

Compression  of  the  trachea  and  oesophagus  may 
he  caused  by  a number  of  mediastinal  vascular 
anomalies  (see  Fig.  8).  The  condition  is  recognized 
in  a child  who  has  unexplained  periods  of  apnea, 
choking  on  feeding,  and  blue  spells  in  the  absence 
of  any  heart  murmurs.  Diagnosis  can  he  confirmed 
by  a barium  swallow  and  bronchoscopic  examina- 
tion. This  lesion  is  often  unrecognized,  hut  should 
be  suspected  in  the  infant  who  has  any  of  the  above 
signs.  Division  of  the  vascular  ring  often  affords 
dramatic  relief  of  symptoms. 

Tetralogy  of  Fallot 

In  the  cyanotic  group  the  most  common  lesion  is 
tetralogy  of  Fallot,  in  which  increasing  cyanosis  is 
noticed  after  birth  and  the  physical  characteristics 
are  those  of  cyanosis,  blue  spells,  squatting  in  later 
childhood,  clubbing  of  the  fingers,  and  limited  exer- 
cise tolerance.  The  neonate  presents  a real  problem 
in  management : although  a shunting  procedure 
may  be  attempted,  it  usually  fails.  After  si.x  months 
of  life  a shunting  procedure,  preferably  that  of 
Blalock-Taussig  type,  gives  uniformly  good  results. 
The  long-term  survival,  five  to  ten  years,  has  been 
well  documented. 

With  the  advent  of  open  heart  surgery  total  cor- 
rection can  be  accomplished  by  removing  all  the 
obstruction  to  the  pulmonary  outflow  tract  and 
closing  the  large  ventricular  septal  defect  which  is 
present  as  a result  of  the  overriding  aorta  (see  Fig. 
9).  ^Mortality  from  this  operation  is  becoming  less 
as  experience  grows  and  the  technical  aspects  of 
artificial  heart-lung  machines  improve,  and  also 
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Aortic  Stenosis  - Valvular  Type 


Fig.  6.  Division  of  a fused  cusp  must  be  very  accu- 
rate. 


Subaortic  Stenosis-  Diaphragma tic  Type 


Normal  Aortic 
valve. 


Diaphragm  across 
anterior  two  thirds  of  the 
left  ventricular  outflow. 


Fig.  7.  Subdiaphragmatic  stenosis  should  give  excel- 
lent long  term  results. 


Vosculor  Rings  Compressing  Trocheo  And  Esophogus 


Fig.  8.  Dramatic  improvement  may  be  achieved  by 
division  of  a vascular  ring. 


with  a better  selection  of  patients.  At  the  present 
time  our  figures  and  those  of  many  others  are  in 
the  neighborhood  of  10  per  cent. 

Transposition  of  the  Great  Vessels 
This  lesion,  usually  thought  to  be  rare,  is  now 
recognized  as  comprising  about  25  per  cent  of 
cyanotic  congenital  heart  disease,  tetralogy  of 
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Total  Correction  Of  Tetrology  Of  Fallot 


Fig.  9-  The  mortality  from  open  correction  is  stead- 
ily decreasing. 


a recently  introduced  popular  operation  of  anasto- 
inosi.s  of  the  ])ulnionary  artery  to  the  superior  vena 
cava  (se<?  h'ig.  10),  have  »iven  i)roinisin<^  palliative 
results. 

d here  are  other  less  common  conditions,  such  as 
total  anomalous  pulmonary  venous  drainage,  mitral 
stenosis  and  insufficiency,  and  others,  that  are  not 
included  in  this  pajier.  As  can  he  seen,  we  feel  the 
operative  approach  is  gradually  increasing  in  its 
sco])e  and  the  outlook  for  these  infants  is  steadily 
becoming  more  hopeful  as  surgical  technicpies 
improve. 

(Drawings  by  Mr.  A.  Wright  reproduced  l)y  permission 
from  Advances  in  Surgery,  edited  by  Dr.  Claude  E.  Welch, 
to  be  published  by  Year  Book  Medical  Publishers,  Inc., 
Chicago.) 


Superior  Covo-Righl  Pulmonary  Artery  Anastomosis 


Fig.  10.  A shunting  procedure  (Glenn)  decreases 
right  ventricular  work. 


Fallot  65  to  70  per  cent  of  the  remainder.  If  the 
child  hasn’t  got  tetralogy  of  Fallot  he  probably  has 
transposition  of  the  great  vessels,  if  he  is  cyanotic 
from  birth.  The  mortality  is  extremely  high,  90  per 
cent  dying  within  the  first  year  of  life ; of  these, 
most  die  within  the  first  six  months  of  life.  It  has 
only  been  in  recent  years  that  there  was  any  hope 
for  correction  of  these  patients  and  the  odd  surgical 
success  has  been  achieved.  A palliative  procedure, 
introduced  many  years  ago  by  Blalock  and  Hanlon, 
seems  to  us  an  ideal  method  of  handling  a very  sick 
infant.  After  creating  an  atrial  septal  defect  in  early 
infancy  a total  correction  mav  he  undertaken  in  the 
second  year  of  life.  Isolated  successes  have  been 
reported ; these  remain  surgical  feats.  W'e  have 
recently  developed  a simplified  technique  which 
offers  promising  results.  The  introduction  of  a peri- 
cardial baffle  on  the  medial  side  of  the  heart  re- 
directs the  pulmonary  venous  blood  to  the  right 
ventricle  and  the  systemic  venous  return  to  the  left 
ventricle. 

T ricuspid  Atresia 

This  is  the  other  cyanotic  group  which  presents 
a difficult  problem  in  management.  Total  correction 
is  probably  in  tbe  distant  future.  Palliative  proce- 
dures, such  as  systemic-pulmonary  anastomosis  or 


THE  NEWER  PSYCHIATRY 
Mental  Illness  of  MDs’  Waives 
Ascribed  to  Distorted  Image 
According  to  Dr.  James  L.  Evans  of  the  Institute 
of  Living  of  Hartford,  Connecticut,  speaking  before 
the  120th  annual  meeting  of  the  American  Psychi- 
atric Association,  wives  of  physicians  may  become 
mentally  ill  because  they  hold  a distorted  image  of 
their  husbands.  Fifty-one  physicians'  wives  were 
studied.  He  continued  : 

“Fourteen  patients  were  very  close  to  their 
fathers.  Twelve  were  thought  by  tbeir  therapists 
to  have  re-created  the  father-daughter  relation- 
ship with  their  husbands.  Eighteen  were  consid- 
ered to  have  conflicts  concerning  their  feminine 
identification. 

“The  husliands  were  considerably  older  than 
these  patients,  in  10  cases  eight  or  more  vears 
older.  vSexnal  relations  were  compatible  in  only 
nine  out  of  39  couples. 

“Alarriage  to  an  older  man,  whose  position  is 
associated  with  an  omnipotent,  understanding, 
protecting,  curing  capacity,  may  have  represented 
an  attempt  by  many  of  these  patients  to  deal  with 
unresolved  oedipal  fantasies,  and  their  illness  may 
have  developed  when  the  equilibrium  of  the  ad- 
justment was  disrupted  either  by  tbe  doctor’s 
personality  attributes,  as  seen  by  his  wife,  or  by 
his  increasing  preoccupation  with  his  work. 

Feelings  of  Inadequacy 

“The  difficulty  these  women  had  in  identifying 
with  rejecting  or  domineering  mothers  may  have 
contributed  to  their  feelings  of  inadequacy  as 
women,  as  wives,  and  as  mothers.” 

. . . E.xtracted  from  Medical  Tribune,  May  25,  1964. 
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Progress  Notes  . . . 

SOME  PRESENT  DAY  CONCEPTS  OE  THE  THERAPY  OE 
DISEASES  OE  THE  THYROID  GLAND* 

Milton  W.  Hamolsky,  m.d. 


The  Author.  Milton  If’.  Hamolsky,  m.d.,  of  Provi- 
dence, Rhode  Island.  Physician-in-Chief , Rhode  Island 
Hospital;  Broien  University  Professor  of  Medicine  at 
R.  I.  Hospital;  Lecturer  in  Medicine,  Harvard  Med- 
ical School;  Consultant  in  Medicine,  Beth  Israel 
Hospital,  Boston,  Miriam  and  j’eterans  Administra- 
tion Hospitals.  Providence. 


■Cor  this  prese.xtatiox  I shall  attempt  to  discuss 
certain  practical  clinical  considerations  relating 
to  the  treatment  of  three  major  abnormalities  of 
thyroid  function,  namely  hyperthyroidism,  hypo- 
thyroidism, and  thyroid  nodules. 

Hyperthyroidism  or  Thyrotoxicosis 
Once  the  diagnosis  has  been  made,  the  physician 
is  faced  with  the  rather  unique  situation  in  medi- 
cine of  having  to  select,  for  his  specific  patient,  the 
l)est  therapy  from  among  four  effective  approaches. 

The  first  is  stable  iodine,  Lugol's  solution  or  a 
saturated  solution  of  potassium  iodide.  This,  the 
earliest  effective  therapeutic  approach,  has  gener- 
ally been  ahondon'ed  as  the  sole  definitive  agent 
because  the  concept  has  emerged  that  all  cases  of 
hy])erthyroidism.  although  initially  benefited,  in- 
variably escape  from  iodide  control.  Thus  the  agent 
is  now  used  either  in  a diagnostic-therapeutic  test 
in  suspected  cases  of  mild  or  borderline  hyperthy- 
roidism or  for  a week  or  two  preoperatively  in  a 
])atient  being  controlled  with  an  anti-thyroid  goit- 
rogen  prior  to  subtotal  thyroidectomy.  But  it  is 
worth  your  reconsideration  since  hyperthyroidism 
in  a small  number  of  patients  may  be  definitively, 
simply,  and  safely  controlled  by  stable  iodine  alone 
for  periods  of  from  6-18  months,  following  which 
the  disease  appears  arrested  or  cured.  Such  cases 
fall  primarily  into  one  of  two  categories : first,  the 
young,  adolescent  or  teen-age,  mild  hyperthyroid 
and  second,  the  elderly  patient  with  a mild  case  of 
diffuse  toxic  goiter.  Thus,  although  this  is  not  a 
common  solution,  its  consideration  does  provide 
additional  flexibility  in  the  management  of  selected 
cases. 

The  second  major  approach  is  the  long-term, 

*Presented  at  the  153rcl  .Annual  Meeting  of  the  Rhode 
Island  Medical  Society,  at  Providence,  R.  I.,  Alay  5,  1964. 


definitive  administration  of  one  of  the  antithyroid 
goitrogens  of  the  thiocarbamide  group,  such  as 
propylthiouracil  or  tapazole.  These  agents  act  pri- 
marily by  interfering  with  the  st  nthesis  of  thyroid 
hormone  within  the  thyroid  gland.  The  average 
initial  dosage  schedule  consists  of  300-400  mgm.  of 
propylthiouracil  or  30-40  mgm.  of  tapazole  given 
in  three  or  four  divided  doses.  In  severelv  ill 
patients,  as  much  as  1000-1200  mgm.  of  propyl- 
thiouracil a day  may  be  needed  initially.  It  is  per- 
tinent to  note  that  the  medication  should  be  given 
at  regularly  spaced  intervals : if  given  three  times 
daily,  it  should  be  given  every  eight  hours  and  not 
on  the  usual  breakfast,  lunch,  and  dinner  schedule, 
which  ])ermits  an  inordinately  long  interval  and 
partial  escape  from  control  between  the  dinner  dose 
and  the  first  of  the  following  morning.  Lenkoevte 
counts  should  he  taken  twice  a week  for  the  first 
few  weeks  and  the  patient  informed  of  the  need  to 
notify  the  i)hysician  of  a sore  throat,  fever,  or  rash, 
which  may  indicate  a toxic  reaction.  As  the  clinical 
hy])erthyroidism  subsides  and  the  laboratorv  tests 
such  as  the  basal  metabolic  rate  ( BMR),  protein 
bound  iodine  (PBI),  or  red  cell  triiodothyronine 
(RBC  T-3  ) uptake  fall  to  normal  levels,  the  dosage 
may  be  gradually  reduced  so  as  to  avoid  bypothy- 
roidism.  Some  clinics  then  routinely  add  about  2 
grains  (120  mgm.)  of  desiccated  thyroid  daily  to 
provide  adequate  circulating  hormone  and  thus 
prevent  overstimulation  and  enlargement  of  the 
thyroid  from  the  pituitary  gland  due  to  inadequate 
thyroid  hormone  levels.  Thyroid  should  be  added 
in  any  event,  if  the  thyroid  gland  progressively 
enlarges  during  therapy  or  when  propylthiouracil 
is  selected  for  the  therapy  of  thyrotoxicosis  during 
pregnancy — a safe,  eft'ective  method  for  mother  and 
baby,  but  requiring  even  more  critically  that  hypo- 
thyroidism be  avoided.  There  has  been  an  impres- 
sion that  persistent  enlargement  of  the  thyroid 
gland  throughout  propylthiouracil  therapy  indi- 
cates a strong  likelihood  of  recurrence  following 
its  cessation.  It  is  suggested  that  anti-thyroid  ther- 
apy be  maintained  for  at  least  136-2  years. 

This  method  has  been  used  eft'ectively  in  certain 
clinics  as  the  sole,  definitive  therapy  for  most  hyper- 
thyroid jjatients.  But  the  potential  toxicity  (even 
though  extremely  small),  the  prolonged  period  of 


SOME  PRESENT  DAY  CONCEPTS  OF  THE  THERAPY  OF  DISEASES  OF  THE  THYROID  GLAND 


337 


medical  management  required,  and  jirincipallv  the 
liigh  recurrence  rate  ( the  l)est  results  are  of  the 
order  of  50  per  cent  recurrence,  and  as  high  as  80 
per  cent  has  been  claimed ) have  led  several  ob- 
servers to  feel  that  this  therapeutic  modality  is  best 
used  in  jjatients  with  hyi)erthyroidism  as  a pre- 
operative preparation  rather  than  as  a long-term, 
final  therapy. 

The  third  therapeutic  approach  consists  of  the 
medical  theraj)y  of  hyperthyroidism  with  propyl- 
thiouracil as  stated  above  until  a euthyroid  state 
is  reached,  followed  by  the  use  of  stable  iodine  for 
a 1-2  week  interval  to  decrease  the  vascularitv  of 
the  gland  and  thus  facilitate  surgery,  followed  by 
a subtotal  thyroidectomy.  This  time-honored  ther- 
apy is  effective,  generally  quicker  than  medical 
management,  and  is  considered  the  method  of 
choice  for  younger  patients  in  many  clinics  when 
carried  out  by  a com])etent  surgeon.  Consideration 
must  still  he  given  to  the  very  small  incidence  of 
hypoparathyroidism,  recurrent  laryngeal  nerve  in- 
jury, and  subsequent  recurrence  of  thyrotoxicosis. 

The  fourth  method  of  therapy,  the  administra- 
tion of  therapeutic  doses  of  radioactive  iodine,  has 
been  widely  used  since  1946  and  has  become  a 
standard  method  in  many  clinics.  The  radioactive 
iodide  is  selectively  concentrated  within  the  thyroid 
gland,  and  the  radiation  from  its  beta  rays  destroys 
the  hyperfunctioning  thyroid  tissue.  Certain  clinics 
still  reserve  this  therapy  for  patients  over  forty 
years  of  age  unless  there  is  recurrent  thyrotoxicosis 
or  some  other  life-limiting  or  life-threatening  med- 
ical disease.  However,  based  on  the  satisfactory 
results  and  lack  of  significant  complications  over 
an  18  year  experience  others  are  now  utilizing  this 
agent  in  younger  age  groups  also.  The  method  is 
simple  and  effective ; about  80-85  per  cent  of 
patients  are  cured  with  a single  dose,  10  per  cent 
require  a second  dosage,  and  about  5-10  per  cent 
develop  hypothyroidism,  although  there  is  a recent 
suggestion  of  an  increased  incidence  of  late,  or 
delayed,  hypothyroidism.  Although  the  cure  re- 
quires a longer  time  interval  than  with  surgery, 
it  has  been  possible,  when  desired,  to  use  a com- 
bined therapy  — the  administration  of  propyl- 
thiouracil or  iodide  beginning  a few  days  after  the 
dose  of  1-131  which  effectively  brings  the  patient 
under  control  for  a period  of  1-3  months  until  the 
1-131  has  effected  its  result. 

There  has  been  no  indication  of  subsequent 
malignancy  in  the  1-131  treated  thyroid  gland  or 
in  any  other  tissue ; no  adverse  effect  on  menstrua- 
tion, fertility,  or  indeed  on  any  bodily  function ; 
and  no  abnormality  in  the  offspring  of  women  or 
men  previously  treated  with  1-131.  Reports  have 
ajjpeared  of  leukemia  following  1-131  therapy,  but 
at  the  present  writing  the  incidence  appears  to  he 
within  or  less  than  the  antici])ated  rate  in  a com- 
parable group  of  untreated  patients. 


W e have  found  this  to  he  highly  effective  therapy 
in  hyj)erthyroidism  in  older  patients,  in  recurrent 
thyrotoxicosis,  or  in  young  patients  with  other 
serious  di.seases.  It  can  he  used  to  treat  nodular  as 
well  as  <li ffu.se  to.xic  goiter.  In  certain  instances 
the  nodules,  being  the  overactive  source  of  the 
thyrotoxicosis,  disappear  following  thera])y.  In 
other  instances,  in  which  the  nodules  may  he  solely 
a coincidental  finding,  they  may  remain  after  the 
euthyroid  state  is  established  and  then  must  he 
treated  as  any  nodule  in  a euthyroid  patient  as  will 
l)e  discussed  subsequently. 

Hypothyroidism  and  Myxedema 

The  major  problem  here  remains  the  matter  of 
diagnosis.  The  interval  between  onset  of  symptoms 
( retrospectively  established  ) and  diagnosis  is  still 
in  general  5 years.  The  spectrum  of  hypothyroidism 
has  gradually  been  exi)anded  to  include  many 
milder  cases.  Thus,  it  is  jmimarily  incumbent  upon 
the  physician  to  maintain  his  “high  index  of  sus- 
picion,” for  good  laboratory  tests  are  available 
today  to  confirm  the  diagnosis  in  most  instances. 

Once  the  diagnosis  is  made,  this  represents  pos- 
sibly the  ideal  medical  disease,  for  therapv  is  sim])le, 
generally  effective  ( returning  abnormalities  in 
essentially  every  system  of  the  hodv  to  normal), 
inexpensive  (a  few  pennies  a day ),  and  life-lasting. 

The  “old  standby,”  desiccated  thyroid,  remains 
a highly  effective  therapy.  Two  to  3 grs.  (120  to 
180  mgm.  ) taken  orally  will  suffice  for  most  pa- 
tients. A few  patients,  possibly  with  impaired 
absorption,  will  require  larger  doses.  W’e  have 
found  it  advisable,  in  older  patients  with  demon- 
strated or  i)Otential  coronary  artery  disease,  to  start 
with  very  small  doses  of  the  order  of  1 16th  to  ^^th 
of  a grain  (4-8  mgm.)  and  graduallv  increase  at 
3-4  weekly  intervals  by  progressive  increments  of 
34  or  grain  (8-15  mgm.)  based  upon  clinical 
improvement.  Recent  reports  have  indicated  that 
some  of  the  more  purified  whole  extract  prepara- 
tions actually  have  a mixture  of  thyroxin  and 
triiodothyronine,  the  two  active  thyroid  hormone 
compounds,  so  that  these  preparations  may  lead  to 
spurious  effects  on  the  protein  bound  iodine  (FBI) 
which  may  be  used  to  follow,  in  the  laboratory,  the 
response  of  the  patient.  This  may  be  obviated  by 
the  use  of  the  synthetic  l-thyroxin,  now  conimer- 
ciallv  availaljle  and  finding  more  and  more  favor. 
A comparable  dose  is  roughly  0.1  mgm.  of  thyroxin 
as  the  equivalent  of  1 grain  (60  mgm.)  of  desic- 
cated thyroid.  Certain  clinics  believe  that  this  prep- 
aration may  permit  a smoother  course  of  replace- 
ment therapy  for  some  patients,  a more  steady  and 
reliable  FBI  level,  which  generally  runs  higher 
when  this  medication  is  used,  and  an  effect  in  a 
few  patients  when  desiccated  thyroid  appears  not 
to  lie  working  as  well.  But,  in  general,  there  is  no 
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evidence  of  any  qualitative  superiority  of  this  puri- 
fied product  in  most  patients. 

The  same  can  l)e  said  for  the  newer  triiodothv- 
ronine  or  Cytomel.®  This  compound,  a naturallv 
occurring  physiologic  hormone,  which  differs  from 
thyroxin  chemically  only  in  that  it  has  one  less  atom 
of  iodine  in  its  formula,  is  different  from  thyroxin 
biologically  in  that  its  onset  of  action  is  more  ra])id 
and  it  is  more  ])otent.  microgram  for  microgram. 
A comparable  dose  of  triiodothyronine  is  about 
25-35  fj-g.  as  the  equivalent  of  1 grain  of  desiccated 
thyroid,  thus  leading  to  a dose  of  about  75-100  /“g. 
as  daily  replacement  in  myxedema.  Despite  earlv 
claims  to  the  contrary,  there  is  no  evidence  of  anv 
fundamental  qualitative  difference  or  superioritv  of 
this  preparation  over  desiccated  thyroid  or  thyroxin 
in  most  hypothyroid  patients.  It  has  the  theoretical 
advantage  of  a more  rapid  onset  of  action  which 
might  he  useful  in  the  rare  instance  of  myxedema 
coma  or  that  hypothyroid  patient  as  yet  untreated 
or  incompletely  treated  who  might  suddeidv  require 
anesthesia  and  surgery  on  an  emergencv  basis.  It  is 
pertinent  to  remember  that  the  use  of  triiodothy- 
ronine leads  to  a decreased  serum  PBI.  or  a failure 
of  the  PBI  to  increase,  as  it  does  with  desiccated 
thyroid  or  thyro.xin  during  successful  therapy. 

There  are  two  important  clinical  problems  in 
which  thyroid  deficiency  has  been  postulated  and 
thyroid  replacement  advocated,  hut  in  which  the 
actual  scientific  bases  for  both  diagnosis  and  ther- 
apy have  been  repeatedly  challenged  or  denied.  The 
first  is  the  use  of  thyroid  in  patients  with  menstrual 
irregularities  or  infertility.  The  thyroidologist  says 
that  most  of  these  patients  are  normal  or  euthyroid, 
and  he  points  to  normal  or  slightly  lowered  BMR’s 
of  doubtful  significance,  normal  PBI  levels.  RBC 
T-3  uptake  values,  and  thyroid  1-131  uptakes.  The 
competent,  critical  gynecologist  or  obstetrician 
says : “That’s  all  very  interesting,  hut  I believe  I 
have  seen  several  instances  where  menstrual  regu- 
larity has  been  established,  where  pregnancy  has 
supervened  in  a formerly  infertile  patient  follow- 
ing the  use  of  thyroid  after  ‘several’  or  ‘all’  other 
therapeutic  attempts  have  failed.”  And  there  the 
matter  rests  today.  Because  true  hypothyroidism 
does  adversely  affect  menstruation  and  fertility,  it 
would  appear  wise  to  consider  this  seriously  in  such 
problems  and  to  carry  out  one  or  more  thyroid 
diagnostic  tests.  If  the  tests  are  inconclusive  or 
borderline,  or  as  some  say  in  any  case,  a trial  of 
thyroid  appears  justified  because  it  is  so  simple 
and  safe  in  virtually  every  instance.  If  any  effect  is 
obtained,  the  subsequent  slow,  gradual  withdrawal 
of  thyroid  may  he  used  as  a confirmatory  check  of 
any  real  cause-and-effect  relationship. 

Another  area  of  currently  unresolved  contro- 
versy concerns  the  claimed  syndrome  of  hypome- 
taholism  without  hyi)othyroidism,  the  so-called 
“euthyroid  hypometaholism.”  These  are  persons 
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with  vague  symptomatology  : fatigue,  malaise,  tend- 
ency to  being  overweight,  feeling  bloated,  cold,  and 
— “achy  in  the  joints,” — so  very  common,  yet  inde- 
terminate and  disturbing  to  patient  and  doctor 
alike.  The  physician  is  encouraged  when  a low 
BMR  (less  than  — 20)  is  found,  then  perplexed 
when  all  other  tests  are  normal,  then  frustrated 
when  jtrogressively  larger  doses  of  thyroid  fail  to 
elevate  the  BMR  or  help  the  patient  whose  svmp- 
toms  therefore  are  attributed  to  psvchogenic  causes. 
In  our  clinic,  after  long  and  painstaking  search  in 
every  patient  in  our  hospital  with  a BMR  of  less 
than  — 20.  we  found  a very  small  number  who  fitted 
the  above  criteria,  yet  then  responded  with  an 
increased  BMR  and  clinical  improvement  to  the 
use  of  triiodothyronine  ( Cytomel® ) alone,  or  in 
conjunction  with  thyroxin,  in  doses  assumed  equiv- 
alent to  the  previously  ineffective  desiccated  thy- 
roid or  thyroxin.  Others,  having  failed  to  confirm 
these  findings,  believe  that  there  is  no  such  entity 
and  that  the  low  BMR  is  essentially  the  “lower  end 
of  the  normal  biological  distribution  curve.”  As 
clinicians,  you  will  have  to  keep  an  open  mind  and 
attemjjt  your  own  assessment.  Resolution  of  this 
problem  awaits  more  definitive  studies. 

Another  note  of  caution  is  indicated  concerning 
the  need  to  rule  out  hypothyroidism  secondary  to 
hypopituitarism.  This  may  be  suggested  to  the 
clinician  by  the  absence  of  the  characteristic  skin 
changes  of  primary  hypothyroidism  (thickening, 
roughening,  dryness,  and  coldness  of  the  skin)  and 
a lack  of  the  usual  increased  serum  cholesterol  level 
of  primary  hypothyroidism.  It  may  he  confirmed 
by  a test  of  the  1-131  thyroid  uptake  following  the 
administration  of  thyroid  stimulating  hormone 
(TSH  ).  The  low  1-131  uptake  of  hypothyroidism 
due  to  hypopituitary  function  will  be  increased  by 
TSH  whereas  that  secondary  to  primary  hypothy- 
roidism will  not.  It  is  important  to  differentiate 
these  conditions  since  the  administration  of  thyroid 
to  the  individual  with  hypothyroidism  secondary 
to  pituitary  deficiencv  may  precipitate  an  adrenal 
crisis  due  to  the  coexistent  lack  of  adrenocortico- 
trophic  hormone  (ACTH)  and  adrenal  function. 

Once  therapv  for  hypothyroidism  has  been  insti- 
tuted, it  is  essential  to  alert  the  patient  and  a re- 
sponsible member  of  the  family  to  the  need  for  life- 
long continuation  of  therapy,  otherwise  the  patient, 
feeling  better,  may  discontinue  his  medication  with 
a resulting  insidious  recurrence  of  hypothyroidism 
which  may  not  he  suspected  or  established  for  many 
months. 

A final  consideration  is  that,  if  thyroid  medica- 
tion is  to  be  omitted  in  order  to  test  for  its  con- 
tinuing need  in  a patient  previously  on  the 
medication,  it  is  important  to  decrease  the  dose 
gradually,  at  grain  (30  mgm. ) decrements  each 
for  a 3-4  week  period.  Otherwise,  the  sudden  ces- 
sation of  thyroid  administration,  which  in  itself 


339 


JULY,  1964 

suppresses  normal  thyroid  function,  will  lead  to 
a rebound,  apparent  hypothyroid  state  in  10  days 
to  2 weeks,  thus  deluding  the  jKitient  and  doctor 
into  thinking  that  true  hypothyroidism  did  exist. 

Thyroid  Nodules 

Xodules  of  the  thyroid  gland  present  a common 
and  difficult  problem.  The  fundamental,  and  at 
times  heated,  disagreement  as  to  the  proper  ther- 
apy of  the  thyroid  nodule  remains  unresolved. 
Those  who  favor  surgical  removal  point  to  the 
variable  incidence  of  malignancy  in  their  experi- 
ence ( 10-15  per  cent ) , and  the  inability  to  rule  out 
malignancy  reliably  by  clinical  and  laboratory  meas- 
ures without  surgery,  whereas  those  unconvinced 
point  to  the  very  high  incidence  of  nodules,  the 
low  incidence  of  malignancy,  the  ability  to  "man- 
age” these  cases  by  exogenous  thyroid  suppressive 
therapy.  Certain  considerations  appear  pertinent : 

1.  About  10  per  cent  of  malignancies  of  the 
thyroid  gland  have  essentially  100  per  cent  mor- 
tality within  one  year  despite  all  attempted  thera- 
pies. These  are  the  small-cell,  lymphoma-like, 
fibrosarcoma-like,  or  oat-cell  like  types.  The  other 
90  per  cent  comprise  the  papillary  and  follicular 
lesions.  These  range  in  biological  malignancy  from 
a cpute  benign  lesion  which  may  remain  dormant 
or  recur  locally  and  be  adequately  excised  repeat- 
edly over  many  years  without  serious  effect  on  the 
patient,  to  that  lesion  which  metastasizes  early  to 
the  lymph  nodes,  or  to  lung,  bones,  or  liver  and  is 
quite  lethal. 

2.  The  incidence  of  malignancy  appears  dis- 
tinctly higher  in  nodules  in  young  people. 

3.  There  is  no  fundamental  difference  in  the 
nature  of  the  problem  in  single  vs.  multiple  nodules. 

4.  Certain  malignancies  retain  the  capacity  to 
concentrate  radioactive  iodide  or  to  he  suppressed 
by  exogenous  thyroid  which  acts  by  decreasing  the 
pituitary  stimulation  of  the  thyroid  gland. 

Thus,  between  tbe  extreme  viewpoints  ( 1 ) that 
all  nodules  should  be  removed  and  ( 2 ) that  no 
nodules  need  be  removed  but  may  be  managed  by 
suppressive  exogenous  thyroid  therapy,  a middle 
course  such  as  the  following  may  be  worthy  of 
consideration.  Xodules  in  children  and  young  adults 
should  be  considered  highly  suspicious  and  should 
be  removed  either  ])romptly  or  after  a short  trial  of 
suppressive  therapy.  In  older  patients,  clear  indi- 
cations for  surgery  would  involve  hoarseness, 
mechanical  obstruction  to  respiration  or  swallow- 
ing, a bard  fixed  nodule,  or  a significant  increase 
in  size  of  the  nodule.  In  the  al.)sence  of  such  clear 
indications,  it  may  be  helpful  to  carry  out  a scan- 
ning of  the  gland  by  radioactive  iodide.  If  the  nodule 
is  clearly  “hot,”  that  is,  concentrates  more  iodide 
than  the  surrounding  thyroid,  it  is  probably  benign 


( altbough  one  e.xceptit)n  bas  been  noted  ) and  need 
not  be  removed.  If  tbe  nodule  is  “cold,”  that  is.  less 
active  icKlide  uptake  than  the  surrounding  tissue, 
one  is  really  no  better  off  than  before  the  scanning. 
Currently  we  are  attempting  to  shrink  the.se  nodules 
by  adequate  suppressive  dosage  of  desiccated  thy- 
roid, thyroxin,  or  triiodothyronine,  doses  which 
can  he  shown  to  su])press  sub.sequent  1-131  u])take 
to  below  an  arbitrary  6-8  i)er  cent.  At  intervals  of 
3-6  weeks,  the  nodule  is  checked.  If  it  remains 
about  the  same  size  or  becomes  smaller,  continuous 
medical  therapy  is  indicated  for  a period  of  time. 
If  the  nodule  enlarges,  surgery  will  he  indicated. 
If  it  shrinks,  no  surgery  need  he  undertaken  in 
general.  The  real  problem  remains  tho.se  nodules 
which  do  not  change  obviously  during  therapy,  and 
which,  unfortunately,  constitute  the  large  majority 
of  cases  in  our  experience.  Here,  the  total  evalua- 
tion of  the  patient  is  indicated.  And  we  do  not  have 
the  evidence  at  this  time  which  ])ermits  a dogmatic 
answer.  In  general,  if  the  ])atient  is  over  50  and  has 
any  other  significant  medical  disease,  we  tend  to 
defer  surgery ; if  the  patient  is  in  good  medical 
condition  and  the  nodule  persists  desi)ite  suppres- 
sive therapy  we  tend  to  favor  surgical  removal. 
The  former  consideration,  that  of  a single  nodule 
being  more  likely  to  be  malignant  and  multiple 
nodularity  giving  one  a greater  sense  of  security, 
no  longer  appears  valid,  as  the  clinical  distinction 
is  notoriously  inexact  and  malignancies  have  been 
found  in  each  situation.  Thus,  we  end  where  we 
began  ; we  need  considered,  competent  clinical  judg- 
ment of  the  total  problem  rather  than  any  arbitrary, 
predetermined  set  of  criteria. 


FOUNDATION  NAMES  DR.  PEARSON 

Rudolph  W.  Pearson,  M.D.,  well-known  otolaryn- 
gologist, of  Providence,  has  been  appointed  Rhode 
Island  State  Chairman  of  the  Deafness  Research 
Foundation,  it  was  announced  today  by  Gordon  D. 
Hoople,  M.D.,  Medical  Advisor  to  the  Foundation. 

The  Deafness  Research  Foundation  is  a national 
voluntary  non-profit  organization  that  promotes 
scientific  research  into  all  types  of  ear  disorders, 
fosters  greater  public  awareness  of  the  seriousness 
of  deafness,  and  is  currently  conducting  a nation- 
wide public  education  campaign  urging  people 
with  ear  disorders  to  bequeath  their  inner  ear 
structures  to  medical  research. 

As  Rhode  Island  State  Chairman,  Dr.  Pearson 
will  act  as  spokesman  for  DRF  at  state  and  regional 
medical  meetings,  serve  as  liaison  between  the 
Foundation,  the  medical  profession  and  the  general 
public,  and  reply  to  inquiries  about  medical  aspects 
of  ear  disorders  addressed  to  the  Foundation  by 
people  in  Rhode  Island. 

Dr.  Pearson  will  also  attempt  to  further  DRF’s 
educational  program  by  soliciting  the  cooperation 
of  all  the  news  media  of  the  state. 
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Progress  Notes  . . . 

RECOGNITION  AND  MANAGEMENT  OF  ACUTE 
THORACIC  PROBLEMS 

J.  John  Yashar,  m.d. 


The  Author.  John  Yashar,  m.d.  of  Providence.  Rhode 
Island.  Associate  Surgeon.  Cardio-V  oscular  and 
Thoracic  Surgery,  Miriam  Hospital,  Providence. 
Active  Staff,  Thoracic  and  Cardio-l’ oscular  Surgery, 
Miriam  Hospital;  Thoracic  and  Cardio-V  oscular 
Surgeon  Active  Staff,  Memorial,  Rhode  Island,  Roger 
JVilliams,  Our  Lady  of  Fatima,  and  St.  Joseph's 
Hospitals. 


General  Considerations 

CERT.-MX  GEX’ERAL  Considerations  are  of  a prime 
importance  in  thoracic  conditions  which  require 
emergency  treatment.  The  first  of  these  is  REC- 
OGXITIOX  that  an  acute  thoracic  problem  exists. 
It  should  be  remembered  that  occasionally  severe 
intrathoracic  injury  may  occur  with  little  or  no 
obvious  external  sign  of  trauma.  In  real  emer- 
gencies, the  House  Officer  does  not  have  enough 
time  to  take  an  adequate  history  and  routine  phys- 
ical examination.  He  should  rely  upon  the  infor- 
mation he  can  obtain  b}-  inspection,  palpation,  and 
percussion  in  order  to  proceed  with  the  immediate 
care.  If  the  patient's  condition  permits,  x-ray 
studies  of  the  chest  and  abdomen  may  give  impor- 
tant help  in  establishing  the  extent  of  intrathoracic 
injury.  Many  times  thoracic  emergencies  are  asso- 
ciated with  other  injuries,  such  as  to  the  brain,  face, 
jaw,  neck,  abdomen,  or  extremities. 

Immediate  Management 
RESPIRATORY  OBSTRUCTIOX:  The 
most  important  information  revealed  by  the  first 
glance  at  the  patient  is  whether  or  not  he  has  an 
adequate  airway.  An  airway  can  frequently  be 
established  by  merely  pulling  on  the  tongue  and 
cleaning  the  pharynx  of  blood  and  mucus.  Endo- 
tracheal suction  may  be  essential  to  clear  the 
respiratory  tract.  If  a clearer  airway  cannot  be 
established  either  because  of  excessive  secretion  or 
massive  trauma  and  edema  of  the  oropharynx, 
intubation  with  endotracheal  tube  or  tracheotomy 
should  be  performed.*  To  accomplish  endotracheal 
suction  with  a catheter,  the  patient's  chin  should 
be  in  the  midline  and  slightly  elevated,  with  the 
tongue  pulled  out.  The  catheter  is  passed  through 
one  nostril  into  the  pharynx ; with  inspiration  it  is 
advanced  through  the  larynx  into  the  trachea. 


The  types  of  patients  with  chest  injuries  most 
likely  to  need  tracheostomy  or  endotracheal  intu- 
bation are  those  presenting  ( 1 ) coma  from  an  asso- 
ciated head  injury.  (2)  an  associated  maxillofacial 
wound.  ( 3 ) a flail  chest,  and  ( 4 ) excessive  secre- 
tion from  the  tracheobronchial  tree.  Tracheostomv 
should  be  done  when  it  is  first  suspected  that  one 
may  be  necessary,  rather  than  waiting  until  it  is 
absolutely  essential.* 

HYPOTEXSIOX  AXD  SHOCK:  There  is 
no  substitute  for  blood  in  a hypovolemic  shock.  In 
a real  emergency  from  massive  blood  loss,  Rh  nega- 
tive blood  may  be  given  until  final  cross-matching 
is  available.  Plasma  expanders  should  be  used  if 
blood  is  not  available.  \’asopressor  drugs,  such  as 
Aramine,®  Levophed,®  and  Xeosynephrine.®  are 
recommended  in  normovolemic  shock,  or  only  for 
the  first  few  minutes  of  hypovolemic  shock  until 
the  blood  or  plasma  expanders  are  available.  It  is 
advisalile  in  such  patients  to  insert  a large  intra- 
venous catheter  percutaneously  or  through  a cut- 
down.  The  use  of  oxygen  is  indicated  in  the  emer- 
genc\-  care  of  the  chest  injury  with  any  degree  of 
respiratory  difficulty,  but  where  circulatory  col- 
lapse is  jmesent  its  use  is  particularly  urgent. 

Simple  Chest  Wall  Injury  with  Fracture  of  Rib 

Treatment  for  one  or  two  rilt  fractures  without 
jjaradoxical  motion  consists  of  simple  strapping  of 
the  affected  chest  in  young  patients  and  intercostal 
ner\  e lilock  with  1 per  cent  procaine  solution,  cov- 
ering an  area  two  inches  above  and  below  the  site 
of  the  fracture.  The  intercostal  nerve  block  may  be 
repeated  every  six  to  twelve  hours  if  the  pain  is 
severe  and  incapacitating.  Strapping  of  the  chest 
should  not  be  used  in  patients  over  forty  years  of 
age  because  of  restriction  of  respiration  and  pul- 
monary complications.  If  the  pain  is  the  prime  lim- 
iting factor  in  expanding  the  chest,  sedatives  and 
opiates  may  be  used  with  caution  in  relatively  small 
doses  and  repeated  every  three  to  four  hours.^ 

Multiple  rib  fractures  may  lead  to  flail  chest  with 
paradoxical  motion  of  that  part  of  the  chest  which 
has  been  crushed.  This  very  serious  injury  leads  to 
marked  embarrassment  of  cardiorespiratory  physi- 
ology. It  is  important  in  such  cases  to  make  the 
chest  stable  by  an  external  or  internal  support.-'^ 
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Placing  the  patient  on  the  injured  side  will  fre- 
quently give  sufficient  support  if  the  fractures  are 
in  the  axillary  line.  Placing  sandhags  in  the  axilla 
or  even  on  the  chest  may  he  of  value  in  securing 
stability  of  the  chest  for  a short  period.  If  the  para- 
doxical motion  is  severe,  it  should  he  treated  with 
emergency  tracheostomy^  and  fixation  of  the  chest 
wall  either  hy  towel  clips  or  by  the  insertion  of  a 
Kirschner  wire  passed  underneath  the  sternum.  If 
the  pain  is  persistent,  intercostal  nerve  block  may 
be  used.  The  use  of  respirators,  such  as  those  of 
Engstrom  or  Bird,  being  attached  either  to  the 
tracheotomy  tulie  or  to  the  face  mask,  is  of  great 
help  in  such  patients,  who  invariably  manifest 
marked  embarrassment  of  respiratory  physiologv’, 
associated  with  hypoxia,  hypercapnia,  and  acidosis. 

Hemothorax 

If  hemothorax  is  not  extensive,  it  is  best  man- 
aged by  repeated  thoracentesis.  If  a large  volume 
of  hemothorax  is  present,  the  fluid  may  be  aspirated 
hy  a vacuum  bottle  containing  citrated  solution.^’^ 
One  should  not  hesitate  completely  to  evacuate  the 
pleural  cavity  of  blood  and  air.  If  the  hemothorax  is 
massive  or  recurs  after  repeated  aspirations,  it 
should  he  treated  with  thoracotomy  and  ligation  of 
the  bleeding  point.  Inadequate  and  too  infrequent 
aspiration  of  the  chest  may  lead  to  an  organized 
hemothorax  of  considerable  size. 

Pneumothorax 

Pneumothorax  may  he  spontaneous  or  a result 
of  chest  trauma.  If  the  pneumothorax  is  less  than 
15  per  cent,  it  should  he  treated  with  needle  as])ira- 
tion,  usually  in  the  second  intercostal  space  at  the 
midclavicular  line.  If  the  pneumothorax  is  larger 
than  15  per  cent  or  is  associated  with  a considerable 
amount  of  hemothorax,  it  is  best  treated  with  closed 
thoracotomy.  Closed  thoracotomy  can  he  performed 
under  local  anesthesia  with  1 per  cent  procaine. 
A 1 cm.  incision  is  made  at  the  level  of  the  second 
intercostal  space  in  the  midclavicular  line,  and  a 
No.  18-24  catheter  is  inserted  into  the  chest  through 
a trocar.  The  tube  should  l)e  connected  to  under- 
water sealed  drainage  and  suction  apparatus.® 

Cardiac  Tamponade 

Extravasation  of  blood  into  the  ])ericardium  may 
l)e  the  result  of  blunt  trauma,  such  as  a steering- 
wheel  injury,  as  well  as  of  a penetrating  or  per- 
forating wound  of  the  heart.  This  condition  is  char- 
acterized by  (1)  small  quiet  heart,  (2)  falling 
arterial  pressure,  and  (3)  rising  venous  pressure. 
Once  the  diagnosis  is  established,  fluid  should  be 
aspirated  from  the  pericardium  by  the  insertion  of 
a \o.  18  spinal  needle  passed  below  the  xijdioid 
process  into  the  pericardial  cavity.**  The  aspiration 
may  he  repeated  every  two  or  three  hours  if  indi- 
cated. In  case  of  persistent  cardiac  tamponade,  peri- 
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cardiotomy  and  ligation  of  the  bleeding  point  is 
indicated. 

Open  W'ound  of  the  Chest 
All  “sucking  wounds”  of  the  chest  should  he 
closed  immediately  hy  occlusive  dressing,  such  as 
petrolatum  gauze  ne.xt  to  the  skin  and  a more  bulky 
outer  dressing  held  in  place  hy  overlapping  adhesive 
straps.  As  soon  as  the  patient’s  condition  permits, 
the  wound  is  closed  hy  snture  under  endotracheal 
anesthesia. 

T horaco- Abdominal  In  jury 
Injuries  in  the  lower  thoracic  cage  may  he  asso- 
ciated with  suhdiaphragmatic  pathologv.  In  pene- 
trating wounds  of  the  lower  thoracic  cage,  the 
spleen,  liver,  and  stomach  are  frequently  injured. 
In  such  patients,  abdominal  tenderness  and  spasm 
may  be  hard  to  evaluate.  Careful  physical  exami- 
nation, x-ray  studies  of  the  abdomen  and  chest,  and 
a gradually  falling  hematocrit  will  confirm  the  diag- 
nosis. Once  thoraco-abdominal  injury  is  suspected, 
lajxirotomy  should  he  performed,  with  rej^air  of  any 
visceral  injury  and  closure  of  any  diaphragmatic 
defect. 

Summary 

The  following  principles  govern  the  emergency 
treatment  of  chest  injuries: 

1.  Early  recognition  of  the  existence  and  ex- 
tent of  the  thoracic  injury,  particularly  in  the 
presence  of  mnltiple  injuries. 

2.  Treatment  of  shock:  (a)  oxygen,  (b) 
transfusion,  (c)  control  of  pain  with  small  doses 
of  opiates  and  intercostal  procaine  l)lock. 

3.  Stabilization  of  the  chest  wall : (a)  closure 
of  sucking  wmund,  ( 1) ) fixation  of  the  crushed  chest 
wall. 

4.  Removal  of  air  and  blood  from  the  i)leural 
cavity  to  permit  expansion  of  the  lung:  (a)  inter- 
costal tube  drainage  for  pneumothorax  if  it  is  more 
than  15  per  cent  or  needle  thoracentesis  if  less  than 
15  per  cent,  (h)  aspiration  of  blood  from  the  pleural 
cavity.  Persistent  hemorrhage  is  an  indication  for 
thoracotomy. 

5.  Aspiration  of  retained  mucoid  secretion, 
extravasated  blood,  and  edema  fluid  from  the 
tracheobronchial  tree:  (a)  tracheal  aspiration,  (h) 
tracheostomy,  (c)  bronchoscopy,  (d)  encourage- 
ment of  cough,  with  relief  of  pain  by  small  doses 
of  opiates  or  hy  intercostal  procaine  block. 

6.  The  recognition  and  treatment  of  associated 
wounds  of  the  diaphragm  and  mediastinum. 
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CONTROL  OF  COMMUNICABLE  DISEASES 


1 INCUBATION 

DISEASE  ' PERIOD 

J 

PERIOD  OF 
COMMUNICABILITY 

ISOLATION 

OF  CASE 

CONTROL  OF  CONTACTS 

ADULTS  CHILDREN 

CHICKENPOX 

14-21  days. 

From  1 day  before  to  6 days 
after  rash  appears. 

Until  6 days  after 
rash  appears. 

None 

None 

DIPHTHERIA 

Usually  2-6  days. 

Variable.  Usually  2 weeks 
after  onset. 

Until  2 nose  and  throat 
cultures  taken  not  less 
than  24  hours  apart  are 
negative. 

Surveillance  by  physician  and  toxoid 
booster  at  his  discretion.  In  some 
situations,  exclusion  from  occupation 
or  school. 

INFECTIOUS 

HEPATITIS 

1 5 -50  days. 

Usually  25-35  days 

From  approximately  2 weeks 
before  onset  of  symtoms 
through  acute  phase. 

At  least  during  first 
week  of  illness. 

Gamma  globulin  0.  01  ml  per  pound  of 
body  weight  (I.  M.  } to  intimate 
contacts. 

MEASLES 

7-14  days.  Usually 

10  days 

4 days  before  to  5 days 
after  rash  appears. 

From  first  symptoms 
until  5 days  after 
rash  appears. 

None 

Modifying  or  preventive 
dose  of  gamma  globulin 
to  susceptible  siblings. 

MENINGOCOCCAL 

MENINGITIS 

1-10  days. 

Usually  3-7  days. 

Variable.  While  meningo- 
cocci present  in  nose  and 
throat  secretions. 

From  first  symptoms 
until  48  hours  after 
start  of  chemotherapy. 

Surveillance  by  physician. 

Sulfadiazine  prophylaxis  of  intimate 
contacts 

Children;  0.  5 gm  bid  for  two  days. 

Adults  1.  0 gm  bid  for  two  days. 

MUMPS 

14-28  days. 

Usually  18-21  days. 

From  6 days  before  onset 
until  glandular  swelling 
subsides. 

From  first  swelling 
until  glandular  swelling 
subsides. 

None 

None 

POLIOMYEUTIS 

7-21  days. 

Usually  7-12  days. 

Maximum  communicability 
from  3-4  days  before  onset 
to  2 weeks  after  onset.  Virus 
may  persist  in  feces  up  to  2 
months. 

Minimum  1 week  after 
onset  of  symptoms.  Two 
weeks  preferred. 

Type-specific  or  polyvalent  oral 
vaccine  to  susceptible  contacts. 

RUBELLA 
(German  Measlee) 

14-25  days 

Usually  18  days 

Not  known  exactly.  At  least 
for  4 days  after  first 
symptoms. 

For  4 days  from  onset 
of  symptoms. 

Gamma  globulin  0.  1 ml  per  pound  of 
body  weight  to  pregnant  women  in 
first  trimester.  Otherwise  none. 

SMALLPOX 

7-16  days. 

Usually  1 2 days. 

From  first  symptoms  to 
complete  disappearance  of 
scabs  and  crusts. 

Until  disappearance  of 
scabs  and  crusts. 

Usually  2-3  weeks. 

Vaccination  or  re -vaccination  as  soon 
as  possible  after  exposure. 

Surveillance  by  physician. 

STREPTOCOCCAL 

INFECTIONS 

2-5  days. 

Variable.  Seldom  longer 
than  24  hours  after  adequate 
antibiotic  therapy  started. 

From  first  symptoms  until 

24  hours  after  start  of 
adequate  antibiotic  therapy. 

Antibiotic  prophylaxis  of  intimate 
contacts  at  discretion  of  physician 
or  local  health  authority. 

SALMONELLA 

INFECTIONS 

Typhoid  fever 
(S.  typhi) 

6 -72  hours. 

Usually  8-18  hours. 

Variable.  During  active 
illness.  Carrier  states 
may  occur. 

Exclusion  from  food-handling 
occupations  until  cultures 
of  feces  repeatedly  negative. 

Stool  cultures  of  intimate  contacts 
to  detect  asymptomatic  carriers. 
Exclusion  from  food-handling 
occupations  until  stool  cultures 
repeatedly  negative. 

7-21  days. 

Usually  14  days. 

Variable.  As  long  as 
typhoid  bacilli  present 
in  feces. 

During  active  illness  and 
until  3 successive  negative 
urine  and  stool  cultures 
are  obtained. 

Same  as  for  other  salmonella  contacts. 

SHIGELLOSIS 

1-7  days.  [ Variable.  As  long  as  shigella 

Usually  4 days.  ' organisms  are  present  in  the 

' feces. 

Same  as  for  salmonella 
infections. 

Same  as  for  salmonella  infections. 

WHOOPING  COUGH 
(Pertussis) 

5-21  days.  From  7 days  after  exposure 

Usually  7 days.  i to  3 weeks  after  onset  of 

typical  paroxysmal  cough. 

From  first  symptoms  until 

21  days  after  onset  of 
paroxysmal  cough. 

None 

Exclusion  of  non-immune 
children  from  school  and 
public  gatherings  for 

14  days  after  last  known 
exposure. 

Division  of  Epidemiology 
January,  1964 
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HOSPITAL  BED  CAPACITY  AND  UTILIZATION 


Tn  A STATEMENT  ACCOMPANYING  the  recent  rate 
-*■  filing  of  Rhode  Island  Blue  Cross  before  the 
director  of  Business  Regulation,  the  following  sig- 
nificant paragraphs  are  of  interest : 

“While  various  cost  controls  and  new  patterns  of 
health  care  can  mean  some  overall  financial  savings 
for  subscribers,  the  key  to  substantial  savings  is  to 
provide  just  enough  hospital  beds  and  health  facili- 
ties to  meet  the  true  needs  of  the  community,  and 
no  more. 

“This  is  a basic  and  important  topic.  In  fact, 
there  is  probably  no  greater  single  area  of  concern 
which  will  result  in  more  significant  savings  to 
Blue  Cross  subscribers  than  that  of  area-wide  plan- 
ning of  health  care  facilities. 

“Once  built,  and  operating,  hospitals  are  unable 
to  reduce  the  number  of  their  emjiloyees  during 
slack  periods  for  the  same  reason  that  a fire  depart- 
ment cannot.  For  there  may  he  a community  epi- 
demic. a surge  of  accidents  at  any  time,  just  as  there 
may  he  a large  fire  at  any  time  in  a community.  It 
has  been  found  that  approximately  75  per  cent  of 
the  operating  costs  of  a typical  hospital  is  ‘ready-to- 
serve’  costs  and  has  no  direct  relationship  to  bed 
occupancy. . . . 

“While  Blue  Cross  feels  strongly  about  this 
important  area  of  community  concern  we  do  not 
have  the  jirerogative  [or  the  knowledge,  we  may 
say]  to  ascertain  whether  or  not  a particular  hos- 
pital can  or  cannot  add  a certain  number  of  new 
beds  and  services  to  its  jiresent  capital  facilities  — 
or  whether  or  not  a new  hosjiital  should  he 
constructed. 

“Within  every  communitv  there  is  strong  socio- 
logical and  emotional  appeal  to  having  the  best  and 
most  complete  health  care  facilities  possible  avail- 
able to  the  people  of  that  community.  The  human 
drive  to  provide  the  very  best  for  sick  loved  ones  is 
much  stronger  than  any  personal  guilt  feelings  (sic  j 
about  hospital  use,  or  overuse." 

Commenting  on  this  subject  in  The  Providence 
Siinda\  Journal  (April  19,  1964)  Air.  Selig  Green- 
berg stated  ; “In  the  opinion  of  some  of  the  nation’s 
leading  ex])erts  in  this  field,  needless  competition 
and  wasteful  duplication  of  facilities  and  services 
are  common  in  hospitals  and  have  contributed 


materially  to  skyrocketing  hospital  costs.  . . . 'I'hese 
inefficiencies  are  believed  to  stem  from  two  of  the 
basic  characteristics  of  the  voluntary  hosjjital 
system. 

“One  of  these  characteristics  is  the  diffusion  of 
administrative  authority  resulting  from  the  key  role 
played  by  doctors  in  the  functioning  of  hospitals  and 
the  pyramiding  of  their  costs.  The  other  is  the 
system’s  traditional  autonomy.  Having  grown  at 
random  rather  than  by  design,  the  hospitals  operate 
without  any  centralized  planning  or  effective  public 
controls  to  suit  the  community’s  over-all  needs." 

He  quoted  Senator  George  P.  Metcalf,  Chairman 
of  the  New  York  State  Senate’s  public  health  com- 
mittee. as  follows  : “Many  hospitals  are  preoccu])ied 
with  outdoing  one  another  in  size  and  prestige.  If 
one  hospital  builds  a new  wing,  the  other  hos])itals 
in  town  follow  suit,  whether  or  not  the  extra  beds 
are  needed.  And  as  soon  as  one  hospital  installs  an 
expensive  open-heart  surgery  unit  or  a costly 
cobalt-treatment  facility,  the  other  hospitals  in  the 
community  quickly  find  money  to  duplicate  the 
high-])riced  ecjuijiment.” 

On  April  16  The  Providence  Journal  in  an  edito- 
rial titled  “Empty  Hospital  Beds  Cure  No  Patients” 
(which  incidentally  was  illustrated  with  a photo- 
graph showing  three  empty  recovery  room  litters) 
stated : “An  effective  council  with  sufficient  influ- 
ence over  hospital  medical  staff’s  and  trustees  to 
keep  down  unnecessary  hospital  construction  woidd 
he  a boon  to  the  public  and  Blue  Cross  subscribers. 
As  additional  beds  are  installed,  hos])ital  costs  go 
up  ; and  as  hospital  costs  go  up,  so  do  Blue  Cross 
rates.  If  beds  have  less  than  optimum  use,  higher 
costs  do  not  improve  hospital  care  hut  only  increase 
the  patient’s  bill.” 

Finally  on  April  6 in  a review  by  Air.  Greenberg 
in  The  Providence  Journal  of  “The  Economics  of 
American  Aledicine”  by  Seymour  E.  Harris,  Air. 
Harris  is  quoted  as  calling  for  a more  rational 
organization  of  the  voluntary  hospital  system,  since 
“failure  to  plan  and  to  integrate  hospital  services 
and  excessive  building  of  small  and  high-cost  hos- 
pitals” contributes  substantially  (sic)  to  hospital 
costs. 

It  is  perplexing  to  attempt  to  correlate  these 

continued  on  next  page 
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views  and  come  up  with  a cogent  answer  to  the 
prol)leni.  That  liospital  construction  not  l)ased  upon 
central  planning  may  he  “a  cause"  of  increased  costs 
or  ‘‘contribute  to"  increased  costs  is  difficult  to 
contradict.  These  glib  statements,  however,  sug- 
gesting that  it  is  a major  or  even  snl)stantial  cause 
of  high  hospital  costs  in  Rhode  Island  is  without 
foundation  or  proof.  W’e  have  serious  doubts  that 
it  is  a major  cause  of  high  hospital  costs  in  this 
state.  The  inference  that  central  planning  will  affect 
substantially  the  upward  spiral  of  costs  will  lead  to 
serious  disappointments. 

The  most  recently  available  statistics  for  hospital 
occni)ancv  in  Rhode  Island  cover  the  fiscal  year  of 
1962.  For  the  general  hospitals  of  Rhode  Island 
these  vary  from  70.5  to  110  per  cent  as  follows; 
South  County  70.5,  Kent  County  71.4,  Newport 
72.8,  Onr  Lady  of  Fatima  75.6,  St.  Joseph’s  75.0, 
Roger  Williams  General  75.4,  Westerly  76,8, 
Rhode  Island  81.7,  \\  oonsocket  83.6,  Memorial  of 
Pawtucket  85.9,  and  Miriam  110.0  j^er  cent.  Opti- 
mum utilization  is  generally  stated  to  he  about  85 
])er  cent  — certainly  not  100  per  cent.  In  practically 
everv  instance  in  these  hospitals  general  medical 
and  surgical  beds  are  at  a premium.  The  relatively 
low  rate  census  in  several  of  the  hospitals  is 
accounted  for  by  nnderntilization  of  pediatric  and 
obstetric  beds.  Yet  the  nature  of  the  demand  in 
these  specialized  hospital  areas,  where  there  is 
characteristically  feast  or  famine,  and  yet  where 
specialized  and  segregated  facilities  must  he  pro- 
vided, allow  little  opportunity  for  flexibility.  And 
} et  no  one  could  conscientiously  make  a plea  for  a 
built-in  shortage  of  beds  in  these  categories  of  care. 
In  this  connection  it  is  interesting  to  note  that 
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Providence  Lying-In  Hospital  for  the  same  period 
had  a rated  occupancy  of  59.0  per  cent. 

What  hearing  do  the  views  of  Senator  Metcalf  of 
New-  York  have  on  the  local  scene?  We  can  only 
conclude  from  our  own  observations  that  hospital 
trustees  make  the  burdensome  and  reluctant  deci- 
sion to  furnish  and  finance  new  beds,  not  because 
other  hospitals  in  the  area  have  done  so,  but  because 
patients  are  clamoring  for  admission  to  non-existent 
beds.  The  two  cobalt  facilities  in  this  area  are  now 
being  used  to  capacity.  It  is  fully  expected  that  the 
third,  now  under  construction,  will  likewise  be  used 
to  capacity,  within  a relatively  short  time  after  it 
becomes  ojierative.  The  several  cardiac  surgerv 
facilities,  while  not  used  to  capacity,  have  provided 
stimulating  professional  competition  while  furnish- 
ing a highly  advanced  type  of  jiatient  care  and  medi- 
cal investigation  in  the  several  hospitals.  This  type 
of  intellectual  and  scientific  pursuit  contributes  to 
patient  welfare  and  certainly  cannot  he  compared 
to  an  oversupply  of  lathes  or  fire  engines  in  a 
community. 

\\'e  sulimit  that  any  attempt  to  keep  down  hos- 
pital utilization  by  limiting  the  number  of  hospital 
beds  would  be  unwise,  unwarranted,  and  a dis- 
service to  the  community.  While  we  cannot  take 
serious  exception  to  an  intelligent  effort  to  assist  in 
the  planning  of  the  location  and  selection  of  types  of 
hospital  facilities,  we  do  take  serious  exception 
to  any  effort  to  control  utilization  by  enforcing  a 
built-in  bed  shortage.  We  further  submit  that  there 
is  still  a verv  large  deficit  of  general  medical  and 
surgical  beds  in  this  state  and  that  additional 
hospital  construction  should  be  hailed  and  not 
discouraged. 


DOCTOR  VIDAL  CITED  FOR  DISTINGUISHED  SERVICE 


The  medical  profession  of  Rhode  Island  has 
reason  to  he  proud  of  the  achievements  of  its 
members  through  the  years,  and  that  pride  is 
increased  when,  from  time  to  time,  community 
recognition  is  deservedly  given  to  a member  for 
outstanding  work  that  has  been  done  effectively 
and  with  a minimum  of  pulilicity. 

Such  public  recognition  was  given  last  month  by 
Rivier  College  of  Nashua,  New  Hampshire,  to 
Doctor  Jeannette  E.  \’idal  of  West  Warwick.  We 
are  all  pleased  by  this  recognition  of  Doctor  Audal’s 
medical  and  community  services,  and  the  more  so 
because  it  redounds  to  the  prestige  of  the  sizable 
group  of  women  physicians  in  our  state  medical 
society. 

In  commending  Doctor  \'idal,  Rivier  College 
stated : 

“A  college’s  alumnae  are  often  the  yardstick  by 
which  its  educational  acumen  can  he  measured. 


their  achievements  a living  symbol  of  the  high 
standards  it  maintains. 

"W  hen,  in  an  age  like  ours,  one  that  offers 
women  a challenge  more  fruitful  for  good  than  any 
other  era  in  history  — when  in  such  an  age,  a college 
can  look  hack  on  twenty  years  of  achievement  by 
one  of  its  first  graduates  and  find  what  Rivier  has 
found,  it  has  every  right  not  only  to  rejoice  hut 
somehow  to  single  out  a life  made  rich  by  truly 
Christian  self-giving. 

‘‘Jeannette  E.  \hdal,  a native  of  M'est  Y’arwick, 
Rhode  Island,  received  her  A.IL  in  1937  at  Rivier’s 
first  Commencement.  Awarded  the  degree  of 
Doctor  of  Medicine  cum  laude  in  1943  by  the 
University  of  Montreal.  Dr.  Vidal  immediately  set 
out  on  what  was  to  be  a career  of  remarkable 
versatility. 

“From  the  start  she  has  been  on  the  active  staff' 
of  Rhode  Island  Hospital,  serving  as  Assistant 
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Physician  of  the  Department  of  Medicine.  Respond- 
ing to  the  call  of  duty  closer  to  her  home,  she  sinuil- 
taneonsly  has  served  on  the  staff  of  the  Kent  Comity 
Alemorial  Hospital  where  she  was  chairman  of  the 
Record  Committee  and  is  jiresently  a member  of  the 
Library  Committee. 

" Early  in  her  career  Dr.  \hdal  was  elected  sec- 
retary of  the  Kent  Comity  Medical  Society,  the 
following  year  vice-president,  and  in  1948  was 
named  president.  She  has  since  served  on  its  Board 
of  Censors  and  its  Board  of  Directors.  A member  of 
the  Rhode  Island  INledical  Society,  she  gave  iinstint- 
ingly  of  her  time  and  efforts  on  several  of  its  most 
active  committees  : the  Committee  on  Pnblic  Laws, 
on  Medical  Economics,  on  the  Benevolence  Fund 
and  on  the  Library  Committee. 

“Perenially  young  in  outlook  and  fully  aware  of 
and  responsive  to  human  values,  both  in  and  out  of 
her  chosen  field.  Dr.  Vidal  found  time  on  an  abnor- 
mally crowded  schedule  to  take  active  jiart  in  the 
Mid-Century  White  House  Conference  on  Children 
and  Youth,  and  in  the  Catholic  \\  omen’s  Club  of 
West  Warwick. 

“She  served  on  the  Board  of  Directors  of  the 
Rhode  Island  Cancer  Society  and  of  the  Rhode 
Island  Heart  Association.  A member  of  the  Amer- 
ican Medical  Association,  the  .American  Aledical 
Women’s  Association,  the  W orld  Medical  Associa- 
tion. she  is  also  active  in  the  Rhode  Island  Depart- 
ment of  Health  Rheumatic  Fever  Programs. 

“More  recently  and  in  connection  with  her  work 

SYPHILIS 

RHODE  ISL.A.XD  DEPARTMENT  OF  HEALTH 

Communicable  Disease  Report  for  1963  shows 
390  cases  of  syphilis  for  the  year  — a 57  per  cent 
increase  in  four  years  over  1960  when  the  low  point 
of  248  cases  was  rej^orted  in  the  State.  ( )f  these 
390  cases.  60  were  primary,  secondary  or  early 
latent,  or  in  other  words  continuously  or  intermit- 
tently infectious.  Rhode  Island  e.xperience  thus 
parallels  that  of  the  nation.  In  1947  the  nation 
reported  106,000  cases  of  syphilis,  but  incidence 
fell  to  a low  of  6,000  cases  in  1954,  then  rose  again 
to  20,000  cases  by  1962.  And  these  were  only  the 
re])orted  cases.  Here  then  is  documented  for  Rhode 
Island  a melancholy  recrudescence  of  disease 
thought  conquered  by  penicillin’s  magic. 

Penicillin  was  in  1943  shown  to  l)e  a dramatic 
improvement  over  arsenic  and  bismuth  treatment 
for  syphilis  but  was  in  short  supply  until  the  end  of 
the  war.  Then  it  ap])eared  everywhere  as  treatment 
for  all  kinds  of  diseases  : pneumonia  and  osteomye- 
litis, bronchitis,  and  the  common  cold  as  well  as  for 
syphilis.  A “shot’’  became  the  treatment  of  choice 
for  every  fever,  and  the  popiffation  was  saturated 
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at  the  Kent  County  Memorial  Hospital,  she  accepted 
to  serve,  on  a purely  voluntary  basis,  as  .Medical 
Director  of  a Home  Care  I’ilot  .Study  and  Research 
Program,  inaugurated  for  the  first  time  in  Rhode 
Island  at  the  recpiest  of  the  ho.s])ital  administrator. 
Her  ability  to  influence,  to  lead  and  to  ins])ire,  the 
ease  with  which  she  brings  to  human  suffering  the 
.sympathy  and  devotion  only  a ])rofoundlv  Christian 
woman  can  bring  to  it,  augurs  well  for  the  success 
of  this  her  latest  professional  venture.  The  choice  of 
Dr.  Vidal  for  this  undertaking  was  applauded  with 
rare  unauimity  among  her  friends  and  colleagues. 

“These  no  donbt  were  .some  of  the  achievements 
that  led  Alundelein  College  of  Chicago  in  1954  to 
confer  the  Magnificat  .Medal  upon  Dr.  Vidal.  'I'hat 
year  she  was  chosen  for  the  award  from  among 
alumnae  of  Catholic  \\  omen’s  Colleges  across  the 
country  as  one  who,  ‘utilizing  her  college  training, 
has  intensified  ai)])reciation  for  Christian  social 
living  by  the  character  of  her  own  life  and  her 
contribution  to  social,  scientific,  philanthropic  or 
religious  leadership.’ 

“In  recognition,  therefore,  of  the  humane  char- 
acter of  her  marvelous  industry,  of  the  deep  com- 
passion of  her  womanl}-  heart  wholly  devoted  to  the 
service  of  Cod  in  her  fellowman,  of  her  genuine 
grasp  of  what  it  is  to  be  truly  a ‘man  of  science,’  we 
the  Trustees  and  President  of  Rivier  College  are 
happy  to  confer  on  Jeannette  E.  \'idal  the  degree  of 
Doctor  of  Science,  honoris  causa." 

TODAY 

with  penicillin.  This  was  the  time  when  syphilitic 
treatment  was  reduced  from  years  in  the  clinic  to 
weeks  in  a private  doctor’s  office.  Public  funds  for 
rapid  treatment  centers  diminished,  and  the  epi- 
demiologic investigation  of  contacts  by  public  clinics 
devolved  upon  the  private  doctor  who  was  ill- 
equipped  to  undertake  such  work.  In  retros])ect  it 
seems  plausible  that  “happeustance”  treatment  of  a 
variety  of  diseases  with  penicillin  erased  many  of 
the  undiagnosed  and  unrecognized  cases  of  early 
infectious  syphilis.  Now  penicillin  saturation  of  the 
population  has  vanished  never  to  return,  with  rec- 
ognition of  sensitization  to  the  drug  and  more  strict 
indications  for  its  use.  .And  syphilis,  which  many 
thought  was  eradicated,  is  back  to  plague  us.  It  now 
seems  that  we  must  revert  to  earlier  methods  of 
control.  .A  whole  generation  has  grown  up  with 
little  knowledge  of  syphilis. 

Syphilis  is  a matter  of  lesion  to  lesion  contact. 
Every  diagnosed  infectious  case  has  at  least  one 
other  associated  case.  .And  epidemiologic  investiga- 
tion must  find  both  the  source  and  the  spread  of  the 
disease,  “shoe-leather"  epidemiology.  The  key  to 

continued  on  next  page 
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the  conquest  of  syphilis  is  treatment  of  the  undiag- 
nosed early  infections  case.  Diagnosis  becomes  diffi- 
cult during  incnhation  of  the  disease  and  in  those 
unconcerned  to  seek  diagnosis  and  treatment.  The 
private  phj'sician  is  well  situated  to  treat  syphilis, 
hut  he  must  request  epidemiologic  help  to  investi- 
gate and  bring  to  treatment  those  individuals 
involved  in  the  local  epidemic  so  characteristic  of 
the  disease.  A review  of  the  modern  treatment  of 
svphilis  — 24  million  units  of  benzathine  penicil- 
lin G in  two  simultaneous  injections,  or  procaine 
])enicillin  G units  in  three  divided  doses  3 days  apart. 
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or  aqueous  procaine  penicillin  G,  600,000  units  daily 
for  8 days  — underscores  the  hrevitv  of  medication. 
These  brief  theraj^eutic  efforts  have  uncovered  an 
epidemiologic  problem,  “the  vicious  cycle,”  where 
the  initially  treated  patient  is  reinfected  by  his  own 
contacts  before  the  local  epidemic  is  unraveled.  The 
evidence  today  suggests  that  syphilis  will  not  again 
decline  to  6,000  cases  a year  until  physicians  recover 
their  former  high  level  of  suspicion  and  couple  it 
with  a co-o])erative  eff  ort  that  involves  the  epidemi- 
ologists of  the  Health  Department.  Only  then  will 
the  “great  po.x"  he  controlled. 


THE  TWO  WILBURS 


Now  THAT  RHODE  ISLAND  has  passed  a medical 
care  for  the  aged  act  under  Kerr-lMills,  which, 
according  to  our  own  estimable  Representative 
John  E.  Fogarty,  is  the  best  in  the  country  (and 
may  or  may  not  be ) , we  can  in  a more  relaxed  mood 
look  at  the  national  scene. 

According  to  news  reports,  the  persistent  A'ilhur 
J.  Cohen,  Assistant  Secretary  for  Legislation  in  the 
Dejiartment  of  Health,  Education  and  Welfare,  has 
appeared  before  the  House  Ways  and  Means  Com- 
mittee with  his  brief  case  bulging  with  proposals 
and  formulas  for  dealing  with  the  problem  of  health 
care  for  the  aged.  These  hearings  are  being  held  to 
decide  the  fate  of  the  Administration’s  King- 
Anderson  hill,  which,  of  course,  was  presumably 
written,  not  by  IMessrs.  King  and  Anderson,  but  by 
Mr.  Wilbur  J.  Cohen.  Mr.  Wilbur  J.  Cohen,  in  case 
some  memories  need  refreshing,  is  the  same  gentle- 
man who  for  the  past  thirty  years,  since  Xew  Deal 
days,  has  authored  a whole  series  of  hills  aimed  at 
the  socialization  of  medical  practice,  beginning  with 


the  infamous  Murray- Wagner-Dingell  hill.  He  is 
said  to  have  off'ered  to  the  committee  for  its  con- 
siderations dozens  of  variations  as  alternatives  to 
the  King-Anderson  approach. 

Presiding  at  the  hearings  is  another  Wilbur,  the 
Honorable  Wdlhur  3Iills  ( Democrat  of  Arkansas  ), 
Chairman  of  Ways  and  Means  and.  of  course, 
co-sponsor  with  the  late  Senator  Kerr  of  Oklahoma 
of  the  Kerr-Mills  hill.  Mr.  Mills,  of  course,  has 
been  the  chief  obstacle  thus  far  to  passage  of  the 
King-Anderson  hill.  There  are  apocryphal  rumors 
that  chairman  Mills  is  disillusioned  with  the  way 
Kerr-lMills  has  been  working  out.  Mills  himself, 
however,  remains  as  unscrutable  as  ever,  allowing 
as  how  he  still  sees  a great  deal  wrong  with  King- 
Anderson. 

In  the  meantime  more  and  more  states  are  adopt- 
ing Kerr-Mills  programs,  while  others  are  broad- 
ening the  scope  of  laws  already  in  effect.  While  the 
manein  ering  goes  on  both  in  puldic  and  behind  the 
scenes,  the  two  \\'ilhurs  carry  on  their  morality  play. 


GLASS  DOORS 


A RECENT  TRAGEDY  ])oints  Up  the  serious  risk  to 
life  and  limb  posed  by  that  favorite  of  modern 
architects,  the  ])late  glass  door.  An  eight-year-old 
girl  in  Florida  recently  ran  through  the  plate  glass 
door  of  her  parents’  new  home,  not  realizing  that  it 
was  shut.  She  sustained  multiple  lacerations  from 
the  shattered  glass  and  bled  to  death  before  reach- 
ing a hospital.  In  a Providence  place  of  worship 
a woman  received  a frightening  head  injury  in  a 
similar  accident. 

Each  year  an  amazing  40,000  persons  attempt  to 
walk  through  glass  doors,  picture  windows,  or 
walls.  Some  6,000  individuals  require  hospitaliza- 
tion annually  because  of  lacerations  and  hemor- 


rhage from  this  tyi)e  of  accident. 

[Many  public  buildings  and  places  of  assembly 
have  attem])ted  to  solve  the  problem  by  applying  to 
the  glass  decals  or  other  decorations  to  provide  for 
an  eye-catching  contrast.  Building  codes  and  safety 
ordinances  covering  public  places  should  require 
safety  factors  to  guard  against  this  danger.  In  addi- 
tion to  decals  metal  push  bars,  warning  signs,  or 
door  lettering  are  some  of  the  devices  which  may  he 
utilized  to  lessen  this  danger. 

Since  plate  glass  doors  and  walls  are  in  them- 
selves so  dangerous,  architects  and  builders  should 
srive  attention  to  these  matters  wherever  such  in- 

o 

stallations  are  planned  in  the  future. 
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THE  PRESENT  STATUS  OE  SURGERY  FOR 
CONGENITAL  CARDIAC  ANOMALIES 


PUBLISHED  ELSEWHERE  ill  this  issue  is  ail  excel- 
lent review  by  William  T.  Mustard  of  Toronto 
of  the  present  status  of  surgery  for  congenital 
anomalies  in  pediatric  ])atients.  This  subject,  often 
jiresented  in  complex  and  exotic  phrases,  is  here 
reduced  to  its  simplest  terms.  \\'e  are  impressed 
with  the  increasing  standardization  of  procedures 
in  this  field  and  with  the  rapidly  declining  mor- 
tality statistics.  It  is  comforting  to  know  that  the 
work  in  this  specialty  in  Rhode  Island  hospitals 
conforms  to  the  best  practice  in  North  America. 

THE  EXPANSION 

TJublished  in  this  issue  is  the  address  of 
^ President  Barnaby  C.  Keeney  of  Brown  Uni- 
versity to  the  Rhode  Island  Medical  Society  at  its 
Annual  Dinner  of  1964.  W'e  commend  this  philo- 
sophical essay  to  our  readers  as  a cogent  statement 
of  the  impact  of  the  modern  revolution  in  knowledge 


Of  ])articular  interest  in  this  review  is  Doctor 
Mustard's  brief  description  of  his  newly  devised 
pericardial  baffle  procedure  for  transiiosition  of  the 
great  vessels.  His  description  in  this  paper  is  rather 
sketchy,  hut  those  who  heard  his  more  detailed 
exposition  in  his  talk  in  Providence  or  at  other 
meetings  are  impressed  with  its  ingenuity,  and  feel 
that  it  probably  represents  a break-through  in 
another  difficult  and  perplexing  phase  of  Cardiac 
Surgery. 

OF  KNOWLEDGE 

on  the  jiace  of  development  of  all  of  the  disciplines 
including  most  certainly  the  science  and  art  of 
medicine.  To  comment  editorially  on  this  eloquent 
address  would  he  ‘to  gild  refined  gold.’  as  it  is  an 
intellectual  unit,  editorially  self-contained. 


EDALOGY 


Aging  Indians,  Africans  have  less  Otosclerosis 
Indians  of  Central  and  South  America,  as  well 
as  some  African  natives,  seem  to  have  a lesser  tend- 
ency to  otosclerosis  and  less  marked  hearing  loss 
with  advancing  age  than  North  American  whites. 
Dr.  Juan  Manuel  Tato  told  the  Pan-American  Con- 
gress of  Otorhinolaryngology  and  Bronchoesopha- 
gology  at  Bogota. 

With  the  aid  of  a U.  S.  Public  Health  Service 
grant.  Dr.  Tato  studied  3,764  ethnologically  pure 
Indians.  Of  this  total,  591  were  from  the  Argen- 
tine pampas  and  the  others  from  Peru  : Yunguyo, 
3,000  meters  above  sea  level ; Tacna,  500  meters ; 
and  Lima,  165  meters.  Every  subject  underwent 
otologic  and  functional  hearing  and  anthropologic 
studies,  skull  x-rays,  and,  in  some  cases,  genealogic 
analysis.  Only  two  patients  with  otosclerosis  were 
found  in  the  entire  group,  and  both  proved  to  he  of 
mixed  Indian-white  descent. 

. . . Extracted  from  Medical  Tribune,  April 
13,  1964. 

Ethnologic  and  Endocrinological  Aspects  of 
Breast  Cancer  and  Cystic  Mastopathy  in  Israel 
Four  hundred  twenty-eight  women  with  breast 
cancer  or  cystic  mastopathy  and  405  controls  were 
studied.  They  represented  six  ethnic  groups : 
Israeli  born  of  different  origin  and  immigrants  from 
Yemen,  Iracp  other  Asian  countries.  North  Africa, 
Europe  and  the  U.S.A.  The  incidence  of  breast 


diseases,  especially  breast  cancer,  is  high  among 
immigrants  from  Europe  and  the  U.S.A.  and  very 
low  in  women  from  oriental  countries,  especially 
from  Yemen.  No  difiference  was  found  between 
Israeli-horn  women  of  dififerent  ethnic  origin.  This 
suggests  the  importance  of  demographic  factors  in 
carcinogenesis  of  the  breast. 

. . . Extracted  from  report  by  B.  Rertini  and 
A.  Ber  in  Cancer  17  :438,  (April)  1964. 

H:  !l:  * 

There  are  those  who  seem  to  have  an  abiding 
memory  of  their  first  violent  moment  outside  the 
womb,  when  the  doctor  held  them  upside  down  by 
the  feet  and  spanked  them.  Either  forgetting  or 
never  knowing  the  purpose  of  this  obstetrical  rou- 
tine, they  continue  in  adult  life  to  hold  this  event 
against  all  doctors  — and  maybe  they  are  right  — 
they  shouldn’t  have  breathed.  This  is  only  one  ex- 
planation for  the  existence  of  a strange  group  of 
people  who  have  created  an  American  paradox. 
That  is,  they  willingly,  almost  anxiously,  spend 
immense  amounts  of  time  and  money  to  fight  for 
measures  which  are  against  their  own  general  wel- 
fare and  to  fight  against  measures  which  are  in  their 
own  general  interest. 

. . . Extracted  from  Charles  Wl  Mayo’s  Presi- 
dential Address,  read  before  the  71st  Annual 
.Session  of  the  Western  Surgical  .Association, 
Galveston,  Texas,  November  21-23,  1963. 

Arch.  Surg.  88:511,  1964. 


348 


RHODE  ISLAND  MEDICAL  JOURNAL 


TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT 


THE  STATE  MEDICAL  CARE  EUND 

Implementation  of  the  Kerr-Mills  Law  in  Rhode  Island 
as  Adopted  by  the  General  Assembly 


SECTION  1.  Title  40  of  the  general  laws,  as 
amended,  is  hereby  further  amended  by  adding 
thereto  the  following  chapters  : 

CHAPTER  18 
-MEDICAL  CARE  EUXD 
40-18-1.  Medical  care  fund  created  — • Adminis- 
tration. — There  is  hereby  established  in  the  treas- 
ury department  a special  fund  to  he  known  as  the 
Rhode  Island  medical  care  fund  which  shall  he 
available  onlv  for  the  purposes  hereinafter  set  forth 
and  shall  consist  of  contributions  made  to  it.  as 
provided  in  chapter  40-19  and  of  all  other  moneys 
paid  into  and  received  by  the  fund,  of  property  and 
securities  acquired  by  and  through  the  use  of  the 
moneys  belonging  to  the  fund,  and  of  interest  earned 
upon  the  moneys  belonging  to  the  fund.  -A.11  moneys 
in  the  fund  shall  be  mingled  and  undivided.  Said 
fund  shall  be  administered  by  the  director  of  social 
welfare,  but  in  no  case  shall  he  or  the  state  he  liable 
or  responsible  beyond  the  amounts  paid  into  and 
earned  by  the  fund.  Said  director  may  adopt  and 
promulgate  rules  and  regulations,  not  inconsistent 
with  law,  to  carry  out  the  purposes  of  this  chapter. 

40-18-2.  Custodian  of  fund  — Bond  — Orders 
for  paxnient.  — The  general  treasurer  shall  be  cus- 
todian and  treasurer  of  the  fund  and  the  state 
controller  is  hereby  authorized  and  directed  to  draw 
his  orders  upon  the  general  treasurer  for  the  pay- 
ment of  such  funds  as  may  be  required  from  time  to 
time  upon  receipt  by  him  of  properly  authenticated 
vouchers.  The  general  treasurer  shall  give  bond 
with  corporate  surety  conditioned  upon  the  faithful 
performance  of  his  duties  as  custodian  and  treas- 
urer of  the  fund,  in  a form  approved  by  the  attorney 
general,  and  in  an  amount  specified  by  the  director 
of  administration.  -All  premiums  upon  such  bond 
shall  be  paid  from  the  medical  care  fund. 

40-18-3.  Investment  of  funds.  — -Any  moneys 
not  immediately  needed  to  carry  out  the  purposes  of 
the  fund  shall  be  invested  in  accordance  with  provi- 
sions of  chapter  35-10  in  any  securities  legal  for  the 
investment  of  public  moneys  of  the  state ; provided, 
that  such  investments  shall  he  of  such  character  that 
all  the  assets  of  the  fund  shall  at  all  times  he  readily 
convertible  into  cash  when  needed  for  disbursements 
in  accordance  with  the  jirovisions  of  this  chapter. 


40-18-4.  U'itlidrazeals  from  fund.  — The  fund 
shall  he  administered  and  used  solely  to  pay  benefits 
upon  vouchers  drawn  in  accordance  with  the  provi- 
sions of  this  chapter  and  pursuant  to  regulations 
promulgated  by  the  director,  and  no  other  disburse- 
ments shall  be  made  therefrom  except  for  purposes 
of  administration.  The  procedures  prescribed  by 
such  regulations  shall  he  deemed  to  satisfy  and  shall 
be  in  lieu  of  anv  and  all  statutory  requirements  for 
specific  appro]:)riation  or  other  formal  release  by 
state  officers  of  state  moneys  prior  to  their  expendi- 
ture which  might  otherwise  be  applicable  to  with- 
drawals from  the  fund. 

40-18-5.  Definitions.  ■ — -As  used  in  this  chapter 
and  chapter  -10-19  of  the  general  laws,  unless  the 
context  shall  otherwise  require  : 

a.  The  term  ‘‘department”  shall  mean  the  depart- 
ment of  social  welfare ; 

h.  The  term  "director"  shall  mean  the  director  of 
social  welfare ; 

c.  The  term  “inpatient”  shall  mean  a person  ad- 
mitted to  and  under  treatment  or  care  of  a physician 
or  surgeon  in  a hospital  or  in  a convalescent  or 
nursing  facilitv  which  meets  standards  of  and  com- 
plies with  rules  and  regulations  promulgated  by  the 
director. 

d.  The  term  “injiatient  hospital  services”  shall 
mean  the  following  items  and  services  furnished  to 
an  inpatient  in  a hospital : 

( 1 ) bed  and  board  ; 

(2)  such  nursing  services  and  other  related 
services,  as  are  customarily  furnished  by  the  hos- 
pital for  the  care  and  treatment  of  inpatients  and 
such  drugs,  liiologicals,  supplies,  appliances  and 
equipment  for  use  in  the  hospital,  as  are  cus- 
tomarily furnished  by  such  hospital  for  the  care  and 
treatment  of  patients : 

(3)  such  other  diagnostic  or  therapeutic  items 
or  services,  including  but  not  limited  to  pathology, 
radiology  and  anesthesiology  furnished  by  the  hos- 
pital or  by  others  under  arrangements  made  by  the 
hospital,  as  are  customarily  furnished  to  inpatients 
either  by  such  hospital  or  by  others  under  such 
arrangements,  and  ser^•ices  as  are  customarily  pro- 
vided to  inpatients  in  the  hospital  by  an  intern  or 
resident-in-training  under  a teaching  program  hav- 
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ing  the  approval  of  the  council  on  medical  education 
and  hosjjitals  of  the  American  Medical  Association 
or  of  any  other  recognized  medical  society  api)roved 
hy  the  director. 

The  term  “inpatient  hospital  services”  shall  he 
taken  to  include  medical  and  surgical  services  pro- 
vided hy  the  ini)atient's  physician  in  accordance 
with  a fee  schedule  prouiuh/atcd  bx  the  director, 
but  shall  not  include  the  services  of  a private  dutv 
nurse. 

e.  The  term  “nursing  or  convalescent  services" 
shall  mean  the  following  items  and  services  fur- 
nished to  an  inpatient  in  a convalescent  or  nursing 
facility : 

( 1 ) bed  and  hoard  ; 

(2  ) such  nursing  or  convalescent  care  and  other 
related  services  as  are  customarilv  furnished  to 
inpatients  admitted  to  such  nursing  or  convalescent 
facility  for  recuperation  or  rehabilitation  after  or  in 
lieu  of  further  hosi)italization,  and  such  drugs,  l)io- 
logicals,  supplies,  appliances  and  equiiMuent  for  use 
in  the  facility,  as  are  customarily  furnished  in  such 
facility  for  the  care  and  treatment  of  patients  ; 

(3)  such  other  diagnostic  or  therapeutic  items 
or  services,  legally  furnished  hy  the  facility  or  hy 
others  under  arrangements  made  hy  the  facilitv,  as 
are  customarily  furnished  to  inpatients  either  by 
such  facility  or  hy  others  under  such  arrangement ; 

(4)  medical  services  provided  in  the  facility  hy 
the  inpatient's  physician  in  accordance  with  a fee 
schedule  promulgated  hy  the  director,  or  hy  an 
intern  or  resident-in-training  of  a hospital  with 
which  the  facility  is  affiliated  or  which  is  under  the 
same  control,  under  a teaching  program  of  such 
hospital  approved  as  provided  in  subsection 
40-18-5 (d)  ; 

f.  The  term  “visiting  nurse  service”  shall  mean 
])art-time  or  intermittent  nursing  care  provided  hy 
or  under  the  supervision  of  a registered  professional 
nurse  other  than  in  a hospital  or  convalescent  or 
nursing  home. 

g.  The  term  “drug”  shall  mean  and  include  only 
such  drugs  and  hiologicals  prescribed  hy  a licensed 
dentist  or  physician  as  are  either  included  in  the 
United  States  pharmacopoeia  national  formulary  or 
are  new  and  non-official  drugs  and  remedies. 

h.  The  term  “dental  service”  shall  include  emer- 
gency care,  x-rays  for  diagnoses,  extractions,  pallia- 
tive treatment,  and  the  refitting  and  relining  of 
existing  dentures  and  prosthesis. 

i.  The  term  “employee”  shall  mean  and  include 
every  person  who  is  employed  hy  another  and  every 
])erson  who  derives  income  from  any  profession, 
trade  or  business  carried  on  by  such  person  as  a 
sole  jtroprietor  or  hy  a partnership  of  which  he  is 
a member. 
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j.  1 he  term  “wages”  shall  mean  and  include  all 
remuneratiou  for  services  performed  hy  an  em- 
])loyee  for  his  employer,  including  commissions  and 
bonuses  and  the  cash  value  of  all  remuneration  ])aid 
in  any  medium  other  than  cash,  (iratuities  custo- 
marily received  in  the  course  of  employment  from 
l)ersons  other  than  one’s  employer  shall  he  treated 
as  wages  or  as  earnings  from  self  em|)loyment  in 
accordance  with  rules  i)rescrihed  hy  the  direettm  of 
employment  security. 

k.  The  term  “earnings  from  .self  em])loyment” 
shall  mean  and  include  the  net  earnings  derived  hy 
an  emi)loyee  from  any  j)rofession,  trade  or  business 
carried  on  hy  him,  and  his  distributive  share, 
whether  or  not  distributed,  of  net  earnings  from  any 
profession,  trade  or  business  carried  on  hy  a part- 
nership of  which  he  is  a member. 

l.  The  term  “net  income”  shall  mean  and  include 
wages,  earnings  from  self  employment  and  also  all 
income  from  whatever  source  derived,  and  without 
limiting  the  generality  of  the  foregoing  shall  include 
interest,  dividends,  net  rents,  royalties,  gains  de- 
rived from  dealings  in  property,  alimony  and  sepa- 
rate maintenance  j)ayments,  annuities,  income  from 
life  insurance  and  endowment  contracts,  pensions, 
prizes  and  awards. 

m.  The  term  “hoard  of  review”  shall  mean  the 
board  created  hy  section  42-19-3. 

40-18-6.  Medical  care  fund  benefits. — The  direc- 
tor is  hereby  directed  without  delay  to  negotiate  an 
agreement  with  the  federal  government  or  any 
agency  or  department  thereof  having  funds  avail- 
aide  for  medical  care  to  obtain  contributions  to  the 
medical  care  fund.  W hen  an  agreement  has  been 
consummated  making  sums  available  to  the  fund 
which,  together  with  the  contributions  required  hy 
chapter  40-19,  are  sufificient  to  furnish  the  benefits 
herein  ])rovided,  the  department  shall  furnish  medi- 
cal care  to  eligible  beneficiaries  through  a direct 
vendor  payment  plan.  The  plan  shall  include,  to  the 
extent  that  funds  are  available  therefor,  but  need 
not  he  limited  to,  any  or  all  of  the  following  benefits, 
which  benefits  shall  he  contracted  for  hy  the  director  : 

a.  inpatient  hos])ital  service  ; 

1).  nursing  or  convalescent  services  for  such  peri- 
ods of  time  as  the  director  shall  authorize  ; 

c.  visiting  nurse  service  ; 

d.  drugs  for  consum])tion  either  by  inpatients  or 
hy  other  jtersons  for  whom  they  are  ])rescrihed  liy  a 
licensed  physician  ; 

e.  dental  service. 

40-18-7.  Aycneies  through  zAiich  benefits  paid. 
Benefits  shall  be  applied  for  and  paid  in  accordance 
with  ])rescrihed  regulations  through  such  offices  or 
agencies  as  the  director  may  designate  and  as  shall 
he  approved  hy  the  federal  government  or  any 
department  or  agency  thereof  making  funds  avail- 
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able  to  the  medical  care  fund  either  for  benefits  or 
for  administration  jnirjjoses.  The  regulations  shall 
meet  such  federal  requirements  as  may  he  set  forth 
as  conditions  precedent  to  receiving  such  federal 
funds. 

40-18-8.  Eligibility  rcquireiiioits.  — A person 
shall  he  deemed  eligible  for  medical  care  benefits 

a.  if  he  has  attained  the  age  of  sixty-five  years 
and  is  a resident  of  this  state  ; 

h.  if  he  is  not  receiving  public  assistance  under 
the  provisions  of  chapter  40-9  of  the  general  laws  ; 
and 

c.  if  he  is  not  an  inmate  of  a public  institution, 
other  than  as  a patient  in  a medical  institution  ; and 

d.  if  he  is  not  a patient  in  an  institution  of  tuber- 
culosis or  mental  disease  or  in  a medical  institution 
as  a result  of  having  been  diagnosed  as  having 
tuberculosis  or  psychosis  ; and 

e.  if  he  has  not  made  a voluntary  assignment  or 
transfer  of  property  for  the  purpose  of  qualifying 
for  such  assistance  ; and 

f.  if  he  has  net  income  which  does  not  annually 
exceed  $2,000  or  if,  being  married  and  living  with 
his  spouse,  he  has  net  income  which  together  with 
the  net  income  of  his  spouse,  does  not  annually 
exceed  $.1,000 ; and 

g.  if  his  net  equity  in  all  his  assets  including  the 
value  of  all  real  and  ])ersonal  property,  does  not 
exceed  $4,000  or  if  being  married  and  living  with 
his  spouse  the  net  equity  in  their  combined  assets 
including  the  value  of  all  real  and  personal  property 
does  not  exceed  $6.000 ; provided  that  in  the  com- 
putation of  his  equity  in  all  his  assets  there  shall  he 
excluded 

( 1 ) the  home  and  land  upon  which  it  stands  if  it 
is  his  actual  residence  or  is  occu])ied  by  members  of 
his  household ; 

( 2 ) policies  of  life  insurance  in  a reasonable  face 
amount  as  determined  hy  the  director  and  })romul- 
gated  hy  regulation  ; ])rovided,  however,  that  such 
amount  shall  not  he  less  than  four  thousand  dollars 
($4000) : 

(3)  tangible  personal  property  other  than  busi- 
ness assets  of  a nature  and  in  a reasonable  amount 
as  determined  hy  the  director  and  promulgated  hy 
regulation. 

40-18-9.  Fraud  penalties. — Whoever  knowingly 
makes  a false  statement  or  misrepresents  a material 
fact  with  intent  thereby  to  defraud  the  medical  care 
fund  of  any  benefit  either  for  himself  or  for  any 
other  person  shall,  upon  conviction,  he  punished  hy 
a fine  of  not  less  than  twenty  nor  more  than  fifty 
dollars,  or  by  imprisonment  for  not  more  than 
thirty  days,  or  hy  both  such  fine  and  imprisonment. 
Each  such  false  statement  or  representation  shall 
constitute  a separate  and  distinct  offense. 

40-18-10.  Notiee  of  action  on  application  for 
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benefits.  — The  director  or  someone  designated  hv 
him  shall  review  each  ap])lication  for  benefits  filed 
in  accordance  with  regulations  and  shall  make  a 
determination  of  whether  the  application  will  he 
honored  and  the  extent  of  the  benefits  to  he  made 
available  to  the  applicant,  and  shall,  within  twenty 
( 20  ) days  after  such  filing,  notify  the  applicant  in 
writing  of  such  determination.  If  the  application  is 
rejected  the  notice  to  the  applicant  shall  set  forth 
therein  the  reasons  therefor.  The  director  mav  at 
any  time  reconsider  any  such  determination. 

40-18-11.  Medical  care  fund  appeals.  — Anv 
applicant  for  or  recipient  of  benefits  aggrieved  be- 
cause of  a decision  or  delay  in  making  a decision 
shall  he  afforded  reasonable  notice  and  opportunity 
for  a fair  hearing  conducted  hy  the  director. 

40-18-12.  Rez’icw — Findings  of  fact  hy  the 
director  shall  he  final  and  his  decision  shall  he 
subject  to  judicial  review  only  hy  certiorari  if  such 
decision  is  arbitrary,  capricious  or  unreasonable  or 
inconsistent  with  law. 

40-18-13.  Rccoi'ery  of  benefits  paid  in  error.  — 
Anv  person  who.  through  error  or  mistake  of  him- 
self or  another,  receives  from  the  fund  benefits  to 
which  he  is  not  entitled  or  with  respect  to  which  he 
was  ineligible,  shall  he  required  to  reimburse  the 
fund  for  the  same  in  accordance  with  regulations 
promulgated  hy  the  director. 

40-18-14.  Ck'il  action  to  recover  benefits. — Any 
sums  required  to  he  reimbursed  to  the  fund  under 
the  provisions  of  section  40-18-13  and  any  benefits 
obtained  by  false  statement  or  misrepresentation 
may  he  collected  hy  civil  action.  All  such  civil  actions 
shall  be  instituted  in  the  name  of  the  director  and 
he  shall  he  exempt  from  giving  any  surety  for  costs. 
In  any  such  action  the  director  may  he  represented 
hy  anv  qualified  attorney  whom  he  has  designated 
and  employed  for  this  purpose,  or.  at  the  director's 
reipiest,  hy  the  attorney  general. 

40-18-15.  Short  title.  — This  chapter  and  chap- 
ter 40-19  shall  he  known  and  may  he  cited  as  the 
“Rhode  Island  medical  care  act.” 

CHAPTER  19 

COXTRIHUTIOXS  TO  MEDICAL  CARE 
EUXD 

40-I9-I.  Amount  of  employee  contributions.  — 
Each  employee  shall  contribute  to  the  medical  care 
fund  an  amount  equal  to  one-half  of  one  per  cent 
(fAJe)  of  his  wages  or  earnings  from  self  employ- 
ment up  to  forty-eight  hundred  dollars  ($4800)  in 
any  calendar  year. 

40-19-2.  E.vemption  of  employee  dependent  on 
spiritual  healing.  An  employee  who  adheres  to  the 
faith  or  teachings  of  any  church,  sect,  or  denomina- 
tion and  in  accordance  with  its  creed,  tenets,  or 
princii)les.  depends  for  healing  upon  prayer  or 
sjiiritual  means,  in  the  practice  of  religion,  shall  he 
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exempt  from  the  provisions  of  this  chapter  and  upon 
the  filing  with  the  director  of  employment  security 
and,  except  he  he  self-employed,  with  his  or  her 
em])loyer,  affidavits,  in  duplicate,  declaring  such 
adherence  and  dejiendence.  Said  affidavits  shall 
include  the  name  of  the  employer  or  a statement 
that  affiant  is  self  emjdoyed  and  shall  he  accom- 
panied hy  certifications  hy  the  president  or  head  or 
governing  committee  of  the  church  which  such 
employee  attends,  or  certifications  of  any  practi- 
tioner in  the  state  of  Rhode  Island  who  is  author- 
ized to  practice  healing  based  nj)on  prayer  or  spirit- 
ual means,  stating  such  adherence  and  dependence 
of  such  employee.  Thereafter  said  employee  and  his 
employer  shall  he  exemjjt  from  lialnlity  for  contri- 
hutions  with  respect  to  said  em|)loyee  provided  for 
under  this  chapter,  and  the  emjdoyer  shall  he  en- 
titled to  rely  upon  the  affidavit  filed  with  him  unless 
and  until  he  shall  receive  notice  from  the  director  of 
em])loyment  security  that  the  provisions  hereof 
shall  not  have  been  complied  with  or  that  such 
affidavit  is  not  in  proper  form.  In  case  such  em- 
ployee, after  the  filing  of  such  affidavits  shall  obtain 
new  employment,  he  must  file  new  affida\its  as 
hereinbefore  jmovided  in  order  to  enjoy  the  exemp- 
tions herein  provided. 

40-19-3.  Records  and  reports.  — Every  j^erson 
subject  to  the  provisions  of  this  chapter  shall  keep 
true  and  accurate  records  of  wages  paid  and  earn- 
ings from  self  employment  and  such  other  informa- 
tion as  may  I)e  prescribed  hy  the  rules  or  regulations 
of  the  department  of  emi^loyment  security.  .Such 
records  shall  at  all  times  he  available  within  this 
state  and  shall  he  o])en  to  inspection  hv  authorized 
representatives  of  said  department  at  all  reasonable 
times.  The  director  of  employment  security  may 
require  from  any  person  subject  to  the  provisions  of 
this  chapter  such  reports  as  said  director  shall  deem 
necessary  to  the  effective  administration  of  this 
chapter. 

40-19-4.  Collection  and  transmittal  of  contribu- 
tions. — Such  contributions  shall  he  collected  and 
])aid  in  such  manner,  at  such  times,  and  under  such 
conditions  as  shall  he  prescribed  hy  rules  or  regula- 
tions of  the  department  of  employment  security. 
.Such  regulations  shall  include  ])rnvisions  requiring 
each  employer  to  withhold  in  trust  such  contribu- 
tions from  the  wages  of  his  employees  at  the  time 
such  wages  are  earned  or  paid,  shall  recjuire  such 
deductions  to  he  shown  on  payroll  records,  and 
evidence  of  withholding  to  he  furnished  to  employ- 
ees, and  shall  prescribe  the  manner  of  transmittal 
to  the  medical  care  fund  of  contributions  withheld 
from  wages  or  required  to  he  paid  l)y  self-emploved 
employees. 

40-19- .T  Employer’s  liability  for  contributions 
not  zvithhcld.  — If  any  emj)loyer  fails  to  deduct  the 
contributions  of  any  of  his  employees  at  the  time 
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their  wages  are  earned  or  ])aid,  he  alone  .shall  there- 
after he  liable  for  such  contributions. 

40-19-f)-.  , ld justment  of  erroneous  deductions  or 
payments. — If  more  or  less  than  the  correct  amount 
of  contribution  impo.sed  under  this  cha])ter  is  col- 
lected or  paid  through  unintentional  error,  then, 
under  i)rescrihed  regulations,  ])roper  adjustment 
with  respect  to  such  contribution  may  he  made, 
without  interest,  in  connection  with  the  contribution 
to  he  collected  or  ])aid  next  after  the  di.scovery  of 
such  error. 

40-19-7.  Refund  of  overpayments — Limitations. 
— If  an  employer  or  employee  makes  apjdication 
for  refund  or  credit  of  any  amount  paid  as  contribu- 
tions or  interest  under  this  title,  and  the  director  of 
employment  security  determines  that  such  amount 
or  any  ])ortion  thereof  was  erroneously  transmitted 
to  the  fund,  said  director  shall  either  allow  a credit 
therefor,  or  authorize  a refund  from  the  medical 
care  fund  in  the  amount  determined  to  he  errone- 
ously collected.  If  a credit  is  to  he  allowed,  such 
credit  shall  be  apj)lied  against  contributions  due 
subsequent  to  the  determination  of  the  director.  No 
refund  or  credit  shall  he  allowed  with  respect  to  a 
contribution  or  interest  unless  an  application  there- 
for shall  he  made  in  writing  on  or  before  whichever 
of  the  following  dates  is  later:  (A)  one  (1)  year 
from  the  date  on  which  such  contribution  was  trans- 

continued  on  next  page 


352 


mitted  ; or  (B)  three  (3)  years  from  the  last  dav  of 
the  period  with  respect  to  which  such  contribution 
was  made.  For  a like  cause  and  within  the  same 
period  a refund  may  be  made  or  a credit  allowed,  on 
the  motion  of  the  director.  Xo  interest  shall  he 
allowed  or  paid  with  respect  to  any  credit  or  refund. 
Xo  refund  or  credit  shall  be  allowed  if  the  amount 
is  less  than  one  dollar  (Sl.OO). 

40-19-8.  Appeal  to  board  of  rez'ictv.  — In  the 
event  that  any  application  for  refund  or  credit  is 
denied,  the  director  of  employment  security  shall 
notify  the  applicant  in  writing  of  his  decision.  Un- 
less the  applicant  shall,  within  fifteen  (15)  davs 
after  such  notice  of  denial  has  been  mailed  to  the 
applicant’s  last  known  address,  file  an  appeal  in 
writing  with  the  board  of  review,  setting  forth  the 
grounds  for  such  appeal,  such  denial  shall  he  final. 
If  an  appeal  is  duly  filed  the  board  of  review  shall 
thereupon  set  a time  and  place  to  give  the  appellant 
an  opportunity  to  show  cause  as  to  why  the  said 
decision  of  the  director  should  he  changed.  Follow- 
ing such  hearing,  the  board  of  review  shall,  as 
promptly  as  possible,  notify  the  appellant  and  the 
director  of  its  decision  on  said  application.  Such 
decision  shall  become  final  unless  the  appellant  or 
the  director  shall  initiate  judicial  review  in  the 
manner  prescribed  in  sections  28-41-27  through 
28-41-29,  both  inclusive,  of  the  general  laws. 

40-19-9.  Interest  on  delinquent  payments.  — 
Every  person  subject  to  the  provisions  of  this  chap- 
ter who  shall  fail  to  transmit  contributions  as 
required  by  the  rules  and  regulations  prescribed, 
shall  he  additionally  liable  to  the  medical  care  fund 
for  interest  on  delinquent  payments  at  the  rate  of 
one  per  cent  ( 1 % ) per  month  from  the  date  such 
I^ayment  became  due  until  paid. 

40-19-10.  Priority  of  contributions  in  insolvency 
or  bankruptcy.  — In  the  event  of  distribution  of 
assets  of  a person  subject  to  the  provisions  of  this 
chapter  pursuant  to  an  order  of  any  court  under  the 
laws  of  this  state,  including  any  receivership,  assign- 
ment for  benefit  of  creditors,  adjudicated  insolv- 
ency, composition,  or  similar  proceedings,  contribu- 
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tion  payments  then  or  thereafter  due  shall  have  the 
same  priority  given  to  wage  claims  of  not  more  than 
one  hundred  dollars  ($100)  to  each  claimant, 
earned  within  six  (6)  months  of  the  commence- 
ment of  the  proceeding.  In  the  event  of  such 
person's  adjudication  in  bankruptcy,  judiciallv 
confirmed  extension  proposal,  or  composition,  under 
the  federal  bankruptcy  act  of  1898,  as  amended, 
contributions  then  or  thereafter  due  shall  be  entitled 
to  such  priority  as  is  provided  in  section  64A  of 
that  act. 

40-19-11.  Determination  of  unreported  contribu- 
tions due.  — If  any  person  subject  to  the  provisions 
of  this  chapter  for  any  reporting  period  fails  to 
make  any  report  required  for  the  purpose  of  deter- 
mining the  amount  of  contributions  payable  under 
this  chapter  at  the  time  and  in  the  manner  required 
by  the  rules  and  regulations  prescribed,  or  if  such 
reports  when  filed  are  incorrect  or  insufficient,  and 
such  person  fails  to  file  a corrected  or  sufficient 
report  within  twenty  (20)  days  after  the  director 
of  employment  security  shall  have  required  the 
same  by  written  notice,  said  director  shall  deter- 
mine on  the  basis  of  such  information  as  he  mav  he 
able  to  obtain,  the  amount  of  contributions  due.  and 
shall  give  written  notice  to  such  person  of  the 
amount  of  contributions  so  determined.  Such  deter- 
mination shall  finally  and  irrevocably  fix  the 
amount  of  contributions  due  unless  within  twentv 
(20)  days  after  the  giving  of  such  notice  such 
person  shall  apply  to  the  board  of  review  for  a 
hearing,  or  unless  the  director  on  his  own  volition 
reduces  the  same. 

40-19-12.  Civil  action  to  recoz'er  contributions. 
— If  any  person  subject  to  the  provisions  of  this 
chapter  fails  to  make  any  contribution  or  interest 
thereon  at  the  time  and  in  the  manner  required  by 
the  rules  and  regulations  prescribed,  the  same  may 
he  collected  by  civil  action.  All  such  civil  actions 
shall  he  instituted  in  the  name  of  the  director  of 
employment  security,  and  he  shall  be  exempt  from 
giving  anv  surety  for  costs.  Civil  actions  brought 
under  this  section  shall  lie  entitled  to  preference 
upon  the  calendar  of  the  court.  In  any  such  action 
the  director  of  employment  security  may  be  repre- 
sented by  any  qualified  attorney  whom  he  has  desig- 
nated and  employed  for  this  purpose,  or  at  the 
director’s  request,  by  the  attorney  general. 

40-19-13.  Issuance  of  zearrant  for  Iczy  to  recover 
contribution.  — In  addition  to  any  other  remedy 
herein  provided,  if  no  appeal  or  proceeding  for 
review  shall  then  he  pending  and  the  time  for  taking 
thereof  shall  have  expired,  the  director  of  emj)loy- 
ment  security  may  issue  a warrant  under  his  official 
seal,  directed  to  any  sheriff  or  his  deputy  command- 
ing him  to  levy  upon  and  sell  the  real  and  personal 
property  which  may  he  found  within  his  county  of 
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a person  who  has  failed  or  refused  to  pay  the  sum 
determined  to  l)e  due  from  liim  for  the  payment  of 
such  sum,  together  with  interest,  penalties,  and  the 
cost  of  serving  and  executing  the  warrant,  and  to 
return  such  warrant  within  sixty  (60  ) days  after 
the  issuance  thereof  to  said  director  with  any  money 
collected  hy  virtue  thereof  to  he  transmitted  to  the 
medical  care  fund. 

40-19-14.  Recording  oj  zearrant  — Lien  on  prop- 
erty. — The  sheriff  or  his  deputy  shall  forthwith 
leave  an  attested  coin-  of  the  said  warrant,  with  a 
copy  of  his  doings  thereon,  with  the  recorder  of 
deeds  or  clerk  of  the  city  or  town  in  which  the  real 
estate,  chattels  real  or  personal  ])roperty  shall  be 
situated,  and  the  said  recorder  of  deeds  or  clerk, 
as  the  case  may  he,  shall  note  upon  the  copy  the 
time  as  near  as  may  he.  when  the  same  was  left  with 
him,  and  shall  also  enter  in  the  lien  hook  which  is 
kept  hy  him  for  that  purpose,  the  names  of  the 
parties  in  the  warrant,  the  amount  claimed,  and  the 
time  when  the  warrant  was  left  with  him.  There- 
upon. the  amount  of  such  warrant  shall  become  a 
lien  upon  the  title  to  and  interest  in  the  real  prop- 
erty, chattels  real  and  personal  property  of  the 
l)erson  against  whom  the  warrant  is  issued. 

40-19-15.  Service  of  zearrant.  — The  sheriff'  or 
his  deputy  shall  in  all  cases  also  leave  an  attested 
copy  of  the  warrant  with  a general  reference  thereon 
to  the  real  estate,  chattels  real,  and  personal  prop- 
erty levied  U])on  thereby,  together  with  a statement 
of  the  date  and  time  of  day  of  the  levy  with  the 
j)erson  against  whom  the  warrant  is  issued  in  his 
hands  and  possession,  or  at  his  last  and  usual  place 
of  al)ode,  or  at  his  last  known  place  of  business,  or 
if  none  can  he  found  then  he  shall  send  the  cojyv  by 
mail  to  the  last  known  address  of  such  person,  if  it 
he  known  or  can  he  ascertained,  and  shall  also,  in 
the  last  named  event,  leave  a like  copy  with  the 
])erson,  if  any,  in  possession  of  such  real  estate,  real 
or  personal  jjroperty. 

40-19-16.  Notice  of  levy  and  sale  — Procedure  on 
execution.  — The  sheriff'  or  his  de])uty  shall  give 
l)uhlic  notice  of  the  levy  and  the  intended  sale  of 
said  real  estate,  chattels  real  or  personal  pro])erty, 
or  interest  therein  under  said  levy  hy  causing  an 
advertisement  thereof  to  he  published  once  a week 
for  the  space  of  three  weeks  next  before  the  time  of 
such  sale  in  some  imhlic  newspai)er  published  in  the 
county  where  the  said  real  estate  or  chattel  real  lies 
or  where  such  personal  property  is  located,  and  if 
no  such  public  newspaper  he  published  therein,  then 
in  some  public  newspaper  published  daily  in  the  city 
of  Providence,  and  if  no  person  redeem  such  prop- 
erty before  the  same  shall  he  exj)osed  for  sale,  said 
officer  shall  sell  the  same,  or  so  much  thereof  as 
shall  he  sufficient  to  pay  the  sums  due  together  with 
all  costs  and  charges  at  jiuhlic  auction ; provided, 
however,  that  if  any  goods  or  chattels  levied  upon 


shall  he  of  a (|uickly  i)erishahle  nature,  the  officer 
levying  thereon  or  the  owner  thereof  or  his  agent 
may  imnjediately  ajiply  to  the  snjierior  court  for  an 
order  to  said  officer  to  sell  .said  goods  and  chattels 
at  such  time  and  in  such  manner  and  after  giving 
such  notice  as  said  court  may  prescribe.  All  other 
proceedings  in  aid  of  the  levy  under  the  provisions 
of  this  chajiter  shall  follow  in  the  same  manner  and 
with  like  effect  as  are  jirovided  by  law  in  respect 
to  executions  issued  against  property  upon  judg- 
ments, and  the  officer  shall  he  entitled  to  the  same 
fees. 

40-19-17.  ll'aiz'cr  of  contributions  and  interest 
under  one  dollar.  — Whenever  the  total  amount  of 
contributions  required  to  he  paid  to  the  department 
of  eni])loynient  security  and  or  interest  thereon  for 
any  period  is  less  than  one  dollar  ($1.00),  such 
amount  need  not  he  assessed. 

40-19-18.  False  representation  — Failure  to  pro- 
duce evidence.  — Every  person  subject  to  the  pro- 
visions of  this  chajiter  who  wilfully  makes  or  tries 
to  induce  any  other  person  to  make  a false  statement 
or  representation  to  avoid  becoming  or  remaining 
subject  thereto,  or  to  avoid  or  reduce  any  contribu- 
tion required  under  this  chapter,  or  who  wilfully 
fails  or  refuses  to  appear  or  to  testify  or  produce 
records  as  lawfully  required  hereunder,  shall,  upon 
conviction,  he  punished  hy  a fine  of  not  less  than 

continued  on  next  page 


DRUMS, 


drums,  drums!  Would  they 
never  stop.’  Rawlinson,  the 
famous  jungle  explorer, 
turned  to  his  second-in- 
command.  "We’ve  been  in 
tight  spots  before,  Lad,  but 
this  looks  like  the  end.  The 
blighters  seem  determined 
to  keep  us  from  ever  reach- 
ing the  Lost  City.”  "Chin 
up.  Sir!  We’ll  make  our  last 
moments  pleasant  ones,  at 
least!  ” responded  the  other, 
pouring  a sparkling  glass 
of  Warwick  Club  Pale  Dry 
Ginger  Ale  from  the  full 
32-ounce  quart  bottle.  "Ah, 
quite!  ” exclaimed  Rawlin- 
son. "It  sings  in  the  glass . . .” 
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twenty  nor  more  than  two  hundred  dollars  ^ S200  ■ , 
or  bv  imprisonment  not  longer  than  sixty  (69  ■ 
davs,  or  bv  both  such  fine  and  imprisonment : and 
each  such  false  statement  or  representation  and 
each  dav  of  such  failure  or  refusal  shall  constitute  a 
separate  and  distinct  offense.  If  such  person  be  a 
corporation,  every  officer  thereof  who  knowingly 
participates  in  any  violation  specified  in  this  section 
shall  be  subject  to  the  aforesaid  penalties. 

40-19-19.  Failure  to  make  contributions  or  file 
reports.  — Every  person  subject  to  the  provisions 
of  this  chapter  who  knowingly  fails  or  refuses  to 
make  anv  contribution  required  by  this  chapter,  or 
who  knowingly  fails  or  refuses  to  make  any  contri- 
hution  or  report  at  the  time  and  in  the  manner 
required  by  the  rules  and  regidations  promulgated 
bv  the  director  of  employment  securiti-  shall,  upon 
conviction,  be  punished  by  a fine  of  not  less  than  ten 
nor  more  than  one  hundred  dollars  ( SKX)  i . or  by 
imprisonment  not  longer  than  sixty  ( 60  ) days,  or 
bv  both  such  fine  and  imprisonment,  and  each  day 
of  such  failure  or  refusal  shall  constitute  a separate 
and  distinct  offense.  If  such  person  be  a corporation, 
every  officer  thereof  who  knowingly  participates  in 
anv  violation  specified  in  this  section  shall  be  subject 
to  the  aforesaid  penalties. 

-10-19-20.  Criminal  prosecutions.  — The  director 
of  employment  security-  shall  be  the  party  complain- 
ant in  all  criminal  complaints  brought  under  the 
provisions  of  this  chapter  and  he  shall  be  exempt 
from  giving  surety  for  costs  in  any  such  action.  All 
such  actions  shall  be  prosecuted  by  the  attorney 
general  or  bv  any  qualified  attorney  designated  by 
the  director  and  approved  bv  the  attorney-  general. 
Xo  person  shall  be  convicted  of  any  offense  under 
this  chapter  unless  the  complaint  or  warrant  there- 
for shall  have  been  issued  yvithin  fiy-e  ( 5 i years 
from  the  time  of  the  commission  thereof. 

40-19-21.  Disposition  of  penalties.  — All  fines 


WHOSE  DEGREE  IS  BEST.’ 

The  value  or  rank  of  an  academic  degree  does 
not  dejsend  upon  its  name  but  up>on  its  content. 
Undoubtedly,  some  Ph.D.’s  are  worth  more  than 
some  M.D.’s.  The  contrary-  is  also  the  case.  There 
was  a time  when  the  Ph.D.  meant  something.  The 
dissertations  were  not  full  of  claptrap  and  hocus- 
p>ocus.  Some,  today,  are  not  worth  the  parchment 
and  India  ink  it  takes  to  make  the  sheepskin. 

A recent  recipient  of  the  Ph.D.  presented  his 
dissertation  on  the  subject:  "A  Comparison  Between 
the  Readability  of  Digest  and  Original  Versions  of 
Articles.”  Much  sillier  examples  could  be  fur- 
nished. especially  in  the  field  of  education.  For 
instance:  "A  Study  of  Physical  Education  for  Girls 
in  the  Senior  High  Schools  of  Indiana.” 

. . . Extracted  from  letter  written  by 
.\mos  R.  Koontz,  m.d..  appearing 
in  the  J.A.M.A.  of  May  4.  1964. 
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and  money  penalties,  civil  or  criminal,  provided  for 
in  this  chapter  shall  be  paid  into  the  medical  care 
fund. 

Sec.  2.  Section  28-40-1  of  the  general  layvs  in 
chapter  28-40.  entitled  "Tem|X)rary  disability  in- 
surance— Contributions”  is  hereby  amended  to 
read  as  follotvs : 

28—10-1.  Amount  of  employee  contributions  — 
If  ages  on  zehich  based.  — Beginning  January  1. 
1964.  each  employee  shall  contribute  with  resjtect  to 
employment  after  the  date  upon  which  his  employ  er 
becomes  subject  to  chapters  28-39  to  28-41.  inclu- 
sive. an  amount  equal  to  one  percent  ( 1^^  i of  his 
yvages  paid  by  his  employer  up  to  forty-eight  hun- 
dred dollars  i S-18(X)  i . in  any  calendar  vear. 

Sec.  3.  The  director  of  social  welfare  is  hereby- 
authorized  and  empoyvered  to  transfer  from  time  to 
time  during  the  fiscal  year  ending  June  30.  1965 
from  the  temporary  disability  insurance  reserve 
fund  created  by  section  28-39-7  of  the  general  layvs. 
sums  not  exceeding  an  aggregate  total  of  three  and 
one-half  million  dollars  ( $3,500,000  i to  be  repaid 
not  later  than  June  30.  1%7.  yvith  interest  com- 
puted at  a rate  not  less  than  yvould  have  been 
received  by  the  temporary-  disability  insurance 
reserve  fund  had  such  borrowed  funds  been  other- 
wise invested  in  the  manner  provided  bv  layv : and 
the  general  treasurer  shall,  upon  orders  of  the 
state  controller,  transmit  such  borrowed  funds  into 
the  medical  care  fund. 

Sec.  4.  This  act  shall  take  eff  ect  upon  its  passage : 
provided,  however,  that  employees  shall  not  be 
required  to  make  contributions  to  the  fund  until 
January  1.  1%5. 


RECOGNITION  AND  MANAGEMENT  OF 
ACUTE  THORACIC  PROBLEMS 

concluded  from  page  341 

^Samson.  P.  C.  Rey-iew  or  Certain  Principles  in  the  Man- 
agement of  Thoracic  War  Wounds.  California  Med. 
65:25.  1946 

^Samson.  P.  C.  and  Burford.  T.  A.  Management  of  Tho- 
racic Wounds  in  an  Oy-erseas  Theater.  Bull.  U.  S.  Armv. 
M.  Dept.  6:711,  1946 

■^Sanger.  P.  W.  Thoracic  Trauma.  S.  Clin.  North  America 
36:1277,  1956 

•’’Wylie.  R.  H..  and  Ankeney.  J.  L.  Emergency  Care  of 
Chest  Injuries.  S.  Clin.  North  .\merica  35:517,  1955 

®Ravitch,  M.  M.  and  Blalock,  Aspiration  of  Blood  From 
the  Pericardium  in  Treatment  of  Acute  Cardiac  Tam- 
ponade After  Injury;  Further  Experience,  M'ith  Report 
of  Cases.  Arch.  Surg.  58:463,  1949 
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TUBERCULIN,TINE7EST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAPA  TINETEST- 
PRESS-DISCARD 
THAT’S  ALL 
THERE  IS  TOLL 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 
They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY, 


Pearl  River,  N.  Y. 

7099-4 
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BOOK  REVIEWS 


THE  COM  PLEAT  PEDIATRICL4X.  Practical, 
Diagnostic.  Therapeutic  and  Preventive  Pedi- 
atrics for  the  Use  of  General  Practitioners, 
Pediatricians.  Interns,  and  IMedical  Students  by 
W'ilhurt  C.  Davison.  INI.D.  and  Jeana  Davison 
Levinthal,  i\I.D.  Eighth  Edition.  Duke  Univer- 
sity Press,  Durham.  X.  C..  1961.  $4.50 

The  eighth  edition  of  the  Com  pleat  Pediatrician 
continues  as  an  np-to-date  guide  of  readily  acces- 
sible pediatric  facts.  Begun  in  1919  by  the  Johns 
Hopkins  pediatric  staff,  the  text  has  been  kept 
aljreast  of  present  day  pediatrics. 

The  condensed  nature  of  the  text  and  its  simple 
index  and  concise  information  make  it  a valuable, 
precise  source  of  pediatric  knowledge. 

Leonard  B.  Bellin,  m.d. 

CUKREXT  DIAGXOSIS  & T RE  ATM  EXT  by 
Henrv  Brainerd,  H.D. ; Sheldon  Alargen,  M.D. ; 
Milton  J.  Chatton,  M.D.  and  Associate  Authors. 
Lange  Medical  Publications,  Los  Altos,  Cali- 
fornia, 1964.  $9.50 

This  volume  is  obviously  not  intended  as  a med- 
ical text  Init  only  as  an  outline  to  help  refresh  and 
organize  the  harrassed  memories  of  busy  doctors. 
It  supplies  the  basic  notes  which  the  experienced 
can  embellish.  The  inexperienced  can  investigate 
further  by  reading  the  adecpiate  references  given 
at  the  end  of  each  entity  (this  may  be  the  most 
important  feature  of  the  volume  ) . The  material  is 
as  up  to  date  as  the  practicalities  of  publishing  allow 
and  is  very  well  “packaged”  with  a high  information 
yield  per  page. 

Internists  will  find  useful  the  sections  on  Derma- 
tology. Otolaryngology,  and  Electrolyte  Balance 
since  these  sections  provide,  quickly,  a review  of 
specific  entities  with  their  treatment  which  the 
internist  occasionally  encounters  as  a secondary  or 
peripheral  problem  in  his  patients. 

All  in  all,  I feel  there  is  a need  for  this  type  of 
publication,  and  I think  the  authors  have  done  a 
good  job. 

Max  Bloom,  m.d. 

THE  PROSPECT  OF  IMMORTALITY  by 
Robert  C.  W . Ettinger.  Doubleday  & Company, 
Inc.,  Garden  City,  X".Y.,  1964.  $3.95 


I bis  is  a weird  book  and  were  it  not  apparent  that 
the  author  is  deadly  serious,  might  be  regarded  as 
science  fiction  of  the  poorer  pulp  variety.  In  brief. 
Mr.  Ettinger.  a jdiysics  teacher,  projjoses  that 
corpses,  soon  after  death,  he  quick  frozen  and  pre- 
served until  such  future  time  as  medical  research 
has  devised  methods  for  their  resuscitation,  and  the 
replacement  of  those  diseased  organs  causing  de- 
mise. The  fact  that  the  first  objective  has  yet  to  be 
achieved,  even  in  lower  animals,  does  not  deter 
the  author  from  advocating  that  operation  “deep- 
freeze” he  initiated  right  now.  In  fact,  a good  part 
of  the  book  is  devoted  to  a rambling  discourse  of  the 
marital,  legal,  and  economic  problems  of  the  cadav- 
ers during  their  storage  and  following  resurrection. 
Assuming  even  the  ultimate  feasibility  of  the 
author’s  program,  there  appears  no  logic  for  expen- 
sive refrigeration  of  worn-out.  diseased  bodies  in 
the  hope  of  their  eventual  restoration  centuries 
hence.  Nature  has  never  failed  to  produce,  and 
perhaps  even  in  over-abundance,  crops  of  voung 
and  healthy  humans  which  man’s  clumsy  inq^rovisa- 
tions  can  hardly  be  expected  to  match. 

There  is  a bibliography  which  is  chiefly  impres- 
sive for  its  length,  but  few  of  the  actual  quotations 
support  the  frozen  stiff  thesis.  Included  are  such 
scientific  sources  as  “Better  Homes  and  Gardens.” 

Being  neither  good  scientific  fiction,  nor  a truly 
scientific  treatise,  I can  recommend  this  tome  only 
for  the  potential  castaway  upon  an  Arctic  ice-floe. 

Irving  A.  Beck,  m.d. 

ALLERGY  AXD  HYPERSEXSITIVITY . A 
Programmed  Review  for  Physicians.  Developed 
by  Basic  Systems,  Inc.,  in  Collalioration  with 
Pfizer  Laboratories’  SPECTRUM.  X.Y.,  1964. 
Second  Edition. 

Pfizer  Laboratories  deserve  real  credit  for  their 
introduction  of  this  book  of  programmed  instruc- 
tion. In  this  new  method  of  teaching,  the  material 
is  presented  in  steps.  A statement  is  given,  or  a 
question  asked.  The  reader  is  asked  to  record  his 
response  directly,  and  then.  l)efore  reading  on,  to 
correct  himself  by  uncovering  the  answer  given  in 
the  margin.  The  reader  thereby  is  not  allowed  to 
progress  with  misunderstanding. 

The  subject  of  allergy  and  hypersensitivity  is  not 

concluded  on  page  360 
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RHODE  ISLAND  DEPARTMENT  OE  HEALTH 
PROVISIONAL  VITAL  STATISTICS,  1963 


Joseph  E.  Cannon,  m.d.,  m.p.h.  Lera  L.  O’Hara 

Director  of  Health  State  Registrar  of  Vital  Statistics 


PROVISIONAL  NUMBERS  of  iiirtlis,  deaths, 
"*■  and  fetal  deaths  occurring  in  Rhode  Island 
during  1963  are  available  from  preliminarv  counts. 
The  final  1963  statistics  will  he  presented  for 
Rhode  Island  residents,  regardless  of  where  the 
vital  event  occurred.  For  most  jiurposes  the  resident 
data,  made  possible  by  the  interstate  exchange  of 
certificates,  are  preferable.  Resident  data  for  mar- 
riages and  divorces  cannot  be  obtained,  since  the 
exchange  of  these  events  is  incomplete.  This  pre- 
liminary report  of  vital  statistics  for  1963  includes 
comparable  1962  figures  as  an  indication  of  change. 


BIRTHS : The  18,5.56  live  births  registered  in 
1963  or  180  fewer  than  the  previous  year  continued 
a decline  which  was  greater  between  1961  and 
1962.  The  decrea.se  in  the  number  of  births  here 
followed  a national  pattern  attributed  partly  to  the 
age  and  sex  structure  of  the  population.  An  increa.se 
in  live  births  is  not  expected  until  the  sizable  groups 
of  potential  mothers  now  under  20  reach  their  most 
jiroductive  years.  The  1963  crude  liirth  rate  was 
21.0  per  1,000  population.  The  rate  may  drop  even 
after  the  number  of  births  begins  to  rise,  because 
the  base  number  will  increase  as  a result  of  popula- 
tion growth. 


Table  I— Vital  Events  Occurring  in  Rhode  Island,  1962  and  1963 


Item 

Number 

1963  1962 

Percent 

Change 

1963 

Rate 

1962 

Percent 

Change 

Live  Births* 

18,556 

18,736 

5,565 

—1.0 

21.0 

21.3 

—1  4 

Marriages* 

5,960 

+ 7.1 

6.7 

6.3 

+6.3 

Divorces* 

1,054 

921 

+ 14.4 

1.2 

1.0 

+20.0 

Deaths* 

9,538 

9,112 

471 

+4.7 

10.8 

10.4 

+3  8 

Infant  Deaths** 

450 

—4.5 

24.3 

25.1 

—3.2 

Neonatal  Deaths** . 

349 

377 

—7.4 

18.8 

20.1 

—65 

Fetal  Deaths  (20+)** 

294 

310 

-5.2 

15.8 

16.5 

—4.2 

* Rate  per  1,000  population. 

**Rate  per  1,000  live  births  ; fetal  deaths  of  20  Or  more  weeks  gestation. 


MARRIAGES : The  5,960  marriages,  filed  to 
date  for  the  year  1963,  increased  by  seven  per  cent 
over  the  number  in  1962.  The  marriage  rate  rose 
from  6.3  per  1,000  population  in  1962  to  6.7  in 
1963.  The  rate  in  1962  represented  a three-decade 
low  point  with  the  exception  of  1932.  The  current 
upswung  in  marriages  should  continue  to  expand  in 
the  future  wdien  people  born  during  the  1946-1947 
“Baby  Boom’’  reach  the  marriageable  ages,  unless 
counteracted  by  out-migration  of  the  young,  eco- 
nomic conditions,  or  other  factors  that  afifect  the 
marriage  rate. 

DIVORCES : With  a 14  per  cent  increase  over 
1962  the  number  of  final  divorce  decrees  filed  rose 
to  1,054  in  1963.  Some  under-registration  probably 
existed  in  both  years  with  perhaps  more  complete 
reporting  in  1963  than  in  1962,  the  first  year  the 
law'  required  individual  case  reporting  to  the  Rhode 
Island  Health  Department.  The  divorce  rate  per 
1 ,000  population  increased  by  one-fifth  from  1 .0  to 
1.2  (Table  I). 


INFANT  AND  MATERNAL  DEATHS: 
Although  21  fewer  infant  deaths  and  28  fewer  neo- 
natal deaths  (under  28  days)  occurred  in  1963 
than  1962,  the  1963  rates  remained  above  the  record 
achieved  by  tliis  State  during  the  1958-1961  period. 
The  elevation  of  the  infant  mortality  rate  since 
then  has  not  been  explained.  The  1963  infant  death 
rate  (24.3  per  1,000  live  births),  while  lower  than 
1962,  was  ten  per  cent  above  the  22.1  average  rate 
for  1958-61. 

Contrasted  wdth  only  one  maternal  death  in  1962, 
five  deaths  resulted  from  a complication  of  preg- 
nancv,  childbirth,  and  the  puerperium  in  1963 
(Table  III). 

FETAL  DEATHS : Although  some  early  fetal 
deaths  are  registered  voluntarily  in  Rhode  Island, 
the  statistics  include  only  the  fetal  deaths  at  gesta- 
tion periods  of  20  weeks  and  over.  The  number 
reported  for  1963  w’as  seven  per  cent  low'er  than 
the  previous  year,  probably  due  largely  to  annual 
variations  in  reporting.  The  fetal  death  rate  per 

continued  on  next  page 
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1,000  live  births  declined  by  four  per  cent  from 
16.5  in  1962  to  15.8  in  1963  (Tal)le  I). 

DEATHS  AND  PRINCIPAL  CAUSES  OE 
DEATHS : Both  the  nnmher  of  total  deaths  and 
the  mortality  rate  rose  by  about  four  per  cent  in 
1963  compared  to  the  previous  year  (Table  I). 
Making  a similar  comparison  for  the  leading  causes 
in  Table  II,  increased  death  rates  occurred  only  for 
congenital  malformations  (+21  per  cent ),  diabetes 
mellitus  ( + 11  per  cent ),  influenza  and  pneumonia 
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(+9  per  cent),  and  heart  disease  (+8  per  cent). 
Congenital  malformations  jumped  from  eleventh 
place  in  1962  to  eighth  in  1963.  \"ascular  lesions 
aft'ecting  the  central  nervous  system  had  the  same 
rate  in  both  years.  Decreased  1963  mortality  rates 
appeared  in  general  arteriosclerosis  ( — 18  percent ), 
cirrhosis  of  liver  ( — 10  per  cent ),  certain  diseases  of 
early  infancy  {—7  per  cent),  malignant  neoplasms 
(—5  per  cent ),  other  circulator)^  diseases  (—4  per 
cent ) , and  total  accidents  ( —2  per  cent) . 


Table  II  — Deaths  and  Death  Rates  per  100,000  Population 

1963  and  1962 

from  Ten  Principal  Causes  of  Death: 

1963 

Rank  Cause  of  Death 

1963 

Number  Rate 

1962 

Number  Rate 

1. 

Diseases  of  the  heart  ( 400-402,  410-443) 

4,411 

498.1 

4,052 

461.2 

2. 

Malignant  neoplasms  (140-205) 

1,601 

180.8 

1,670 

190.1 

3. 

Vascular  lesions  (330-334)  affecting  C.  N.  S 

841 

95.0 

835 

95.0 

4. 

Accidents  (800-962)  

319 

36.0 

322 

36.7 

5. 

Certain  diseases  of  early  infancy  (760-776) 

290 

32.7 

308 

35.1 

6. 

Diabetes  mellitus  (260)  

269 

30.4 

242 

27.5 

7. 

Influenza  and  pneumonia  (480-493) 

232 

26.2 

212 

24.1 

8. 

Congenital  malformations  (750-759) ■ 

135 

15.2 

111 

12.6 

9. 

Cirrhosis  of  liver  (581 ) 

124 

14.0 

137 

15.6 

10. 

General  arteriosclerosis  (450) 

119 

13.4 

144 

16.4 

10. 

Other  circulatory  diseases  (451-468) 

119 

13.4 

122 

13.9 

While  total  accidental  fatalities  declined  slightly. 
Table  III  shows  1963  motor  vehicle  deaths  seven 
per  cent  higher  than  1962  and  home  accidental 
deaths  1 1 per  cent  lower. 

The  seven  deaths  from  infectious  hepatitis  in 
1963  returned  to  the  1961  level  after  a marked  drop 


during  1962.  The  year  1963  witnessed  seven  deaths 
from  meningococcal  infections. 

Table  III  presents  the  number  of  deaths  from 
selected  causes  with  rates  in  1962  and  1963.  A more 
detailed  breakdown  is  available  upon  request. 
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Table  III  — Provisional  Number  of  Deaths  from  Selected  Causes; 
Rhode  Island,  1962  and  1963 


(Excludes  fetal  deaths;  Rates  per  100,000  estimated  population  except  as  noted) 


Cause  of  Death 

( International  Classification  of  Diseases,  1955) 

All  Causesf 

Tuberculosis,  all  forms  (001-019)  

Sypliilis  and  its  sequelae  ( 020-029) 

Dysentery,  all  forms  (045-048) 

Scarlet  fever  and  streptococcal  sore  throat  (050,051) 

Meningococcal  infections  (057)  

Acute  poliomyelitis  (080) 

Encephalitis  ( 082)  

Measles  (085)  

Infectious  hepatitis  (092) 

Malignant  neoplasms  (140-205) 

Asthma  (241)  

Diabetes  mellitus  (260)  

Meningitis,  except  meningococcal  and  tuberculous  (340) 

Cardiovascular-renal  diseases  (330-334,  400-468,  592-594) 

\'ascular  lesions  (330-334)  affecting  C.  N.S 

Diseases  of  heart  (400-402,  410-443) 

Hypertension  without  mention  of  heart  (444-447) 

General  arteriosclerosis  (450) 

Other  diseases  of  circulatory  system  (451-468) 

Chronic  and  unspecified  nephritis  (592-594) 

Influenza  (480-483)  

Pneumonia  (490-493)  

Bronchitis  (500-502)  

Ulcer  of  stomach  and  duodenum  (540,541) 

Appendicitis  (550-553)  


1963  1962 


Number 

Rate 

Numl)cr 

Rate 

9,538 

10.8 

9,112 

10.4 

31 

3.5 

32 

3.6 

6 

0.7 

4 

0.5 

— 

— 

1 

0.1 

— 

— 

1 

0.1 

7 

0.8 

2 

0.2 

2 

0.2 

3 

0.3 

1 

0.1 

2 

0.2 

7 

0.8 

1 

0.1 

1,601 

180.8 

1,670 

190.1 

30 

3.4 

26 

3.0 

269 

30.4 

242 

27.5 

12 

1.4 

12 

1.4 

5,659 

639.0 

5,304 

603.8 

841 

95.0 

835 

95.0 

4,411 

498.1 

4,052 

461.2 

94 

10.6 

87 

9.9 

119 

13.4 

144 

16.4 

119 

13.4 

122 

13.9 

75 

8.5 

64 

7.3 

6 

0.7 

1 

0.1 

226 

25.5 

211 

24.0 

35 

4.0 

31 

3.5 

71 

8.0 

72 

8.2 

8 

0.9 

6 

0.7 

Hernia  and  intestinal  obstruction  (560,  561,  570) 

Gastritis,  enteritis,  etc.  (543,  571,  572)  

Cirrhosis  of  liver  (581)  

Cholelithiasis,  cholecystitis,  and  cholangitis  (584,  585) 

Acute  nephritis  and  nephrosis  (590,  591) 

Infections  of  kidney  ( 600) 

Hyperplasia  of  prostate  (610) 

Complications  of  pregnancy,  childbirth,  etc.*  (640-689)  ... 

Congenital  malformations  (750-759) 

Certain  diseases  of  early  infancy  (760-776) 

Symptoms,  senility  and  ill-defined  conditions  (780-795) 

Accidents  (800-962)  

Motor-vehicle  accidents  (810-835) 

All  other  accidents  (800-802,  840-962) 

Occurring  in  home  (870-936,  .0) 

Suicide  (963-970-979)  

Homicide  (964,980-985)  

t Rate  per  1,000  population. 

*Rate  per  10,000  live  births. 


69 

7.8 

53 

6.0 

32 

3.6 

28 

3.2 

124 

14.0 

137 

15.6 

28 

3.2 

27 

3.1 

5 

0.6 

8 

0.9 

49 

5.5 

43 

4.9 

17 

1.9 

12 

1.4 

5 

2.7 

1 

0.5 

135 

15.2 

111 

12.6 

290 

32.7 

308 

35.1 

18 

2.0 

18 

2.0 

319 

36.0 

322 

36.7 

96 

10.8 

89 

10.1 

223 

25.2 

233 

26.5 

110 

12.4 

122 

13.9 

64 

7.2 

47 

5.4 

14 

1.6 

6 

0.7 
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“Available  To  Satisfy  Any  of  Your  Motoring  Needs” 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 
1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHOLESALE  FUEL  OILS 
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concluded  from  page  356 

well  understood  by  the  average  physician.  A few 
evenings  spent  with  this  instructional  course  will 
give  him  a fundamental  knowledge  of  the  subject 
and,  in  so  doing,  a pleasurable  experience.  This 
reviewer  has  not  only  completed  the  course  himself, 
hut,  in  the  past,  has  recommended  it  to  internes  and 
residents.  He  now  recommends  it  to  the  profession 
at  large. 

Francis  H.  Chafee,  m.d. 


EDALOGY 

Carcinoma  of  the  Stomach 

Carcinoma  of  the  stomach  for  many  years  was 
the  leading  cause  of  death  from  carcinoma  in  the 
United  States.  In  the  last  three  decades,  for  rea- 
sons not  know,  gastric  carcinoma  appears  to  have 
been  decreasing,  and  its  frequency  has  now  been 
superseded  by  carcinoma  of  the  intestines  ( exclud- 
ing the  rectum  i , and  carcinoma  of  the  lungs.  . . . 

The  decrease  has  been  from  28.8  deaths  jier 
100,000  population  in  1930,  to  13.0  per  100,000  in 
1955.  American  Caucasians  have  been  the  principal 
beneficiaries  of  this  decreasing  incidence,  and  now 
as  a group  their  reported  death  rate  from  this  dis- 
ease is  the  lowest  in  the  world. 

Significant  variations  in  the  death  rates  from 
carcinoma  of  the  stomach  exist  between  the  nations. 
. . . Japan,  Finland,  and  Chile  report  nearly  three 
times  the  incidences  that  exist  in  England,  Wales, 
Canada  and  the  United  States.  Trapeznikov  states 
that  gastric  carcinoma  is  the  commonest  malignant 
tumor  in  the  Union  of  Soviet  Socialist  Republics, 
comprising  30  per  cent  of  all  malignant  growths. 

In  man  evidence  that  ingested  substances  may 
play  a role  is  all  indirect.  Stocks  and  Davies  inves- 
tigated the  soil  composition  in  certain  regions  of 
England  and  \\  ales,  and  reported  significant  dif- 
ferences where  there  appeared  to  be  a high  inci- 
dence of  gastric  carcinoma. 

In  Iceland  carcinoma  of  the  stomach  accounts  for 
from  35  to  45  per  cent  of  all  malignant  tumors. 
Dungal  believes  this  high  rate  may  he  related  to  a 
common  food  item,  homesmoked  fish.  An  analysis 
of  .some  of  the  smoked  fish  has  shown  that  they  con- 
tain significant  amounts  of  benzpyrene  and  other 
polycylic  hydrocarbons.  Haenszel  in  a comprehen- 
sive survey  of  epidemiologic  factors  concluded  that 
the  probable  basic  environmental  factor  is  dietary. 

Certain  observations  suggest  that  intrinsic  fac- 
tors contribute  to  the  development  of  carcinoma  of 
the  stomach.  Eor  example,  there  appears  to  he  a 
familial  tendency,  since  the  incidence  of  gastric  car- 
cinoma is  from  two  to  six  times  as  high  among 
blood  relatives  of  victims  as  among  the  general  pop- 


RHODE  ISLAND  MEDICAL  JOURNAL 

ulation.  Patients  with  gastric  carcinoma  are  known 
to  have  a high  incidence  of  group  A blood.  It  has 
been  known  for  many  years  that  hypochlorhydria 
and  achlorhydria  are  unusually  common  in  patients 
who  have  carcinoma  of  the  stomach,  although 
Grinspoon  and  Dunn  reported  that  the  Japanese 
in  Los  Angeles,  while  having  a higher  incidence 
of  gastric  carcinoma  than  that  of  the  Caucasians  or 
^lexicans  in  that  area,  do  not  have  a higher  inci- 
dence of  archlorhydria. 

\\  hether  or  not  race,  color  and  economic  status 
have  any  real  etiologic  role  is  uncertain,  hut  in  the 
L nited  States  the  disease  is  most  common  among 
nonwhites,  among  certain  foreign-horn  groups,  and 
in  the  low  socioeconomic  classes.  The  Japanese  in 
Hawaii  are  also  known  to  have  a higher  incidence 
of  gastric  carcinoma  than  that  of  other  racial  groups 
in  the  Islands. 

. . . Extracted  from  paper  titled  “Carcinoma 
of  Stomach”  by  Hoerr,  S.  O.,  and  Hodgman, 

R.  Am.  J.  Surg.  107  :64,  (April)  1964. 


SCANNING  THE  MEDICAL  LITERATURE 

ATMOSPHERIC  POLLEX  AND  MOLD 
SL'RJ’EY,  Providence.  Rhode  Island.  1949- 
1956.  Erancis  H.  Chafee  and  Guv  A.  Settipane. 
J.  Allergy  35:193,  1964 

The  diagnosis  of  allergic  symptoms  due  to  atmos- 
pheric antigens  depends  on  the  correlation  of  these 
manifestations  with  the  various  pollen  and  mold 
seasons. 

Annual  surveys  of  Providence,  Rhode  Island 
were  made  from  May  1 to  October  31,  1940  and 
from  April  1 to  September  30,  1950  through  1956. 
The  onset  and  termination  of  each  major  pollen 
season  was  recorded  and  an  eight  year  average 
obtained. 


The  periods  of  the  major  pollen  seasons  were 
found  to  he : 


Onset 

Peak  Period 

Termination 

Elm 

April  2 

April  6-24 

April  30 

Maple 

April  4 

April  14—29 

May  9 

Birch 

April  24 

Mav  3-14 

May  27 

Oak 

Mav  3 

Mav  7-29 

Tune  7 

Grass 

May  6 

May  24-July  7 

July  22 

Ragweed 

August  12 

August  24— Sept.  12 

Sept.  30 

(Only  the  spores  of  the  mold  Alternaria  were 
included.  The  season  began  on  April  16.  The  peak 
period  began  on  June  23  and  did  not  terminate  till 
after  the  end  of  the  study. 

The  effect  of  hurricanes  upon  the  ragweed  iiollen 
count  was  observed  in  three  instances.  The  hurri- 
cane had  no  influence  upon  the  counts  when  it  came 
early  in  the  season,  hut  when  it  occurred  late  the 
counts  were  markedly  diminished. 


THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 


H.  P.  HOOD  & SONS,  135  Harris  Ave.,  Providence,  DE  1-3024 

Produced  at  Hood  Certified  Farm,  Beverly,  Mass. 


Start  with  an  industrial  National  checking  account.  It’s  the 
quick,  safe,  “do-it-by-mail”  way  to  handle  your  financial  affairs. 

Add  an  Industrial  National  savings  account.  It’s  a good  way 
to  make  funds  grow  fast  — your  savings  at  Industrial  National 
earn  interest  every  day  from  day  of  deposit  to  day  of  with- 
drawal, when  you  keep  a balance  of  $5  or  more.  Your  interest 
is  compounded  and  credited  four  times  a year,  too. 


INDUSTRIAL 


Blend  in  other  helpful  Industrial  National  services  from 
time  to  time.  Like  a handy  safe  deposit  box.  Insured  personal 
loans.  Real  estate  mortgages.  Trust  assistance. 

To  keep  your  finances  healthy,  follow  this  prescription  at 
your  neighborhood  Industrial  National  office.  There’s  bound 
to  be  one  near  your  home  or  office. 


NATIONAL  BANK  OF 

RHODE  ISLAND 

Neighborhood  Offices  Serving 
All  of  Rhode  Island 

Member  Federal  Reserve  System 
Member  Federal  Deposit  Insurance  Corporation 
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Amytal  is  a moderately  long-acting  barbiturate  tha‘1  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  a contraindication. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  WARNING— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  upon  request. 
Eli  Lilly  and  Company, 
Indianapolis  6.  Indiana. 
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AMOBARBITAL :: 
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Mr.  T.  A.  H. 
Santa  Monica,  Calif, 


When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


_ As  a doctor,  you  are  invited  to  take  advantage  of  a 
Qj/yA/  I professional  discount  on  the  Sealy  Posturepedic. 
xjiyUtii.j  I We  believe  your  personal  use  will  convince  you 
■ of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets.  To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 
$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr.. 


Residence.. 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference; 

□ Innerspring  Set 

□ Foam  Rubber  Set 


City  Zone.. 


..State.. 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN, 

©Sealy,  Inc  , 1963— ®T.M.  Reg.  U.S.  Pat.  Off. 


thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  production 
areas  is  important,  yet  entrances  must  accom- 
modate heavy  traffic  of  people  and  materials. 
In  fact,  at  Eli  Lilly  and  Company,  the  en- 
trances to  certain  production  facilities  where 
traffic  is  heaviest  have  no  screens  or  doors. 
□ This  makes  it  look  easy  for  flies  to  get  in.  But 


let  one  tiy  it  and  he  is  literally  picked  up  by 
a fast-moving  blast  of  ah'  and  thrown  for  a 
loss— back  outside.  This  "curtain  of  ah',”  mov- 
ing down  and  out  from  the  top  of  the  open 
doorway,  bars  the  entrance  and  keeps  flies  out 
. . . still  another  step  demonstrating  the  care 
that  goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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a 15  mm.  Hg.  drop  in 
diastolic  pressure  would 
also  suit  her  very  well 

for  suitably  gradual, 
physiologic  hypotensive 
treatment 

HYDROMQX 

QUINETHAZONETABLETS 

antihypertensive  diuretic 

HYDROMOX  Quinethazone  is  excellent  for  use  in 
early  hypertension.  Extremely  well  tolerated,  the 
average  reported  reduction  in  diastolic  pressure  is 
15  mm.  Hg.,^’"  just  right  for  patients  with  mild  to 
moderate  diastolic  elevations.  Systolic  pressure 
lowered  accordingly.  A convenient,  single  daily  dose 
of  one  to  two  50  mg.  tablets  is  usually  suffieient. 

INDICATED  in  hypertension  with  or  without  edema,  and  in  all 
types  of  edema  involving  salt  retention.  May  be  helpful  in 
some  cases  of  lymphedema,  idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS;  Skin  rash  (rare),  gastrointestinal  disturbances, 
weakness  and  dizziness,  seldom  so  severe  that  drug  should  be 
stopped.  Generally,  the  adverse  effects  sometimes  associated  with 
the  thiazide  diuretics  are  possible.  Pre-existing  electrolyte  abnormalities 
may  be  aggravated.  ^ 

CONTRAINDICATION:  Anuria. 


ii 

1.  Steigmann,  F.,  and  Griffin,  R.;  Evaluation  of  Quinethazone,  a 
New  Diuretic.  /.  Amer.  Geriat.  Soc.  11 :945  (Oct.)  1963. 

2.  Schwartz,  M.;  Office  Evaluation  of  a New  Diuretic  in  Patients 
with  Hypertensive  Diseases.  Scientific  Exhibit  Presented  at  the 
Clinical  Meeting  of  the  American  Medical  Association,  Los  Angeles, 
California,  Nov.  25-28, 1962. 


LEDERLE  LABORATORIES, 

A Division  of  AMERICAN  CYANAMID  COMPANY, 
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MAURICE  N.  KAY  PEDIATRIC  SYMPOSIUM 
Roger  Williams  General  Hospital  — October  14,  1964 

R.  Cannon  Eley,  m.d.,  Chief,  and  Professor  of  Pediatrics,  Brown  University 


Moderator : C.  Davenport  Cook,  m.d. 

Professor  of  Pediatrics  and  Chairman  of  the  Department, 

Yale  University  School  of  Medicine 

MORNING  SESSION 

Kurt  Benirschke,  m.d. 

Professor  of  Pathology  and  Chairman  of  the  Department, 

Dartmouth  Medical  School 

“Relevance  of  Placentation  to  Fetal  Outcome’’ 

Stewart  H.  Clifford,  m.d. 

Associate  Clinical  Professor  of  Pediatrics.  Harvard  Medical  School 
Pediatrician-in-Chief,  Boston  Lying-In  Hospital 

“Reduction  in  Mental  Retardation  and  Other  Neurologic  Disorders 
by  Obstetrics.  An  Old  and  a New  Approach  through  Fetology” 

C.  Davenport  Cook,  m.d. 

Professor  of  Pediatrics  and  Chairman  of  the  Department, 

Yale  University  School  of  Medicine 

“Normal  and  Abnormal  Neonatal  Adjustments” 

AFTERNOON  SESSION 

Alan  C.  Goodman,  ph.d. 

Director,  Hearing  and  Speech  Division,  Children’s  Hospital  Medical  Center 
“Detection  and  Evaluation  of  Impaired  Hearing  hi  Infancy 
and  Early  Childhood” 

George  T.  Pratt 

Principal,  Clarke  School  for  the  Deaf.  Northampton,  Massachusetts 
“Education  and  Educational  Eacilities  for  Deaf  Children” 

Michael  Paparella,  m.d. 

Assistant  Professor  of  Otolaryngology,  Ohio  State  L’niversity 

“Nexver  Concepts  in  the  Surgical  Approach  to  Deafness  in  Childhood” 

^ ^ ^ 

(Supported  liy  a grant  from  the  Merck.  Sharp,  and  Dohme  Postgraduate  Program) 
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T\JBERCUUN,TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWAB  THE ARM- 
UNCAPA  TINETEST- 
PRESS-DtSCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now/  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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THE  WASHINGTON  SCENE 

A Sumniary  Report  Prepared  by  the  W ashington  Office 
of  the  American  Medical  Association 


The  House  Ways  and  Means  Committee 
handed  the  Administration  a defeat  by  refusing 
to  act  this  year  on  the  controversial  King- Anderson 
plan  for  a compulsory  social  security  hospital- 
medical  program  for  the  aged. 

However,  King-Anderson  supporters  expressed 
the  hope  the  Senate  would  add  the  proposal  to  a flat 
social  security  cash  benefit  and  tax  increase  bill 
adopted  by  the  Ways  and  Means  panel. 

Rep.  Cecil  King  (D.,  Calif  ) , a committee  member 
and  a sponsor  of  the  King-Anderson  bill,  conceded 
the  lull  did  not  have  enough  votes  to  pass  in  com- 
mittee. “I  don’t  want  ever  to  have  an  adverse  vote,” 
he  told  reporters. 

In  addition  to  blocking  King-Anderson,  the 
\\'ays  and  IMeans  Committee  decided  to  take  no 
action  on  proposed  changes  in  the  Kerr-Mills  pro- 
gram of  federal  aid  to  states  for  health  care  benefits 
for  the  elderly  who  need  financial  assistance  to  pay 
hospital  and  medical  bills. 

The  five  per  cent  boost  in  the  current  maximum 
$127  monthly  payment  for  retired  social  security 
beneficiaries  would  be  the  first  social  security  cash 
increase  in  six  years.  It  is  designed  to  keep  the 
pension  payments  abreast  of  the  cost  of  living.  The 
increased  benefit  would  be  financed  by  a tax  rise 
that,  in  addition  to  already-slated  tax  boosts,  would 
bring  the  social  security  levy  by  1971  to  4.8  per  cent 
paid  by  both  worker  and  employer  on  the  first 
$5,400  of  salary.  Present  tax  is  3.625  per  cent  on 
$4,800.  The  benefits  would  add  up  to  an  extra 
$1  billion  a year. 

The  first  motion  before  the  committee  was  to 
increase  benefits  by  six  per  cent,  but  Rep.  King 
urged  the  King-Anderson  supporters  on  the  Demo- 
cratic side  of  the  panel  to  oppose  this  on  grounds  it 
would  bring  the  social  security  tax  so  high  it  would 
be  difficult  to  attach  King-Anderson  and  even 
higher  taxes  to  social  security. 

Other  social  security  changes  in  the  legislation 
would : 

Extend  social  security  to  an  estimated  150,000 
self-employed  physicians. 

Allow  widows  to  receive  benefits  at  age  60 
instead  of  62  with  a slight  cut  in  payments. 
Continue  payments  to  widows  with  dependent 


children  in  school  until  the  children  reach  age  22 

instead  of  18. 

Commenting  on  the  W'ays  and  IMeans  action. 
Dr.  Xorman  A.  Welch,  president  of  the  American 
IMedical  Association,  declared  the  committee  “acted 
wisely  and  responsibly”  in  refusing  to  approve  the 
King-Anderson  bill. 

In  a statement,  he  declared  : 

“We  are  confident  that  this  decision  is  in  keeping 
with  the  attitude  of  the  majority  of  the  American 
people  toward  this  legislation,  as  reflected  in 
numerous  surveys  by  members  of  Congress  and  by 
private  opinion  sampling  organizations.” 

Dr.  Welch  said,  “We  have  opposed  King- 
Anderson  legislation  because  it  would  force  heavy 
payroll  tax  increases  on  the  nation’s  workers  and 
their  employers  to  provide  hospitalization  benefits 
indiscriminately  to  all  the  elderly,  the  wealthy  and 
the  well-to-do  included.” 

^ ^ ^ 

The  drug  industry  decided  to  challenge  in  court 
the  controversial  Food  and  Drug  Administration 
regulation  requiring  drug  makers  to  produce  proof 
of  efficacy  for  virtually  all  new  drugs  approved  since 
1938,  in  addition  to  other  provisions. 

The  industry  has  argued  that  Congress  intended 
for  the  law  to  apply  only  to  new  drugs  since  enact- 
ment of  the  legislation.  The  FDA  asserted  that 
“what  Congress  intended  was  a comprehensive 
review  of  all  drugs  now  on  the  market  as  a result 
of  new  drug  clearance.” 

* * * 

The  American  Medical  Association  recom- 
mended that  retired  military  personnel  receive 
health  care  benefits  under  a contributory  private 
health  insurance  plan  similar  to  that  now  in  oper- 
ation for  civilian  Federal  workers. 

Dr.  Reuben  A.  Benson,  chairman  of  the  AMA 
Council  on  Xational  Security,  told  a House  Armed 
Services  Subcommittee  that  by  1980  it  is  estimated 
that  the  number  of  retired  military  will  reach 
4,397,000.  “Any  health  care  program  devised  or 
conceived  must  he  sufficiently  elastic  and  effective 
to  adjust  to  these  demands,”  he  noted. 

He  said  the  AMA  recommends  the  adoption  of  a 
plan  patterned  after  the  Federal  Employees  Health 

concluded  on  page  411 
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one  of  the  fundamental  drugs  in  medicine 


THORAZINE® 

..„.orCHLORPROMAZINE 


Smith  Kline  & French  Laboratories 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 

Miltowir 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

WALLACE  LABORATORIES/Cranbury,  N.  J. 
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Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them,  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


M 


wherever  you  go 
forget  your  telephone 
calls.  Well  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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you  can  control  OTITIS  EXTERNA  quickly 


with 

OTAMYLON 

ea,  drops 

Contain  5 per  cent  Sulfamylon®  (brand  of  mafenide) 
hydrochloride  and  5 per  cent  benzocaine  (ethyl  amino- 
benzoate)  in  propylene  glycol  (with  0.4  per  cent 
chlorobutanol  as  preservative). 

bactericidal 

fungicidal 

analgesic 


Most  cases  of  primary  otitis  externa,  as  well  as  those  secondary  to  otitis  media  with  ear 
drum  perforation,  respond  quickly  to  OTAMYLON  Ear  Drops. 

After  gentle  cleansing  and  drying  of  the  ear  canal,  OTAMYLON  is  applied  3 or  4 times 
daily  directly  into  the  canal  (2  or  3 drops)  or  by  inserting  a moistened  gauze  wick. 

If  the  added  anti-inflammatory  action  of  hydrocortisone  is  desired,  prescribe 
OTAMYLON  WITH  HYDROCORTISONE  (0.02  per  cent). 

OTAMYLON  and  OTAMYLON  WITH  HYDROCORTISONE  are  well  tolerated  by 
the  great  majority  of  patients.  Occasional  local  sensitivity  reactions  including  redness 
and  inflammation,  vesiculation  and  exacerbation  of  symptoms  such  as  itching  have  been 
reported,  all  of  which  have  disappeared  rapidly  on  discontinuance  of  medication.  No 
systemic  reactions  have  occurred. 

OTAMYLON  is  supplied  in  bottles  of  15  ml.  with  dropper. 

OTAMYLON  WITH  HYDROCORTISONE  is  supplied  as  a combination  package 
containing  1 bottle  each  of  Otamylon  13.4  ml.  and  hydrocortisone  (0.16  per  cent  in 
propylene  glycol)  2 ml. 


Winthrop  Laboratories,  New  York,  N.  Y. 

W/nf/rrop 
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RHODE  ISLAND  LABORATORIES  APPROVED 
BY  DEPARTMENT  OE  HEALTH,  DIVISION  OF  LABORATORIES, 
FOR  PERFORMING  PREMARITAL  AND  PRENATAL  BLOOD  TESTS 


Name 

R.  I.  State  Dept,  of  Health,  Division  of  Laboratories 

Charles  V.  Chapin  Hospital 

St.  Joseph's  Hospital 

Memorial  Hospital  

Newport  Hospital 

Newport  City  Health  Department  

The  Jamestown  Clinic  

Physicians  Laboratory  Service.  Inc.  

Goldin  Biological  Laboratory  

Truesdale  Hospital  

The  Doctors’  Laboratory 

Rhode  Island  Medical  Center  

Massachusetts  State  Laboratory,  Dept,  of  Health 

Rhode  Island  Hospital  Laboratory 

Worcester  City  Hospital  Laboratory 

State  Sanatorium  Laboratory  

Laboratory  of  Clinical  Medicine 

Kennedy  Clinical  Laboratory 

The  Aquidneck  Medical  Center  Laboratory 

Emma  Pendleton  Bradley  Home 

Tramonti-Krasnoff  Medical  Laboratory 

Central  Medical  Laboratory 

East  Side  Clinical  Laboratory 

Pawtucket  Clinical  Laboratory 

Kent  County  Memorial  Hospital  Laboratory 

Medical  Laboratories,  Inc. 

X’eterans  Administration  Hospital 

Miriam  Hospital  

Osteopathic  General  Hospital 

Durham  Medical  Laboratory  

South  County  Hospital  Laboratory 

Westerly  Hospital  

St.  Anne's  Hospital  

Notre  Dame  Hospital 

Saylesville  Clinical  Laboratory 
Kent  County  Clinical  Laboratory 
Park  Medical  Laboratory,  Inc. 

Pelham  Clinical  Laboratory 

Union  Hospital  

Our  Lady  of  Fatima  Hospital 
Elmwood  Medical  Laboratory 

The  West  Warwick  Medical  Laboratory  

Woonsocket  Hospital  Laboratory 

Burrillville  Medical  Laboratory 

The  Hopkins  Medical  Laboratory 
Cranston  Medical  Laboratory.  Inc. 

Medical  Service  Laboratory.  Inc.  

Physicians  MediLab  


.\ddress 

344  State  Office  Bldg..  Providence 
157  Eaton  St.,  Providence 
21  Peace  St.,  Providence 
Prospect  St.,  Pawtucket 
Friendship  St..  Newport 
City  Hall.  Newport 
Knowles  Court,  Jamestown 
275  Reservoir  .^ve..  Providence 
334  Westminster  St..  Providence 
Rock  St..  Fall  River,  Mass. 

15  Belmont  St..  Pawtucket 
Howard 

Boston.  Massachusetts 
593  Eddy  St.,  Providence 
W orcester.  Massachusetts 
W'allum  Lake.  Rhode  Island 

170  Waterman  St..  Providence 
109  Massasoit  Ave.,  Barrington 
Memorial  Blvd.,  Newport 
Barrington  Parkway,  Riverside 
293  Governor  St..  Providence 
272  Smith  St.,  Providence 

154  Waterman  St..  Providence 
162  Broadway.  Pawtucket 
Toll  Gate  Road,  Warwick 
221  Willett  Ave..  Riverside 
Davis  Park.  Providence 
164  Summit  Ave..  Providence 
1763  Broad  St..  Cranston 
804  Main  St..  Pawtucket 
Wakefield 
Westerly 

Fall  River.  Massachusetts 
Central  Falls 

15  Roosevelt  .-\ve..  Lincoln 
686  Commonwealth  .\ve..  M’arwick 
586  Broad  St..  Providence 
94  Pelham  St..  Newport 
Fall  River.  Massachusetts 
200  High  Service  Ave., N.  Providence 
1 50  Elmwood  .-\ve..  Providence 
19  Ottawa  St..  \\  est  Warwick 
115  Cass  .-^ve.,  Woonsocket 
Chapel  St..  Harrisville 
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CHOOSE  THE  PRODUCT 
TO  m THE  NEED 


V 


.so-.  ‘CORTISPORINT^. 

POLYMYXIN  B-NEOMYCIN-GRAMICIDIN 
with  HYDROCORTISONE  ACETATE  0.5% 

CREAM 


a vanishing  cream  base 


1/2  OZ. 


‘CORTISPORIN’l 

POLYMYXIN  B - BACITRACIN  - NEOMYCIN 
WITH  HYDROCORTISONE  If: 

OINTMENT 


a special  low  melting  point  base 


anti-inflammatory 

bactericidal 


antipruritic 
rarely  sensitizing 

CREAM— Each  gram  contains  ‘Aerosporin’®  brand 
Polymyxin  B*  Sulfate  10,000  Units;  Neomycin  Sulfate  (equiv- 
alent to  3.5  mg.  Neomycin  Base)  5.0  mg.;  Gramicidin  0.25  mg.; 
Hydrocortisone  Acetate  5.0  mg.  (0.5%). 

In  a smooth,  white,  water-washable  vanishing  cream  base  with 
a pH  of  approximately  5.0.  Inactive  ingredients:  liquid  petro- 
latum, white  petrolatum,  propylene  glycol,  polyoxyethylene  poly- 
oxypropylene  compound,  emulsifying  wax,  distilled  water,  and 
0.25%  methylparaben  as  preservative. 

Available : In  tubes  of  7.5  Grams. 

OINTMENT— /npredlewts:  Each  gram  contains  ‘Aerosporin’® 
brand  Polymyxin  B*  Sulfate  5,000  Units;  Zinc  Bacitracin  400 
Units;  Neomycin  Sulfate  5 mg.  (equivalent  to  3.5  mg.  Neomycin 
Base);  Hydrocortisone  10  mg.  (1%). 

In  a special  white  petrolatum  base. 

Available:  In  tubes  of  V2  oz.  and  % oz. 

*1T.S.  Patent  Nos.  2,565,057-2,695,261 


Indications : Wherever  inflam- 
mation or  infection  occurs 
and  is  accessible  for  topical 
therapy. 

C ontraindications  : These 
drugs  are  contraindicated  in 
tuberculous,  fungal  or  viral 
lesions  (herpes  simplex,  vac- 
cinia and  varicella). 

Caution:  As  with  other  anti- 
bacterial preparations,  pro- 
longed use  may  result  in 
overgrowth  of  nonsusceptible 
organisms,  including  fungi. 
Appropriate  measures  should 
be  taken  if  this  occurs. 


Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


376 


RHODE  ISLAND  MEDICAL  JOURNAL 


in  virtually  all  diarrheas... prompt  symptomatic  control 


LOMOTIL 


TABLETS / LIQUID— Each  tablet  and  each  5 cc.  of  liquid  contains: 
diphenoxylate  hydrochloride  ...  2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


Lomotil  controls  the  basic  physiologic  dysfunction  in  diarrhea— exces- 
sive propulsive  motility.  Pharmacologic  evidence  indicates  that  it  does 
so  by  directly  inhibiting  propulsive  movements  of  the  intestines.  This 
direct,  tvell-localized  activity  controls  diarrheas  of  tvidely  varied  origin 
and  does  so  promj)tly,  conveniently  and  economically. 

The  relatively  few  conditions  in  which  Lomotil  has  given  less  than 
satisfactory  control  have  been,  for  the  most  part,  those  such  as  severe 
ulcerative  colitis  in  which  too  little  anatomic  or  functional  capacity 
of  the  intestines  remains  for  the  motility-lowering  action  of  Lomotil 
to  have  effect. 

It  should  be  noted,  however,  that  Lomotil  has  proved  highly  useful 
in  mild  to  moderate  ulcerative  colitis  and  in  several  other  refractory 
forms  of  diarrhea. 


The  recommended  initial  adult  dosage  is  two  tablets  (2.5  mg.  each) 
three  or  four  times  daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Maintenance  dosage  may 
be  as  low  as  two  tablets  daily.  Children’s  daily  dosage  (in  divided  doses) 
varies  from  3 mg.  for  a child  of  3 to  6 months  to  10  mg.  for  one  8 to 
12  years  of  age.  Lomotil  is  an  exempt  narcotic;  its  abuse  liability  is 
low  and  comparable  to  that  of  codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  relatively  uncommon  but  among  those 
reported  are  gastrointestinal  irritation,  sedation,  dizziness,  cutaneous 
manifestations,  restlessness  and  insomnia.  Lomotil  should  be  used  with 
caution  in  patients  with  impaired  liver  function  and  in  patients  taking 
addicting  drugs  or  barbiturates.  Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the  subtherapeutic  amount  of 
atropine  is  added  to  discourage  deliberate  overdosage. 
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The  Twenty -Third  Charles  Value  Chapin  Oration  — 

LESSONS  FROM  CHAPIN  IN  THIS  ANTIBIOTIC  ERA* 

Wesley  W.  Spink,  m.d. 


The  Author.  Wesley  W.  Spink,  m.d.,  of  Minneapolis, 
Minnesota.  Professor  of  Medicine,  University  of 
Minnesota  Medical  School ; Past  President,  American 
College  of  Physicians. 


I AM  HONORED  in  presenting  this  Annual  Chapin 
Oration.  In  doing  so  I join  the  ranks  of  distin- 
guished medical  scientists  whose  orations  reflect 
the  wide-ranging  interests  of  this  man. 

It  would  be  presumptuous  of  me  to  recite  the 
accomplishments  of  Charles  Value  Chapin  in  his 
home  city.  However,  I should  like  to  point  out  that 
he  came  on  to  the  local  scene  at  the  turn  of  the  cen- 
tury when  microbiology  was  in  its  golden  era,  and 
preventive  medicine  and  the  science  of  public  health 
were  in  their  infancy.  His  common  sense  and  cour- 
age contributed  to  some  lasting  principles  in  the 
control  of  communicable  diseases  that  should  be 
emphasized  in  the  present  era  of  antibiotics.  I am 
sure  that  he  would  agree  with  the  dictum  that  no 
infectious  disease  was  ever  treated  out  of  existence. 

Chapin  acquired  his  epidemiologic  data  on  dis- 
ease and  projected  his  ideas  at  a time  when  the 
therapy  of  infectious  diseases  was  restricted  to  anti- 
serum for  diphtheria,  and  specific  means  of  preven- 
tion consisted  of  smallpox  vaccine  and  diphtheria 
toxin-antitoxin.  I have  concentrated  my  medical 
interests  in  the  field  of  infectious  diseases  for  the 
past  30  years,  a period  that  included  the  introduc- 
tion of  chemotherapy  and  antibiotics,  and  the  wide 
application  of  measures  for  the  control  of  infections. 
Never  in  the  history  of  medicine  has  so  much  been 
accomplished  in  such  a brief  time.  But  serious  prob- 
lems still  confront  clinicians  in  the  field  of  infec- 
tious diseases.  I believe  further  control  of  infec- 
tions to  be  entirely  possible  if  we  would  reflect  upon 
some  of  the  basic  principles  enunciated  by  Chapin 
and  apply  them. 

My  search  for  materials  on  Chapin  was  aided  by 
the  timely  publication  of  James  H.  Cassedy’s  biog- 
raphy “Charles  V.  Chapin  and  the  Public  Health 

♦Delivered  at  the  lS3rd  Annual  Meeting  of  the  Rhode 
Island  Medical  Society,  at  the  Marvel  Gymnasium  of 
Brown  University,  May  5,  1964. 


Movement”  ; and  by  my  distinguished  associate  and 
friend  of  long  standing.  Dr.  Gaylord  Anderson, 
Director  of  the  School  of  Public  Health  at  the 
University  of  Minnesota,  who  placed  in  my  hands 
several  of  Chapin’s  original  contributions,  espe- 
cially the  volumes  “Sources  and  Modes  of  Infec- 
tion” and  “Municipal  Sanitation  in  the  United 
States.” 

For  the  present  purposes  I would  like  to  empha- 
size three  main  contributions  of  Chapin  to  public 
health  : ( 1 ) His  distinct  claim  to  medical  immor- 
tality resulted  from  the  careful  collection  and  sta- 
tistical analysis  of  epidemiologic  data  in  Providence 
carried  out  over  a period  of  years,  which  culminated 
in  his  volume  on  municipal  sanitation  in  the  United 
States.  This  work  was  a guide  for  local  health  offi- 
cers for  over  a quarter  of  a century,  and  can  still 
be  fruitfully  consulted  on  occasion.  (2)  His  experi- 
ence with  illness  on  a local  level  led  him  to  advance 
ideas  for  better  municipal  health  through  school 
medical  services,  improved  infant  and  child  care, 
comprehensive  information  on  tuberculosis,  care- 
ful scrutiny  of  the  milk  and  water  supplies  and 
methods  of  garbage  disposal,  the  inauguration  of 
“clean-up  week,”  and  many  other  ventures.  (3) 
Perhaps  his  most  explosive  proposal,  which 
brought  the  wrath  of  the  medical  profession  down 
upon  him,  was  that  terminal  fumigation  of  the 
premises  of  patients  with  contagious  diseases 
should  be  abolished.  This  idea  was  developed  in 
his  book  “Sources  and  Modes  of  Infection.”  At  the 
time  it  was  believed  that  strict  isolation  of  patients 
with  contagious  disease  would  eliminate  infectious 
disease.  Air  was  the  chief  medium  of  transmission, 
and  disease  was  spread  through  families.  Chapin 
maintained  that  contact  with  patients  and  with 
healthy  carriers  of  disease  were  the  primary  sources 
of  infection,  and  infected  air  and  contaminated 
articles  played  minor  roles.  His  concept  of  healthy 
carriers  as  a source  of  disease  was  beautifully 
proved  by  the  distinguished  epidemiologist  Wade 
Hampton  Frost  in  his  studies  on  diphtheria  in  Bal- 
timore. Chapin  also  admonished  the  profession  to 
guard  milk  and  water  supplies  carefully  and  called 
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attention  to  the  part  that  insects  played  in  the  dis- 
semination of  disease. 

Speaking  here  in  Providence  tonight  where 
Chapin’s  work  was  accomplished  a half  century 
ago,  I would  like  to  dwell  on  three  present-day 
problems  in  infectious  diseases,  particularly  as  they 
relate  to  Chapin’s  teachings.  The  first  is  concerned 
with  the  problem  of  penicillin-resistant  staphylo- 
cocci as  encountered  in  our  general  hospitals ; the 
second  is  involved  with  genito-urinary  tract  infec- 
tions caused  by  enteric  organisms  that  reside  in  the 
colon  of  healthy  people ; and  the  third  concerns 
epidemic  disease  originating  in  contaminated  food 
and  water. 

The  Staphylococcus  Problem 

I have  been  interested  in  the  problem  of  staphylo- 
coccal sepsis  for  more  than  30  years,  a clinical  expe- 
rience that  extends  over  the  period  1933-1964.  I 
cite  these  years  because  three  eras  of  treatment  are 
embraced — ^the  pre-sulfonamide  period,  1933- 
1937;  the  sulfonamide  years,  1937-1942;  and  the 
antibiotic  era,  1942-1964.  During  the  initial  five 
years  no  specific  therapy  was  available ; the  mor- 
tality rate  of  staphylococcal  septicemia  ranged 
around  80  per  cent ; and  osteomyelitis  of  the  long 
bones  in  the  younger  age  groups  was  a common 
affliction. 

Little  advancement  in  the  control  of  staphylo- 
coccal disease  occurred  during  the  sulfonamide 
period.  A most  dramatic  change  in  the  prognosis 
and  therapy  of  staphylococcal  infections  took  place 
in  1942  when  penicillin  was  introduced.  Dr.  Wen- 
dell Hall  and  I undertook  clinical  investigation  with 
this  new  agent  between  1942-1944,  and  the  mor- 
tality rate  from  staphylococcal  septicemia  was  re- 
duced to  under  30  per  cent,  a rate  that  we  have 
never  attained  since.  Equally  important,  acute 
osteomyelitis  could  be  successfully  treated  without 
surgical  intervention. 

However,  within  five  years  after  the  introduction 
of  penicillin  we,  along  with  others,  began  to  en- 
counter an  occasional  strain  of  staphylococcus  that 
was  resistant  to  the  antibacterial  action  of  the  anti- 
biotic. Within  the  next  decade  this  biologic  phe- 
nomenon reached  into  general  hospitals  throughout 
the  nation,  so  that  up  to  75  per  cent  of  the  strains 
isolated  from  patients  with  hospital-acquired  staph- 
ylococcal infections  were  found  to  be  highly  resist- 
ant to  penicillin.  The  seriousness  of  this  problem 
was  compounded  by  the  findings  that  the  staphylo- 
coccus became  resistant  to  virtually  every  other 
antibiotic  after  a given  drug  had  been  used  for  a 
while.  The  antibiotic  appeared  to  select  out  and  kill 
sensitive  organisms,  leaving  the  rare  resistant  cocci 
to  reproduce. 

The  problem  of  antibiotic-resistant  staphylococci 
in  hospitals  reached  such  serious  proportions  a few 
years  ago  that  national  organizations  called  together 
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experts  in  order  to  cope  with  this  microbial  chal- 
lenge. Various  protocols  for  controlling  staphylo- 
coccal sepsis  were  drawn  up.  As  a result  of  inves- 
tigations in  our  own  hospital  one  fact  became 
apparent  — the  basic  principles  of  aseptic  tech- 
niques were  being  neglected.  A younger  generation 
of  medical  personnel  had  grown  up  feeling  secure 
under  an  umbrella  of  antibiotics.  Penicillin  was 
believed  to  be  the  magic  drug  that  would  control 
staphylococcal  sepsis.  As  happens  so  often  in  a 
time  of  crisis,  reform  set  in.  Rules  and  regulations 
in  hospitals  formulated  to  combat  this  serious  threat 
included  the  isolation  of  septic  patients,  the  exten- 
sive examination  and  change  of  air  currents  in  hos- 
pitals, the  application  of  various  antiseptics  to  the 
floors  and  walls  of  hospital  rooms,  the  indiscrimi- 
nate sterilization  of  bed  blankets  and  linen,  and 
many  other  costly  procedures.  We  began  to  witness 
a return  to  the  pre-Chapin  theories  of  the  transmis- 
sion of  disease  through  air  and  fomites  from  which 
he  had  so  courageously  liberated  us. 

We  now  recognize  that  the  most  dangerous 
source  of  staphylococcal  infections  in  a hospital  is 
the  septic  patient  with  open  lesions.  Strict  isolation 
of  such  a patient  is  of  primary  importance.  Further- 
more, a rigid  adherence  to  aseptic  principles  is 
essential  for  controlling  such  infections.  I have  sug- 
gested to  our  resident  staff  that  a re-reading  of 
Lister’s  papers  published  almost  100  years  ago 
would  be  beneficial.  We  now  recognize  that  a con- 
siderable proportion  of  normal  people  harbor  patho- 
genic staphylococci  in  their  nasopharynx  and  colon, 
and  on  their  skin.  Many  hospital  infections  are 
endogenous  in  origin,  arising  in  debilitated  indi- 
viduals, in  those  with  blood  dyscrasias,  and  in  those 
receiving  prolonged  corticosteroid  therapy. 

We  can  only  conclude  that  the  threat  of  staphylo- 
coccal sepsis  will  be  with  us  for  a long  time.  But  it 
has  been  demonstrated  again  that  rigid  adherence 
to  aseptic  principles  can  reduce  the  incidence  of 
hospital  infections.  Fortunately,  the  newer  syn- 
thetic penicillins  have  circumvented  the  problem  of 
penicillin  resistance  due  to  penicillinase  production. 
Bacterial  resistance  involving  these  new  penicillins 
does  not  appear  to  be  a serious  clinical  problem  up 
to  the  present  time. 

Problem  of  Infections  Due  to  Gram-Negative 
"Coliform”  Bacilli 

Another  group  of  infections  presenting  epidemi- 
ologic problems,  similar  to  staphylococcal  diseases, 
is  caused  by  organisms  found  in  the  normal  bowel 
flora  of  healthy  human  beings.  These  Gram-nega- 
tive bacilli  belong  to  the  family  Enterobacteriaceae 
and  include  Escherichia  coli,  Aerobacter  aerogenes, 
the  Klebsiella  species,  Paracolobactrum  and  the 
Proteus  group.  The  Pseiidontotias  group  should  be 
added,  although  these  organisms  fall  into  another 
family  of  bacteria. 
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Residing  in  the  normal  colon  these  microbes  are 
harmless  parasites.  But  when  other  tissues  and  the 
blood  are  invaded  by  these  bacilli,  disastrous  results 
can  ensue.  One  of  the  most  serious  clinical  prob- 
lems today  involves  invasion  of  the  genito-urinary 
tract  by  these  Gram-negative  bacteria.  The  preven- 
tion and  management  of  pyelonephritis  constitutes 
one  of  the  most  challenging  medical  problems. 
Invasion  of  the  bloodstream,  particularlv  by  E.  coli, 
not  infrequently  results  in  peripheral  vascular  col- 
lapse, a condition  that  has  been  termed  “endotoxin 
shock.’’  This  condition  occurs  most  frequently  in 
the  aged,  and  the  mortality  rate  hovers  around  70 
per  cent  in  modern  medical  centers.  These  organ- 
isms are  also  a common  cause  of  biliary  tract  sepsis 
and  septic  abortions.  The  Pseudomonas  species  are 
frequent  and  very  serious  invaders  of  the  tissues  of 
severely  burned  patients. 

A better,  but  by  no  means  complete,  understand- 
ing of  the  pathogenesis  of  pyelonephritis  has  yielded 
information  of  considerable  importance  to  physi- 
cians. Firstly,  pyelonephritis  is  a preventable  dis- 
ease. There  is  no  question  that  the  injudicious  use 
of  catheters  has  commonly  resulted  in  cystitis  and 
pyelonephritis  of  severe  consequences.  Beeson’s 
warning  “beware  of  the  catheter’’  should  be  scru- 
pulously followed  in  medical  clinics.  Secondly, 
pyelonepbritis  must  be  recognized  early  in  the 
course  of  the  disease,  which  is  dependent  upon  care- 
ful bacteriologic  data.  Potent  antibiotics  are  now' 
available  that  probably  can  aid  in  controlling  and 
eliminating  the  infection.  These  agents  include  the 
tetracycline  group,  chloramphenicol,  colicystin, 
polymyxin  B,  streptomycin,  and  kanamycin.  The 
problem  of  chronic  pyelonephritis  is  a much  more 
serious  therapeutic  problem.  Our  own  results  indi- 
cate that  we  probably  can  control,  but  not  elimi- 
nate infection  in  the  majority  of  chronic  cases. 

Although  we  have  been  particularly  interested 
in  endotoxin  shock  during  the  past  15  years,  I 
shall  not  dwell  at  length  upon  this  serious  medical 
problem.  Here  again,  the  early  recognition  of  the 
condition,  and  the  prompt  employment  of  anti- 
biotics, fluids,  whole  blood,  and  the  cautious  use  of 
vasopressor  drugs  will  save  some  of  these  individ- 
uals. We  believe  that  large  doses  of  glucocorticoids 
are  beneficial  in  those  patients  with  renal  failure  and 
persistent  hypotension  when  a beneficial  response 
to  tbe  previously  mentioned  agents  does  not  occur 
witbin  24  hours. 

These  “coliform’’  organisms  frequently  cause 
acute  and  chronic  bronchitis,  and  pneumonia. 
Klebsiella  pneumonia  is  not  an  uncommon  disease. 
The  indiscriminate  use  of  antibiotics  for  prophyl- 
actic purposes  sometimes  provides  an  opportunity 
for  overgrowth  of  these  more  resistant  bacilli  along 
the  respiratory  tract.  It  is  for  this  reason  that  we 
rarely  advocate  the  prophylactic  use  of  antibiotics 
in  clinical  states  such  as  bulbar  poliomyelitis  or  in 


those  patients  who  have  had  a tracheotomy. 

It  must  he  emphasized  that  like  stajihylococcal 
disease,  infections  due  to  these  Gram-negative  bac- 
teria will  continually  challenge  the  medical  jirofes- 
sion  because  the  normal,  healthy  human  subject  is 
the  reservoir  for  these  microhcs. 

Infections  Transmitted  by  Food,  Water,  and  Milk 

One  of  the  great  tributes  to  tho.se  who  are  resjion- 
sible  for  municipal  sanitation  in  the  United  States 
is  the  fact  that  a person  can  travel  widely  within  the 
borders  of  this  country  and  not  be  too  concerned 
about  drinking  water  in  the  cities  and  villages. 
Those  who  have  travelled  abroad  can  appreciate 
this  protection  of  public  health.  Chapin’s  ceaseless 
efforts  to  improve  the  water  supply  of  Providence 
is  a chapter  unto  itself  in  environmental  sanitation. 
Mnch  of  his  efforts  along  these  lines  were  directed 
toward  the  elimination  of  typhoid  fever,  a disease 
that  is  still  a constant  public  healtb  threat.  Tbe 
prevention  of  typhoid  fever  and  other  water-borne 
infections  can  only  he  accomplished  by  ceaseless 
attention  to  established  sanitary  methods.  But  new 
health  problems  continue  to  appear  in  our  environ- 
ment. At  present  the  pollution  of  waters  by  indus- 
tries constitutes  a serious  threat  to  wild  life  and 
vegetation  along  our  rivers  and  streams. 

In  addition  to  the  acquisition  of  clean  supplies  of 
w'ater  tremendous  advancements  have  been  made  in 
sanitary  codes  applicable  to  milk  supplies.  At  the 
turn  of  this  century  milk-borne  diseases  included 
typhoid  fever,  tuberculosis,  diphtheria,  strepto- 
coccal infections,  brucellosis  or  undulant  fever,  and 
many  others.  Even  as  late  as  1951  while  traveling 
in  England,  I was  told  that  20  per  cent  of  the  cattle 
in  that  country  had  tuberculosis.  This  was  at  a time 
when  in  my  own  state  of  Minnesota  the  number  of 
cattle  that  were  tuberculin  positive  was  less  than 
0.1  per  cent.  However,  there  was  no  Minnesota 
state  law  requiring  the  pasteurization  of  milk  for 
human  consumption.  Indeed,  few  states  in  the 
Union  had  such  a law,  although  many  municipali- 
ties had  enacted  such  regulations.  I had  a personal 
stake  in  this  phase  of  public  health  because  of  my 
interest  in  brucellosis.  I have  faced  several  State 
Legislative  Committees  relative  to  public  health 
and  educational  matters,  but  none  was  more  har- 
rowing than  the  appearances  on  behalf  of  a state 
law  requiring  the  pasteurization  of  milk.  I had 
never  realized  how  vehement  and  irrational  human 
beings  could  be  until  I faced  the  opponents  of  such 
legislation.  But  I hung  on  to  my  scalp,  and  this 
legislation  was  finally  enacted,  not  only  in  Minne- 
sota, but  in  many  other  states.  And  this  was  accom- 
plished not  until  the  decade  following  World  War 
H.  As  I have  read  over  the  accounts  of  Chapin’s 
many  skirmishes  on  behalf  of  better  health  not  only 
for  the  city  of  Providence,  but  for  the  rest  of  the 
country,  my  admiration  for  his  courage  and  wisdom 

continued  on  next  page 


380 


has  constantly  risen. 

Although  the  United  States  has  accomplished 
much  in  the  control  of  water  and  milk  supplies  for 
human  consumption,  a critical  area  in  public  health 
is  related  to  contaminated  food  that  leads  to  illness. 
During  1963,  we  learned  about  clams  from  the 
waters  of  our  eastern  seaboard  that  were  the  cause 
of  human  cases  of  hepatitis.  Fish  marketed  from 
one  of  our  Great  Lakes  was  the  source  of  fatal 
cases  of  botulism  in  areas  as  far  away  as  Tennessee. 
Similar  cases  derived  from  fish  occurred  in  the  state 
of  W ashington.  One  of  the  most  common  types  of 
disability  today  is  epidemic  food  poisoning  due  to 
staphylococcal  toxin,  which  can  be  traced  to  indi- 
viduals with  minor  staphylococcal  infections  who 
are  engaged  in  the  preparation  of  foods.  A serious 
form  of  illness  arising  from  advances  in  the  prep- 
aration and  marketing  of  foods  is  reflected  in  the 
many  epidemics  of  salmonellosis  or  paratyphoid 
infection.  This  dysentery-like  illness  has  had  as  its 
source  contaminated  frozen  poultry  and  egg  prep- 
arations, especially  powdered  eggs  served  in  the 
form  of  scrambled  eggs.  Contaminated  fowl  can 
be  disseminated  widely  in  a short  period  of  time. 
Freshly  prepared  chickens  from  the  eastern  coast 
are  often  distributed  across  the  nation  within  24 
hours  by  means  of  modern  air  transport.  Hospital 
epidemics  of  salmonellosis  have  been  recorded 
within  the  past  year.  Since  this  embraces  a national 
problem,  the  alert  and  efflcient  Communicable  Dis- 
ease Section  of  the  United  States  Public  Health 
Service  has  a group  of  epidemiologic  trouble  shoot- 
ers who  have  quickly  investigated  and  aided  in 
bringing  under  control  the  causes  of  these  modern 
health  hazards.. 

Finally,  we  come  to  a group  of  contemporary 
health  menaces  in  this  age  of  missiles  and  jets  that 
would  have  challenged  Chapin,  but  he  would  have 
had  the  insight  and  courage  to  cope  with  them. 
These  threats  relate  to  the  rapid  transportation  of 
people.  Individuals  can  be  carried  from  areas  of 
poverty  and  rampant  disease  into  advanced  com- 
munities and  states  within  a matter  of  hours.  W’e 
believe  that  smallpox  is  under  control  but  within 
the  last  five  years  50  travelers  brought  smallpox 
into  European  nations  resulting  in  the  infection 
of  250  persons.  Fourteen  deaths  from  smallpox  oc- 
curred in  1963.  I had  never  seen  a case  of  dengue 
or  “breakbone”  fever  until  1963,  when  I saw  my 
first  case  in  Minneapolis,  occurring  in  a man  who 
had  contracted  the  disease  in  the  tropics  and  trav- 
elled by  airplane  to  Minneapolis  during  the  asymp- 
tomatic period  of  incubation.  He  became  ill  after 
he  had  reached  the  city.  We  know  of  the  typhoid 
victims  that  contracted  their  disease  in  a ski  resort 
in  the  Alps  and  then  became  ill  in  distant  countries, 
including  the  United  States.  I have  seen  two  cases 
of  leprosy  in  Minneapolis  within  the  last  year, 
occurring  in  foreign  students  to  be  sure ; neverthe- 
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less,  these  individuals  constituted  difficult  medical 
problems.  Such  community  health  problems  will 
continue  to  face  us  more  and  more  as  people  travel 
quickly  about  the  world. 

Public  health  will  have  to  be  jealously  and  con- 
tinually guarded  as  the  world  opens  up  and  pours 
crowds  of  people  from  area  to  area  within  a brief 
period  of  time.  This  will  be  a two-way  threat.  The 
diseases  of  the  more  affluent  peoples  can  also  seri- 
ously afflict  the  less  advanced.  Fortunately,  intelli- 
gent leaders  are  now  recognizing  the  need  for 
cooperation  on  a world-wide  basis  through  such 
agencies  as  the  World  Health  Organization,  and 
through  international  codes  of  health.  I am  certain 
that  if  Chapin  were  here  today  he  would  be  among 
the  leaders  in  this  movement  to  protect  community 
health  on  an  international  scale,  such  as  he  did  on 
a community  and  national  level  in  his  day. 

The  student  of  biology  sooner  or  later  arrives  at 
an  appreciation  of  the  dynamic  nature  of  living 
matter.  Whether  one  considers  the  smallest  of 
viruses,  or  man  under  the  stresses  of  environ- 
ment, functional  alterations  can  take  place  that  are 
often  the  means  for  survival.  Man  is  threatened 
with  atomic  energy,  missiles  — and  the  motor  car, 
but  he  is  managing  to  survive,  though  under  pre- 
carious conditions  at  times.  Man  on  occasion  has 
a chance  of  survival  or  destruction  because  he  is  a 
rational  being,  and  wise  leaders  appear  at  the  right 
time.  ^Microbes  are  also  endowed  with  opportuni- 
ties to  survive  his  environment  through  adaptive 
and  genetic  mechanisms,  enzymatic  in  nature,  as 
illustrated  by  the  penicillin-resistant  staphylo- 
coccus. Frequently  the  microbes  are  offered  their 
greatest  opportunity  of  survival  and  multiplication 
through  the  negligence  of  man,  as  demonstrated  by 
food-borne  epidemics.  Negligence  compounded 
with  ignorance  and  poverty  leads  to  pestilence.  In 
view  of  the  unstable  relationship  between  man  and 
microbes  let  us  hope  that  in  our  advancing  civili- 
zation we  shall  not  forget  the  lessons  for  our  sur- 
vival as  taught  to  us  so  ably  by  Charles  Value 
Chapin. 
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Early  in  this  century  Schloss^  worked  with 
and  called  attention  to  the  clinical  importance 
of  the  scratch  method  of  skin  testing.  At  about  the 
same  time  Cooke-  perfected  and  standardized  the 
intradermal  test,  upon  which  he  and  his  followers 
placed  their  greatest  reliance.  W'hich  method  is 
most  suitable  for  routine  skin  testing  is  a subject 
still  under  discussion.  In  this  presentation,  consid- 
eration is  given  only  to  the  clinical  significance  of 
the  scratch  versus  the  intradermal  method  of  testing, 
omitting  all  immunologic  implications  that  may  he 
pertinent  to  either  method. 

The  present  study  indicates  that  in  children  the 
scratch  method  of  testing  yields  satisfactory  results 
and  that  in  the  majority  it  will  produce  positive 
reactions  in  the  presence  of  clinical  sensitization 
making  intradermal  testing  unnecessary.  Moreover, 
most  children  will  accept  the  scratch  test  without 
resentment.  Conversely  in  the  case  of  intradermal 
testing,  many  will  resist  vigorously  while  some 
children  may  even  panic  so  as  to  make  the  procedure 
extremely  uncomfortable.  If  it  can  he  shown  that 
the  scratch  method  of  testing  serves  our  purpose, 
and  that  intradermal  testing  is  required  only  on 
rare  occasions,  time  could  be  saved  and  an  unpleas- 
ant experience  will  often  be  avoided. 

Subjects  Studied 

Our  study  group  was  composed  of  65  white  sub- 
jects who  were  selected  consecutively  from  a group 
of  new  patients  during  the  years  1961  and  1962  • — 
54  were  private  patients  and  1 1 were  clinic  patients. 
The  age  range  at  the  time  of  their  first  interview 
was  3 to  15  years  (Table  1 ). 

Patients  who  presented  a clear-cut  clinical  his- 
tory of  seasonal  rhinitis  or  asthma,  or  both,  occur- 
ring in  August,  September,  and  early  October,  and 
whose  symptoms  occurred  for  at  least  two  consecu- 
tive seasons  were  accepted  for  this  study.  Patients 
who  had  perennial  symptoms  hut  had  definite  exac- 
erbations during  the  well  established  ragweed  sea- 

*From  the  Rhode  Island  Hospital  Pediatric  Allergy  Clinic. 


.son  on  two  consecutive  years  were  also  accepted. 
The  patients  were  presumed  to  he  hypersensitive  to 
ragweed  jiollen,  and  consequently  a clinical  diag- 
nosis of  ragweed  pollinosis  was  made  in  every 
instance.  The  decision  to  select  ragweed  sensitive 
patients  was  made  because  these  individuals  pre- 
sent striking  diagnostic  features  and  the  disease  is 
easily  recognized  as  an  allergic  entity.  W'e  hope  in 
the  future  to  study  children  who  are  sensitive  to 
other  allergens  in  a similar  manner. 

Study  Procedure 

Every  patient  was  subjected  to  the  usual  allergic 
investigation  which  included  a history,  an  estimate 
of  severity  of  symptoms,  a summary  of  prior  treat- 
ment, a chest  and  sinus  roentgenogram,  and  what- 
ever laboratory  tests  were  indicated. 

Every  patient  was  subjected  to  a series  of  skin 
tests  by  the  scratch  technique  when  he  had  not 
received  drugs  which  might  interfere  with  skin 
reactions  for  at  least  24  hours.  Commercially  pre- 
pared glycerinated  extracts  1-20  (5  per  cent ) were 
used  in  the  scratch  method.  Eor  intradermal  testing 
we  employed  freshly  obtained  glycerinated  extract 
1-20  (5  per  cent)  from  which  dilutions  of  1-200 
were  made  with  buffered  phenolized  saline.  All 
jiatients  were  tested  with  the  usual  assortment  of 
inhalant  allergens  in  addition  to  ragweed. 

Patients  in  whom  we  obtained  positive  skin  reac- 
tions to  ragweed  pollen  extract  in  accordance  with 
our  criteria  for  scratch  test  reactions  were  not  sub- 
jected to  intradermal  testing.  Patients  who  showed 
a negative  skin  reaction  to  this  allergen  by  the 
.scratch  method  were  subjected  to  intradermal  test- 
ing. Patients  who  showed  a douhful  reaction  to 
ragweed  pollen  extract  were  retested  on  a subse- 
quent visit,  and  if  the  doubtful  positive  reaction 
was  reproducible  it  was  recorded  as  a siiiall  jiositive 

continued  on  next  page 

TABLE  1 


65  Allergic  Children  with  History  of  Ragweed  Sensitivity 


■Age  (Years) 

3-.S  6-10  11-15 

Total 

Asthma  

4 11  6 

21 

Hay  Fever 

3 19  15 

37 

Asthma  and  Hay  Fever  0 6 1 7 
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reaction.  If  it  was  not  reproducible  it  was  recorded 
as  a negative  reaction,  and  the  patient  was  subjected 
to  intradermal  testing. 

Recording  and  Interpretation  of 
Skin  Test  Reactions 

The  recording  of  skin  test  reactions  is  beset  witli 
difficulties.  Aside  from  the  fact  that  these  reactions 
cannot  be  consistently  relied  upon  to  reveal  the 
identitv  of  specific  offending  allergens,  there  are 
several  variables  which  make  it  virtually  impossible 
to  standardize  the  recording  of  skin  reactions.  Xot 
all  extracts  are  of  equal  potency.  Different  workers 
use  different  sources  of  material  and  different  dilu- 
tions. The  exact  amount  of  extract  introduced  on 
to  the  testing  site  cannot  be  accurately  measured. 
Neither  is  it  possible  for  every  worker  to  employ  an 
identical  technique.  Under  these  circumstances 
uniform  standardized  recording  cannot  be  expected. 

How  to  interpret  the  small  positive  skin  reaction 
is  another  unsettled  question.  Feinberg^  states  that 
in  his  experience  a slight  reaction  is  likely  to  be  as 
significant  as  a marked  reaction.  A recent  study  by 
Curran  and  Goldman*  on  the  other  hand  led  them 
to  conclude  that  ‘‘the  diagnostic  value  of  slight 
reactions  . . . are  minimal.” 

As  to  the  question  of  correlation  between  the 
degree  of  skin  reactions  and  the  degree  of  clinical 
hypersensitivity.  Fineman.'*  Cooke  and  \’ander- 
\’eer®  agree  that  in  the  case  of  pollen  allergens  such 
correlation  does  not  exist.  Cooke  and  \’ander\'eer 
collected  considerable  evidence  that  patients  with 
slight  skin  reactions  may  actually  have  more  symp- 
toms from  the  allergen  in  question  than  those  giving 
large  skin  reactions. 


TABLE  2 

Results  of  Scratch  Tests 


Small 

Positive 

Reactions 

Large 

Positive 

Reactions 

Negative 

Tests 

Total 

Disease 

.Mild 

8 

6 

4 

18 

Disease 

Severe 

24 

22 

1 

47 

Total 

32 

28 

5 

65 

TABLE  3 

Results  of  Intradermal  Tests  in  5 Children  Whose 
Scratch  Tests  to  the  Ragweed  Allergen  W'ere  Segatit  e 


Small 

Positive 

Reactions 

Large 

Positive 

Reactions 

Negative 

Tests 

Total 

Disease 

.Mild 

1 

0 

1 

2 

Disease 

Severe 

2 

0 

1 

3 

Total  

3 

0 

2 

5 

There  appears  to  be  complete  agreement  that  a 
positive  skin  test,  large  or  small,  is  significant  onlv 
when  there  is  a demonstrable  relationship  between 
the  reacting  allergen  and  the  symptomatology  as 
elicited  by  the  history.  The  allergic  history  and  not 
the  degree  of  skin  reaction  is  the  decisive  factor. 
If  a small  positive  skin  reaction  is  in  agreement  with 
the  history  of  a given  case,  it  may  be  accepted  as  an 
indication  of  true  hypersensitivity  to  the  allergen 
in  question.  Conversely  when  a large  positive  skin 
reaction  shows  no  correlation  to  the  events  revealed 
by  the  allergic  history,  it  may  for  all  practical  pur- 
poses be  ignored  for  the  present. 

^^'ith  these  considerations  in  mind,  we  recorded 
the  results  of  our  skin  test  reactions,  scratch  or 
intradermal.  according  to  the  following  criteria : 

1.  Small  Positive  Reactions  (Scratch  Tech- 
nique). A small  positive  reaction  is  defined  as  one 
in  which  there  is  a wheal.  2 to  8 mm.  in  diameter 
often  surrounded  by  a flare,  or  a distinct  patch  of 
erythema,  the  control  being  completely  negative. 
If  the  controls  also  show  whealing  or  flaring  the 
small  positive  reaction  must  be  at  least  3 or  4 times 
larger.  Invariably  the  allergenic  extracts,  other 
than  ragweed,  used  in  our  routine  skin  testing 
served  as  controls.  Doubtful  reactions  were  re- 
peated on  a subsequent  visit.  If  a doubtful  reaction 
was  reproducible,  it  was  recorded  as  a small  positive 
reaction.  If  it  was  not  reproducible  and  was  nega- 
tive upon  retest,  it  was  recorded  as  negative,  and 
the  patient  was  scheduled  for  intradermal  testing. 

2.  Large  Positive  Reactions  (Scratch  Tech- 
nique I.  A large  jxisitive  reaction  is  defined  as  one 
in  which  the  wheal  is  at  least  9 or  more  mm.  in 
diameter  and  is  often  surrounded  by  a flare  and/or 
pseudopods,  the  control  being  completelv  negative. 
If  the  controls  also  show  whealing  all  elements  of 
a large  positive  reaction  must  be  at  least  4 or  more 
times  larger  than  the  control.  Plate  I depicts  photo- 
graphic views  of  small  and  large  positive  reactions. 
Identical  criteria  were  established  for  recording  the 
results  of  intradermal  testing  which  were  also  clas- 
sified either  as  small  or  large  positive  reactions. 

Results 

The  results  of  the  scratch  tests  are  recorded  in 
Table  2.  Of  the  65  patients  tested.  60  gave  imme- 
diate positive  urticarial  reactions  to  ragweed  pollen 
extract  while  5 did  not  react  to  this  allergen.  Of 
these  5.  4 reacted  to  several  inhalant  allergens  other 
than  ragweed. 

Based  upon  our  criteria  for  the  recording  of  skin 
test  reactions  the  positive  reactors  were  diveded 
into  2 groups  — one  group  of  32  patients  (49  per 
cent  who  gave  small  jx^sitive  reactions,  and  another 
group  of  28  patients  (43  per  cent)  who  gave  large 
positive  reactions  (Tables  2 and  3). 
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PLATE  I 


Scratch  Technique  Reactions 

Legend:  B = Birch.  T = Timothy.  J .G.  = June  Grass. 

R\V  = Ragweed.  COG.  = Cocklebur.  AL.  r=  Alternaria. 
Right  Arm  : Negative  reaction  to  birch.  Large  positive  re- 
action to  Timothy.  Small  positive  reaction  to  June  grass. 
Left  Arm : Negative  reaction  to  ragweed.  Small  positive 
reaction  to  cocklebur.  Negative  reaction  to  alternaria. 

The  5 patients  who  did  not  react  to  the  ragweed 
allergen  by  the  scratch  technique  were  tested  intra- 
dermally  (Table  3).  Of  these  5,  only  3 (4.5  per 
cent)  gave  small  positive  reactions,  and  2 did  not 
react  to  ragweed  even  by  intradermal  testing.  It 
is  of  interest  that  no  large  positive  reaction  was 
obtained  by  the  intradermal  technique. 

Discussion 

There  is  ample  proof  that  positive  skin  reactions 
which  have  no  clinical  significance  are  frequently 
encountered,  regardless  of  whether  the  test  tech- 
nique is  scratch  or  intradermal.  A good  example  of 
a meaningless  positive  skin  reaction  is  the  pollen 
reaction  in  individuals  who  have  had  no  correspond- 
ing seasonal  symptoms.  The  frequency  of  meaning- 
less positive  skin  reactions  prohaldy  depends  upon 
the  kind  of  allergens  tested  for,  whether  for  food  or 
for  inhalants.  One  is  likely  to  obtain  many  more 
misleading  reactions  in  the  food  category,  than  in 
the  inhalant. 

In  10  infants  who  had  atopic  eczema,  asthma,  or 
both,  and  who  exhibited  no  clinical  evidence  of  food 
sensitivity,  one  of  us  (S.S.F.  I found  44  positive 
cutaneous  reactions  to  24  foods.'  In  100  asthmatic 
children  selected  from  his  clinic.  Hill*  obtained  218 
positive  cutaneous  reactions  to  24  foods,  of  which 
only  44  ( 20  per  cent ) had  etiologic  significance. 
In  1(X)  allergic  children  selected  from  his  private 
j)ractice  Hill*  found  84  who  gave  positive  reactions 


to  pollens,  of  whom  75  ( 00  per  cent  ) were  clinically 
sensitive. 

Positive  skin  reactions  are  freipiently  elicited  in 
“nonallergic”  (asymptomatic)  individuals.  In  a 
recent  study  by  Curran  and  Cloldman^  an  incidence 
of  9 i)er  cent  of  positive  reactions  was  ])resent  in  a 
grouj)  of  “nonallergic”  subjects.  Lindhlad”  found 
positive  reactions  to  his  ragweed  extract  in  28  of 
100  asymptomatic  individuals  tested  intradermally. 
Tuft,  Heck,  and  Gregory”  obtained  6.7  ])er  cent 
positive  reactions  in  a large  grouj)  of  randomly 
selected  adults  who  were  tested  intradermally  with 
ragweed  extract. 

Lindblad”  and  Miller*'*  have  shown  that  even  the 
demonstration  of  transferable  skin  sensitizing  anti- 
body by  a positive  Prausnitz-Kustner  test  does  not 
necessarily  indicate  clinical  sensitization.  Their 
subjects  were  asymptomatic  adults. 

From  a practical  viewpoint  it  matters  little  how 
one  explains  these  “false  positive”  reactions.  The 
fact  remains  that  asymptomatic  individuals  do  give 
immediate  positive  skin  reactions.  These  published 
data,  rej^resenting  only  a fragment  of  the  available 
literature,  serve  to  confirm  what  is  generally  known 
— that  there  is  no  testing  technique  available  at 
present  which  by  itself  has  conclusive  diagnostic 
value. 

The  proponents  of  intradermal  testing  believe 
that  it  is  a test  of  greater  accuracy  and  may  there- 
fore possess  a diagnostic  advantage  over  the  scratch 
technique.  W e believe  that  in  children  there  is  no 
such  advantage  and  that  only  in  very  exceptional 
instances  is  the  intradermal  test  necessary.  Peshkin 
and  Fineman’-  reported  on  a group  of  asthmatic 
children  in  whom  they  found  more  positive  intra- 
dermal than  scratch  reactions,  but  in  “no  instance 
was  a positive  intradermal  test  clinically  significant 
where  the  scratch  reaction  was  negative.”  WGlker 
and  Adkinson*^  state  that  “the  intradermal  test  is 
too  sensitive,  less  specific  and  erratic.” 

W'e  also  l)elieve  that  the  technique  of  the  intra- 
dermal test  per  se,  producing  as  it  does  a mechan- 
ical wheal,  may  at  times  be  indistinguishable  from 
the  wheal  produced  in  an  immediate  immunologic 
reaction.  It  may  therefore  be  invalid,  at  least  in 
some  instances,  unless  the  wheal  is  large  enough  in 
relation  to  the  other  tests  and  has  pseudopods  so 
that  its  immunologic  significance  cannot  be  doubted. 

Because  of  the  reasons  given  it  is  felt  that  a care- 
fully explored  clinical  history,  fortified  by  the 
results  of  the  scratch  test  reactions,  is  sufficient  in 
the  evaluation  of  most  allergic  children.  This  was 
shown  in  the  case  of  ragweed  sensitivity  in  our 
series.  In  borderline  cases  where  the  history  and 
scratch  tests  are  inconclusive,  the  intradermal  test 
will  not  consistently  provide  the  answer  and  may 
even  be  misleading. 


concluded  on  page  387 
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SNAKE  BITE 
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Introduction 

VENOMOUS  REPTILES  INHABIT  all  of  the  United 
States  e.xcept  Maine,  .\laska.  and  Hawaii.  Xo 
deaths  were  reported  from  poisonous  snake  hites  to 
the  National  Office  of  Vital  Statistics  of  the  United 
States  Pnhlic  Health  Service  from  New  England 
and  the  Middle  Atlantic  States  in  the  decade  of 
1950-59.  Consequently,  it  is  unusual  for  physicians 
in  these  areas  to  encounter  a case  of  venenation 
from  a poisonous  reptile.  Nonetheless,  it  is  impor- 
tant that  they  he  familiar  with  the  management  of 
patients  so  affected  if  life  and  limb  are  to  he  saved. 
This  is  a report  of  a case  of  timber  rattlesnake  bite 
treated  successfully  at  Rhode  Island  Hospital. 

Case  Presentation 

J.  B.,  a 38-year-old  white  male,  was  brought  to 
the  Emergency  Department  on  July  12.  1963,  at 
6 :58  A.M.  He  gave  a history  of  having  consumed  a 
large  quantity  of  alcohol  during  the  preceding  three 
days.  At  approximately  3 :00  a.m.  on  the  morning 
of  admission,  while  carelessly  handling  one  of  his 
pet  rattlesnakes,  he  sustained  a bite  on  the  dorsum 
of  his  right  hand,  proximal  to  the  distal  head  of  the 
second  metacarpal  hone.  Immediate  cruciate  inci- 
sion and  mouth  suction  of  the  bitten  area  was 
performed  by  the  patient.  He  then  lost  conscious- 
ness. Relatives  found  him  three  hours  later  and 
rushed  him  to  the  hospital.  On  admission  his  blood 
pressure  was  98/0.  Physical  examination  was  unre- 
markable except  for  the  findings  on  the  right  hand 
and  forearm.  The  bitten  area  was  tensely  edema- 
tous, ecchymotic.  and  bleeding.  Edema  had  pro- 
gressed to  a level  above  the  wrist,  and  there  was  a 
beginning  ecchymosis  of  the  distal  forearm.  The 
wound  was  further  opened ; additional  suction  and 
a tourniquet  were  applied.  The  hand  and  forearm 
were  cooled  in  ice  water.  Tetanus  Toxoid  was  ad- 
ministered intramuscularly,  and  a venous  cutdown 

*From  the  Department  of  Surgery,  Rhode  Island  Hospi- 
tal, Providence,  R.  I. 


was  performed.  At  7 :30  a.m.,  one-half  hour  after 
admission,  the  blood  pressure  fell  to  0/0.  The  hema- 
glohin  was  18.7  grams/100  ml.  Norepinephrine 
(Levophed®  ).*  Hydrocortisone  (Solu-Cortef®),** 
Sodium  Caffeine  Benzoate,  and  500  ml.  of  whole 
blood  were  given  over  the  next  thirty  minutes.  At 
8:00  a.m.  his  blood  pressure  was  110/80,  and  his 
pulse  was  112.  .\fter  skin  testing.  Polyvalent  Cro- 
talid  Antivenom  was  given : 30  ml.  intravenously 
and  20  ml.  intramuscularlv  over  a forty-five  minute 
period. 

At  1 :45  p.M.  he  began  to  experience  shortness  of 
breath.  Blood  pressure  was  130/80.  pulse  30,  and 
respirations  28.  The  skin  was  flushed  and  moist 
with  perspiration.  Ten  ml.  of  antivenom  and  50 
mgm.  of  Benedryl®***  were  injected  intravenously. 
Thirty  minutes  later  another  10  ml.  of  antivenom 
was  administered  intramuscularly.  No  further 
respiratory  difficulty  ensued.  Ecchymosis,  however, 
increased  over  the  next  twelve  hours ; but  the 
hospital  course  was,  otherwise,  uneventful.  The 
patient  received  penicillin  and  Chloromycetin®**** 
over  a five-day  period.  Pain  was  not  a prominent 
feature  although  initially  it  was  probably  modified 
by  alcohol. 

The  patient  was  discharged  after  a hospital  stay 
of  seven  days.  Follow-up  at  six  weeks  revealed  that 
the  wound  was  healing  satisfactorily. 

Envenomization  by  reptiles  has  been  recognized 
since  the  time  of  the  ancient  Egyptians  ( 1600  b.c.).^ 
Their  medical  writings  alluded  to  treatment  for 
“a  bite  on  people.”  Tbrough  the  ages,  numerous 
methods  of  management  were  proposed  and 
accepted,  only  to  he  discarded  when  their  claims  did 
not  parallel  the  results.  Prentiss  Wilson-  in  1908 
wrote  a classic  paper  reviewing  the  spectrum  of 
poisonous  snake  bites  in  the  United  States.  A sur- 
vival rate  of  90  per  cent  was  considered  excellent. 
iMore  recently  Klauber,^  Parrish,^  and  Russell’’ 
have  clearly  defined  and  clarified  the  chemical  and 
jiathological  course  of  poisonous  snake  bites. 

*Levophed® — Winthrop  Laboratories,  New  York,  X.Y. 

**SoIu-Cortef® — Upjohn  Company,  Kalamazoo,  Mich. 

***Benedryl®  (Diphenhydamine  Hydrochloride) — Parke 
Davis  & Co..  Detroit,  Mich. 

****Chloromycetin®  (Chloramphenicol)  — Parke  Davis  & 
Co.,  Detroit,  Mich. 
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Incidence 

Each  year  there  are  api)roximately  1 .000  to  2,000 
reported  cases  of  poisonous  snake  l)ite  in  the  United 
States.  The  mortality  as  analyzed  hy  Parrish^  over 
the  ten-year  period  ( 1950-59  ) revealed  138  deaths. 
Based  on  1,000  reported  hites  per  year  (it  is  felt 
there  are  many  more),  the  mortality  is  1.4  per  cent. 
However,  in  the  world  as  a whole,  it  is  estimated 
that  25,000  to  30,000  humans  lose  their  lives  each 
year  as  the  result  of  a hite  from  venomous  rejitiles. 

Types  of  Poisonous  Snakes 

There  are  four  types  of  poisonous  reptiles  in  the 
United  States : rattlesnakes,  co])perheads,  water 
moccasins,  and  coral  snakes.  The  various  si)ecies  of 
rattlesnakes  predominate  and  are  found  in  all  the 
forty-seven  states  mentioned  previously.  They  vary 
in  size  from  the  small  twelve-inch  timber  rattle- 
snake of  the  northeast  to  the  diamondback  rattlers 
of  the  southwest  which  sometimes  measure  more 
than  six  feet  in  length.  The  copperhead,  water 
moccasin,  and  coral  snake  are  generally  confined  to 
the  southeastern  United  States.  However,  copper- 
heads have  been  found  in  IMassachusetts. 

The  rattlesnake,  copperhead,  and  water  moccasin 
all  belong  to  the  Crotalid  family.  They  are  known  as 
pit  vipers  because  of  a depression  on  the  outer 
aspect  of  the  superior  maxillary  hone ; all  have 
movable  (retractable  ) , hollow  front  fangs,  a vertical 
slit-like  pupil,  large  triangular  head,  narrow  neck, 
thick  body,  and  a stumpy  tail.  The  coral  snakes 
belong  to  the  Elapid  family  characterized  hy  short, 
immovable,  erect,  grooved  front  fangs.  The  head  is 
elongated  or  round  and  blends  with  the  neck, 
similar  in  many  respects  to  benign  reptiles.  IMore 
detailed  descriptions  of  color,  scale  ])attern,  habits, 
and  loci  of  habitation  may  be  found  in  Klauber’s 
two-volume  edition  on  rattlesnakes  or  in  most  stand- 
ard publications  dealing  with  American  reptiles. 

Venoms 

The  Crotalid  venoms  are  predominately  hema- 
toxic  and  cytotoxic.  Some  neurotoxic  venom,  how- 
ever, is  present.  There  are  at  least  six  dif¥erent 
protein  complexes  in  these  venoms. 

1.  Hemorrhagins  — destroy  the  endothelial  lin- 
ing of  blood  vessels  and  result  in  local  and 
systemic  hemorrhage. 

2.  Hemolysins  — attack  specifically  the  red  blood 
cells  and  cause  lysis. 

3.  Cytolysins  — act  to  break  down  tissue  cells, 
white  blood  cells,  and  erythrocytes. 

4.  Antifibrins  and  Anticoagulins  — retard  coag- 
ulation of  blood. 

5.  Thrombases  — cause  increased  blood  coagu- 
lation. 
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6.  Hyaluronida.ses  — aid  in  dissemination  of 
venom. 

Each  species  has  varying  concentrations  of  these 
protein  comjde.xes.  Local  and  systemic  reactions 
will  vary  depending  upon  the  relative  concentration 
of  each  protein  fraction.'^"'* 

The  Elai)id  venom  is  ])oorly  understood.  It  is 
predominately  neurotoxic.  Tuttle  or  no  local  reac- 
tion occurs  : rather,  muscle  paralysis,  hulhar  i)alsy, 
eve  signs,  or  paresthesias  result  from  a curare-like 
action  of  the  venom  on  nerve  endings,  brain,  and 
spinal  cord."  Inasmucb  as  it  is  rare  to  find  instances 
of  coral  snake  bite  in  the  United  States,  di.scussion 
of  clinical  findings  and  treatment  will  he  limited  to 
the  bites  of  the  Crotalid  family. 

Clinical  Manifestations 

The  l)ite  of  a i)oisonous  Crotalid  snake  is  usually 
described  as  causing  a sharj)  sting,  a “feeling  of 
electricity”  going  through  the  area,  a “severe  burn- 
ing,” or  other  similar  sensation.  In  some  instances, 
especially  at  night,  the  snake  will  not  he  seen. 
W henever  possible,  an  attemi)t  should  be  made  to 
kill  it  and  have  the  head  and  neck  examined  to 
confirm  its  poisonous  nature.  Immediately  after 
skin  ijuncture  (seconds  to  minutes) . severe  burning 
pain,  edema,  and  ecchymosis  will  be  noted.  One  or 
two  fang  marks  can  be  seen.  Blood  may  ooze  con- 
tinuously from  the  wound.  In  the  al)sence  of  treat- 
ment, edema  and  ecchymosis  rapidly  spread  from 
the  bitten  area  along  lymphatic  channels.  Various 
systemic  changes  may  follow  : weakness,  faintness, 
dizziness,  sweating,  nausea,  vomiting,  hematemesis, 
weak  thready  pulse,  bradypnea,  tachycardia,  hypo- 
thermia, hypotension,  muscle  fasciculation,  and 
lymphadenopathy.  Convulsions,  paralysis,  coma, 
and  even  death  may  follow.  Extensive  unilateral 
edema  and  ecchymosis  have  been  noted.  The  patient 
may  lie  tense,  apjirehensive,  or  agitated.  Delerium 
has  been  reported.  Laboratory  studies  may  reveal 
anemia,  hemaglobinemia,  hemaglobinuria,  pro- 
longed lileeding  and  clotting  times,  and  elevated 
serum  bilirubin.  As  was  noted  above,  the  severity 
of  local  and  systemic  reactions  depend  upon  the 
concentration  of  a specific  protein  fraction  in  the 
venom.  Other  factors  are  snake  size,  depth  of  fang 
penetration,  and  the  size  of  the  victim. 

Management 

The  treatment  of  the  patient  encompasses  five 
sequential  phases : 

1.  Slozving  and  Retarding  the  Spread  and  Ab- 
sorption of  J^enoin:  The  patient  should  be  made  to 
lie  down  and,  if  necessary,  he  should  be  given  a mild 
sedative  — preferably  one  causing  minimal  respira- 
tory depression.  Activity  and  apprehension  aid  the 
dissemination  of  venom.  The  need  for  immediate 
application  of  a veno-lymphatic  constricting  tourni- 

continued  on  next  page 
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quet  is  now  generally  accepted.  This  retards  the 
spread  and  absorption  of  venom  and  allows  the 
patient’s  own  detoxifying  mechanisms  to  handle 
some  of  the  load.  Alcohol  as  a stimnlant  is  contra- 
indicated. 

2.  Removal  oj  J'cnoni:  Incision  over  the  fang 
marks  to  a dei)th  of  three  (jnarters  of  the  distance 
between  the  fang  marks  followed  by  suction  for 
sixty  minutes  is  recommended,  hnt  is  debatable  as 
an  ap])ropriate  form  of  therapy.  Rnsselh*  in  1961 
convincingly  demonstrated  on  rabbits  that  after  a 
single  injection  of  a 3 MLD  (minimnm  lethal  dose  ) 
sufficient  venom  conld  he  suctioned  and  given  intra- 
venously to  control  rabbits  to  canse  vascidar  and 
respiratory  changes.  The  venom  is  the  noxious 
agent ; and  if  only  a small  amount  can  he  removed, 
the  host  has  that  much  less  to  detoxify  and  neutral- 
ize. It  shonld  he  stressed  that  thirty  minntes  after 
pnnctnre,  incision  and  suction  is  useless.  Immediate 
incision  and  suction  is  necessary  to  be  effective.*' 

Hypothermia  provides  a means  for  slowing  and 
retarding  the  absorption  of  venom  and  shonld  he 
li.sted  under  Phase  1 : hnt  inasmnch  as  it  follows 
incision  and  suction  in  order  of  therajw,  it  is 
included  under  Phase  2.  Cold  is  known  to  lower  the 
metabolism  of  exposed  tissue,  and  it  appears  reason- 
able to  assume  that  similar  effects  occur  with  this 
toxic  reaction.  The  bite  area  as  well  as  a reasonable 
distance  ])roximally  should  he  placed  in  an  ice  hath. 
This  is  begun  after  suctioning  and  may  he  continued 
11])  tf)  96  hours  at  10°C-15°C.  Pain  relief  may  he 
dramatic.  The  tourniciuet  may  he  released,  hut  it 
should  he  reai)plied  if  toxic  symptoms  recur. 

3.  Neutralisation  oj  Venom;  The  use  of  Poly- 
valent Crotalid  Antivenom  is  the  basis  of  the  mod- 
ern treatment  of  snake  bite.  Its  use  will  (lejjend 
u])on  the  seriousness  of  the  bite.  Many  snakes  bite 
without  introducing  venom;  or  they  inject  such 
small  quantities,  or  venom  of  such  low  jiotency,  that 
no  reaction  occurs.  Although  the  use  of  antivenom  is 
associated  with  a low  mortality  and  morbidity,  one 
should  em])loy  it  only  in  those  cases  which  show 
definite  local  or  systemic  reactions.  Skin  testing 
before  use  is  mandatory.  The  manufacturers  recom- 
mend that  one  third  of  a vial  he  given  intravenously, 
one  third  intramnscnlarly,  and  the  remaining  third 
he  infiltrated  locally  about  the  bite  area.  As  manv  as 
ten  vials  may  lie  needed.  Re])eated  injections  into 
the  bite  area  should  he  avoided.  Children  will  ordi- 
narily need  more  antivenom  because  of  their  smaller 
bodies  and  limited  detoxifying  abilities.  Intravenous 
injection  of  tlie  antivenom  is  necessary  in  the  i)res- 
ence  of  shock. 

4.  Prevention  oj  Secondary  Injection:  Anti- 
biotics are  im])ortant  for  three  reasons:  a.  The 
month  and  venom  glands  contain  manv  bacteria  of 
which  Clostridium  tetani  is  the  most  dangerous. 


Antitetanus  therapy  should  he  instituted,  h.  Venom 
neutralizes  the  antibacterial  agents  within  the  body 
thereby  lowering  general  body  resistance,  c.  Sec- 
ondary contamination  resulting  from  incision  and 
suction  on  uni)re])ared  skin  is  possible. 

A broad  bacterial  spectrum  shonld  be  covered 
using  such  combinations  as  j)enicillin  and  stre|)to- 
mycin  or  penicillin  and  Chloromycetin®. 

5.  General  Supportive  Measures:  Sn])portive 
measures  include  the  use  of  whole  blood  when  indi- 
cated by  a falling  hematocrit,  i)ressor  amines  for 
perij)heral  vascular  collapse,  ventilatory  assistance 
for  respiratory  depression,  and  cardiotonic  meas- 
ures when  heart  failure  occurs.  Steroids  have  been 
used  in  recent  years  although  their  value  is  Contro- 
versial. Schnapper*"  recommends  hydrocortisone  in 
doses  of  200  mgm.  or  more  per  day  intravenously, 
claiming  that  it  reduces  morbidity  and  mortality  in 
addition  to  preventing  or  lessening  the  severity  of 
serum  sickness  which  may  result  from  the  use  of 
antivenom.  Antihistamines  are  used  by  some, 
decried  l)y  others.”  Maintenance  of  fluid  and  elec- 
trolyte balance  is  essential  for  optimal  systemic 
support. 

Summary 

A 38-year-old  male,  bitten  by  a rattlesnake,  was 
admitted  to  the  hospital  in  a state  of  shock.  He 
responded  to  routine  resuscitative  measures  and 
the  administration  of  specific  antivenom. 

Although  poisonous  snake  bites  are  encountered 
infrequently  in  New  England,  their  prompt  recog- 
nition and  effective  management  are  essential  if  a 
successful  outcome  is  to  he  assured.  The  manage- 
ment of  these  cases  has  been  outlined  in  five  sequen- 
tial i)hases  as  an  aid  to  the  i)racticing  physician. 
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THE  SCRATCH  AND  THE 
INTRADERMAL  TESTS  IN  CHILDHOOD 
ALLERGY 
concluded  from  page  383 

Summary 

This  ])reseiitation  is  liased  upon  a study  of  65 
children,  all  of  whom  had  a major  allergic  disease, 
and  all  of  whom  jmesented  clinical  evidence  of  rag- 
weed sensitization.  The  disease  was  asthma,  hay 
fever,  or  both.  The  duration  was  at  least  2 years. 
In  every  patient  there  was  either  a history  of  sea- 
sonal prevalence  or  seasonal  exacerbation. 

The  purpose  w^as  to  determine  whether  the 
scratch  method  of  skin  testing  is  sufficient  and  ade- 
quate in  a routine  evaluation  of  a group  of  children 
all  of  whom  had  ragweed  hay  fever  or  asthma,  or 
both  ; and  also  how  important  and  how  often  the 
intradermal  test  is  necessary. 

Of  the  65  children  tested  by  the  scratch  tech- 
nique, 60  gave  positive  immediate  reactions  to 
ragweed  pollen,  making  intradermal  testing  unnec- 
essary. Of  the  5 patients  whose  scratch  tests  were 
negative,  3 gave  small  positive  reactions  when 
tested  intradermally,  and  2 did  not  react  even  to 
intradermal  testing. 

183  Waterman  Street 
Providence,  Rhode  Island 
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William  Redmon.  M.D..  Staff  Physieian,  Xetiroloyy 
Section.  I 'cterans  Administration  Hospital,  Providence, 
Rhode  Island. 


SINCE  1949.  TWENTY-ONE  CASES  of  acute  trichi- 
nosis have  been  treated  at  the  \’eterans  Admin- 
istration Hospital.  Providence.  Rhode  Island,  a 
general  medical-surgical  hospital  with  a bed  capac- 
itv  of  393.  Five  patients  developed  neurological 
manifestations,  and  two  patients  with  nenrotrichi- 
nosis  e.xpired.  The  first  patient  treated  with  trichi- 
nosis at  this  installation  was  a twenty-four  year  old 
male  who  died  during  his  acute  illness.  A diagnosis 
was  not  made  during  life,  as  the  symptoms  were 
more  meningeal  and  cerebral  than  muscular  in 
origin.  Postmortem  examination  revealed  an  over- 
whelming infestation  with  trichinella  spiralis  and 
findings  consistent  with  aseptic  meningitis  (Fig.  1 ). 
The  physicians  involved  in  caring  for  this  patient 
have  conveyed  their  awareness  of  this  masquerad- 
ing disease  to  newer  members  of  the  staff.  Conse- 
quently acute  trichinosis  is  mentioned  ever  more 
frequently  in  a differential  diagnosis  of  baffling 
neurological  symptomatology.  This  vigilance  has 


Fig.  1.  Larvae  of  Trichinella  spiralis  as  seen  on  post- 
mortem examination  of  a 24-year-old  male.  Case  .^619. 

*From  the  Medical  Service,  Research  Laboratory.  \'et- 
crans  .-Vdministration  Hospital.  Providence,  Rhode  Island. 


undoubtedly  been  a prime  factor  in  the  successful 
diagnosis  of  an  additional  five  cases  of  neuro- 
trichinosis. 

Incidence  of  Trichinosis 

From  1842  to  1914,  1558  cases  of  trichinosis 
were  reported  in  the  United  States  with  a mortality 
of  15.4  per  cent.^  Autopsy  studies  in  a large  un- 
selected series  revealed  trichina  infestation  in  10  to 
36  per  cent  of  the  adult  population.--^  Undoubtedly, 
the  majority  of  people  who  harbor  this  parasite  have 
mild  transitory  muscle  aches  with  low-grade  fever 
during  their  acute  illness,  and  are  treated  symp- 
tomatically at  home.  Only  the  more  fulminating 
cases  are  hospitalized  and  subsequently  diagnosed. 
This  accounts  for  the  high  mortality  rate  of  9.5 
per  cent  in  our  series. 

Life  Cycle 

Following  ingestion  of  meat  containing  living 
trichina  larvae,  the  capsule  surrounding  the  para- 
site is  digested,  and  the  larvae  pass  to  the  small 
intestine.  Within  forty-eight  hours  they  develop 
into  se.xually  mature  adults  and  copulate.  Seven 
days  after  infection,  the  female  gives  birth  to  live 
motile  larvae  which  find  their  way  into  the  lymph- 
atics and  via  the  thoracic  duct  into  peripheral  blood 
circulation.  In  severe  human  infestations,  as  many 
as  fifty  million  larvae  may  enter  the  blood  stream. 
Although  the  larvae  may  invade  both  brain  and 
myocardium  producing  inflammation,  they  survive 
only  in  skeletal  muscle  where  full  growth  is  attained 
in  two  weeks  and  encapsulation  begun.  Larvae  have 
been  known  to  remain  viable  for  more  than  thirty 
years  in  the  encapsulated  form. 

Symptomatology 

The  chief  admission  complaints,  as  found  in  our 
series  of  twenty  cases,  are  listed  in  Table  1.  Symp- 
toms developed  subsequent  to  admission  are  not 
included.  The  majority  of  patients  had  a combina- 
tion of  complaints  at  the  time  of  entering  the 
hospital.  Muscle  aches  led  the  list  in  43  per  cent. 
.Abdominal  pain  was  primarily  epigastric  in  nature, 
and  was  associated  with  diarrhea  in  two  cases. 
When  questioned  about  periorbital  edema.  65  per 
cent  recalled  having  marked  swelling  of  the  eyes  on 
an  average  of  four  days  previous  to  admission.  One 
jiatient  denied  knowledge  of  having  eaten  pork 
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TABLE  1 

Chief  admissions  complaints  of  21  cases  of  trichinosis 
treated  at  VA  Hospital,  Providence,  R.I. 


Symptoms  No.  of  cases  % 

1.  Muscle  Aches  9 43 

2.  Diarrhea  6 29 

3.  Abdominal  Pain  ( mostly  epigastric) 5 24 

4.  Diplopia  2 10 

5.  Frontal  Headaches 5 24 

6.  C.X.S.  (2  cases  developed  c.n.s. 

symptoms  during  admission)  3 14 


products  at  any  time.  Pork  pie  and  pork  chops  were 
incriminated  most  frequently  in  this  series. 

A comparison  of  sixteen  cases  of  trichinosis 
showing  no  overt  signs  of  neurological  involve- 
ment, and  the  five  cases  of  neurotrichinosis  can  be 
seen  in  Table  2.  The  high  mortality  rate  in  neuro- 

TABLE  2 


Comparison  of  16  cases  of  trichinosis  with  no  overt 
neurological  involvement  and  5 cases 
of  fieurotrichinosis 


Trichinosis 

Neuro- 

trichinosis 

Myocarditis  by  EKG 

10% 

100% 

Eosinophil  count  average 

23% 

25% 

Total  W.B.C.  average 

12070 

12230 

Expired  during  acute  illness 

0% 

40% 

Positive  spinal  fluid 

0% 

07f 

T emperature  average 

1012 

1004 

trichinosis  has  been  confirmed  in  the  literature. 
Merritt  and  Rosenbaum^  reported  a mortality  of 
46  per  cent  as  compared  to  our  incidence  of  40  per 
cent.  Of  particular  interest  in  this  series  is  the 
excellent  correlation  between  neurological  and 
myocardial  involvement  as  evidenced  by  abnormal 
electrocardiogram.  A similar  association  was  re- 
ported by  Morse  and  Phillips’’  of  three  cases  of 
neurotrichinosis  in  which  two  had  myocardial 
involvement. 

Summarized  in  Table  3 are  the  salient  neuro- 
logical manifestations  presented  in  our  series.  In 
case  01968  a muscle  biopsy  obtained  prior  to  death 
was  reported  as  negative.  However,  postmortem 
examination  disclosed  a massive  infestation  three 
weeks  later.  This  illustrates  the  fallacy  of  relying 
too  heavily  on  a muscle  biopsy  obtained  before  the 
fifth  or  sixth  week,  at  which  time  encapsulation  of 
the  larva  takes  place  and  its  identification  becomes 
considerably  easier.  A low  eosinophil  count  in  the 
face  of  acute  trichinosis  makes  the  prognosis 
grave®  ” and  the  diagnosis  more  difficult.  The  two 


TABLE  3 

Summary  of  5 cases  of  neurotrichinosis  treated  at 
V A Hospital,  Providence,  RA. 


Neurological 

Eosino- 

Criteria  for 

Case  Age  Manifestations 

phi  Is 

W’BC 

Diagnosis 

% 

01968  36 

1 ) Pins  and 

10 

9,900 

1 ) Postmortem 

Expired 

needles  across 

examination 

bottom  of 

2)  Agglutina- 

both  feet 

2)  Marked  de- 
crease in  deep 
tendon  reflexes 

3)  Numbness 
over  entire 
body  by  21st 
hospital  day 

tion  test 

01903  38 

1 ) Loss  of 

39 

11,400 

1 ) Muscle 

control  of 
right  arm 

2)  Positive 
Romberg 

3)  Positive 
finger  to  nose 
test 

biopsy 

1438  21 

1 ) Weakness 

19 

6,000 

1 ) Skin  test 

left  arm  and 

positive 

left  side  of  face 

2)  History  of 

2)  Incontinent 

eating 

of  urine 
and  feces 

uncooked  pork 

3619  24 

1 ) Marked 

9 

15,300 

1)  Postmortem 

Expired 

cerebral  confu- 
sion with  men- 
ingeal signs 

15733  49 

1 ) Marked 

51 

18,550 

1)  Agglutina- 

flaccid  weak- 

tion  test 

ness  of  the 

2)  History  of 

right  arm 

eating  pork  pie 

2)  Weakness 

poorly  cooked 

of  left  leg 

2wks  previous 

3)  Cerebral 

to  admission 

confusion 

3)  Associated 

4)  Incontinent 

eosinophilia 

of  urine 

in  family 

and  feces 

who  had  eaten 
same  pork  pie 

fatal  cases  of  neurotrichinosis  in  this  group  had  the 
lowest  eosinophil  counts. 


Case  Presentation 

Case  15733:  This  49-year  old  man,  the  most 
recent  admission  of  neurotrichinosis  to  the  Vet- 
erans Administration  Hospital,  Providence,  Rhode 
Island,  was  followed  personally  by  the  authors  of 
the  paper.  The  referring  diagnosis  was  cerebral 
thrombosis.  A history  obtained  from  the  patient’s 
wife  disclosed  that  the  man  was  in  good  health  until 
three  days  prior  to  admission  when  he  complained 
of  weakness  in  his  right  arm.  During  the  twenty- 
four  hours  preceding  admission  he  developed  a 
marked  personality  change  and  was  unable  to  w'alk 
due  to  weakness  of  the  left  leg. 
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Physical  examination  revealed  a well  developed, 
slightlv  obese  male  who  cried  continuously  during 
the  examination.  There  was  disorientation  in 
regard  to  time  and  a marked  loss  of  recent  memory. 
Temperature  was  99.6°  F,  pulse  90,  and  blood  pres- 
sure 175/115.  Periorbital  edema  was  observed  but 
attributed  at  the  time  to  his  crying.  There  was 
flaccid  weakness  of  the  right  arm  which  could  be 
moved  only  by  dragging  it  across  the  chest.  The 
left  leg  was  weak  and  appeared  to  be  in  external 
rotation.  Flexor  plantar  responses  were  elicited 
bilaterally.  Deep  tendon  reflexes  were  increased 
generally.  Laboratory  findings ; Hematocrit  was 
48  per  cent : white  blood  count  18,550  with  32 
neutrophils,  16  lymphocytes,  51  eosinophils,  and 
1 blast  per  hundred  white  cells.  A lumbar  puncture 
revealed  an  initial  pressure  of  200  mms.  of  water. 
Spinal  fluid  was  clear  and  colorless,  and  contained 
no  red  blood  cells.  There  was  one  white  blood  cell 
per  cubic  mm.  The  protein  in  the  spinal  fluid  was 
26  mgs.  per  hundred  ml.,  and  the  sugar  was  80  mgs. 
per  100  ml.  Spinal  fluid  culture  was  sterile.  Sedi- 
mentation rate  was  29  mm.  per  hour.  Chest  x-ray 
was  negative  except  for  slight  enlargement  of  the 
heart  to  the  left.  An  electrocardiogram  taken  the 
dav  of  admission  was  abnormal  with  generallv  low  T 
waves  as  well  as  T wave  inversion  in  the  precordial 

Case  no.  15733 
11/3/61 
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Fig.  2.  Electrocardiogram  on  admission  showing 
depressed  ST  segments  and  inverted  T waves. 
Case  1573.3. 
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leads  three  to  six,  as  seen  in  Figure  2.  An  electro- 
encephalogram was  performed  the  day  after  admis- 
sion. The  interpretation  was  reported  as  follows : 
Abnormal  record,  non-focal  in  nature  showing 
sufficient  low  activity  amid  a background  of  normal 
frequency  to  suggest  the  jiresence  of  a widespread 
disturbance  without  lateralization. 

During  the  first  two  hospital  days  the  patient  was 
incontinent  of  urine  and  feces.  He  was  unable  to 
feed  himself,  and  became  more  disoriented.  Trichi- 
nosis was  strongly  suspected  due  to  the  high  eosino- 
phil count,  abnormal  electrocardiogram  suggesting 
myocarditis,  and  bizarre  pattern  of  right  and  left 
leg  jiaresis.  The  patient’s  wife  admitted  serving  a 
quickly  prepared  pork  pie  to  the  family  approxi- 
mately two  weeks  previously.  Blood  samples  taken 
from  the  wife  and  son  showed  9 and  16  per  cent 
eosinophil  count  respectively.  The  patient  had  eaten 
more  than  half  of  the  ])ork  pie,  the  remainder  being 
divided  between  bis  sjiouse  and  son. 

On  the  fourth  hospital  day,  with  his  condition 
deteriorating,  30  mg.  of  prednisone  was  adminis- 
tered in  divided  doses.  Dramatic  improvement 
ensued.  Prednisone  was  then  gradually  decreased 
over  a period  of  fourteen  days.  A sharp  decline  in 
the  eosinojihil  count  was  oliserved  following  pred- 
nisone therapy  (Fig.  3 ) with  a rebound  efifect  after 
its  discontinuance.  By  the  fifteenth  hospital  day  the 
jiatient  was  alile  to  walk  with  assistance,  and  phvsio- 
therapy  was  started  with  good  results.  On  the 
thirty-fourth  hospital  day  the  patient  was  discharged 
with  slight  residual  weakness  of  the  right  arm. 
Serial  electrocardiograms  returned  to  normal  one 
month  after  discharge  (Fig.  4).  A latex  agglutina- 
tion test  for  trichinosis  was  four  ])lus  at  the  time  of 
discharge.  Two  muscle  biopsies  obtained  during  the 
first  week  of  hospitalization  failed  to  reveal  the 
trichina  larvae. 


Fig.  3-  Results  of  serial  eosinophil  counts  on  Case 
15733-  A rebound  effect  can  be  seen  after  discon- 
tinuing prednisone. 
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Fig.  4.  Serial  tracings  lead  V.^  and  V^.  Case  15733. 

T reatment 

Eight  cases  were  treated  with  steroids  or  ACTH 
in  this  series.  Six  jiatients  had  dramatic  sympto- 
matic improvement  as  evidenced  hy  decreased 
muscle  tenderness  and  improved  mental  status 
shortly  after  initiation  of  cortisone.  Two  fatal  cases 
of  trichinosis  were  started  on  steroids  late  in  the 
course  of  their  disease,  and  although  there  was  tran- 
sitory improvement  the  outcome  was  not  altered. 

Paradoxically,  when  steroids  were  administered 
to  a twenty-year  old  boy  suffering  from  myocar- 
ditis, eosinphil  count  rose  from  17  to  44  per  cent. 
This  was  accompanied  hy  a marked  and  rapid 
amelioration  of  muscle  tenderness  as  well  as  a 
return  of  electrocardiograjihic  ahnormalities  to 
normal.  One  patient  with  a previous  history  of 
psychosis  had  an  e.xacerhation  of  his  schizophrenia 
on  steroids.  A comparison  of  steroid  therapy  versus 
symptomatic  treatment  is  difficult,  since  the  more 
toxic  patients  in  general  received  steroids.  How- 
ever it  is  difficult  to  ignore  the  dramatic  response  to 
steroids  when  undertaken  early  in  the  course  of 
the  disease. 

Public  Health  Measures 

Existing  federal  regulations^  require  that  only 
liork  products  customarily  eaten  without  cooking 
need  be  treated  to  ensure  destruction  of  trichina 
larva  before  marketing.  By  this  criterion,  it  is  far 
safer  to  eat  a raw  pork  sausage  than  an  inadequately 
cooked  pork  chop.  PInfortunately  most  housewives 
feel  cjuite  safe  when  government  inspected  pork 
chops  are  purchased  at  supermarkets,  not  realizing 


that  no  precaution  has  been  taken  in  regard  to 
trichina  larva.  'J'his  misunderstanding  was  reflected 
in  our  series  in  which  80  per  cent  of  the  cases  were 
traced  to  poorly  cooked  ])ork  cho|)s  or  pork  pies, 
and  not  to  the  classically  incriminated  sausage. 

Pork  jiroducts  are  both  nutritious  and  tasty,  and 
have  a place  in  the  balanced  diet.  However,  it  is  the 
feeling  of  the  authors  that  raw  jiork  .should 
he  stamjied  “not  inspected  for  trichina  — cook 
thoroughly.’’ 

Pathogenesis 

The  jxithogenesis  of  trichinosis  is  now  felt  to 
involve  three  factors  1 . Mechanical  ( Larvae  have 
been  noted  on  rare  occasions  to  lodge  in  the  smaller 
va.sculature  of  the  brain  jiroducing  focal  neuro- 
logical changes)  ; 2.  Toxemia  (Due  to  jiroducts  of 
larvae  breakdown  ) ; and  3.  Hypersensitivity  (The 
evidence  for  a hypersensitivity  state  is  as  follows : 
a.  Eosinophilia : h.  Periorbital  edema ; c.  Freciuent 
dramatic  response  to  ACTH  and  steroids). 

In  many  cases  the  classical  signs  of  trichinosis 
are  masked  hy  central  nervous  system  involvement 
which  can  mimic  acute  psychosis,  meningitis, 
ence])halitis,  brain  tumor  and  cerebral  vascular 
accident.  The  concomitant  findings  of  a bizarre 
neurological  disorder  and  electrocardiographic  evi- 
dence consistent  with  myocarditis  are  highly  sug- 
gestive of  the  diagnosis  of  neurotrichinosis. 

Conclusions 

1.  Neurotrichinosis  was  found  to  have  a grave 
prognosis  (40  per  cent  mortality  ). 

2.  The  remarkable  correlation  between  neuro- 
logical and  myocardial  inv'olvement  is  a distinct  aid 
in  the  diagnosis  of  this  disease  which  wears  many 
masques. 

3.  Early  initiation  of  steroid  therapy  may  jjrove 
beneficial  in  the  treatment  of  neurotrichinosis. 
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vania. Am.  J.  M.  Sc.  181 :312,  1931 

®Hurd,  R.  W. : Eocal  Cerebral  Injury  Due  to  Trichinella 
Spiralis.  J.  Nerv.  & Ment.  Dis.  117  :526,  1953 
Note:  The  authors  acknowledge  the  assistance  of  Mrs. 
Rebecca  Rinaldi  in  preparing  this  manuscript. 
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REPORT  OF  THE  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

113th  Annual  Convention,  San  Francisco,  June  21-23,  1964 

Arthur  E.  Hardy,  m.d.,  Delegate,  and  Edmund  T.  Hackman,  m.d..  Alternate  Delegate, 

of  the  Rhode  Island  Medical  Society 


The  second  Xew  England  physician  to  be 
elected  President  of  the  American  Medical 
Association  over  a span  of  18  years.  Dr.  Xorman  A. 
Welch  of  Boston  was  installed  as  the  118th  leader 
of  the  world’s  greatest  medical  organization  as  it 
met  at  San  Francisco  from  June  21  to  25  for  its 
1 13th  annual  convention.  An  outstanding  physician 
who  has  headed  the  staff  at  Carney  Hospital  in 
Boston,  served  as  president  for  years  of  the  Massa- 
chusetts Blue  Shield,  and  has  been  a former  presi- 
dent of  the  Council  of  the  Xew  England  State 
Medical  Societies.  Doctor  Welch  takes  over  the 
leadership  of  American  Medicine  at  a crucial  time 
in  its  history,  and  he  is  eminently  qualified  for  the 
task.  From  a Xew  England  viewpoint  his  election 
was  a particular  highlight  of  the  convention  session. 

In  the  realm  of  medical  and  public  health  prob- 
lems the  House  of  Delegates  concerned  itself  with 
tobacco  and  health. human  rights, physician-hospital 
relations,  continuing  medical  education,  the  cost  of 
medical  care,  and  federal  subsidization  of  prepay- 
ment plans  and  health  insurance  companies.  A final 
registration  of  those  who  attended  the  convention 
reached  a grand  total  of  14,229  physicians.  High- 
lights of  the  House  of  Delegates  sessions  were : 

Elections  and  Awards 

Dr.  Donovan  F.  Ward  of  Dubuque.  Iowa,  vice 
president  of  the  Association,  was  named  President- 
Elect  of  the  Association.  He  will  become  President 
at  the  Tune,  1965,  annual  convention  in  Xew  York 
City. 

In  addition  to  Dr.  Y ard,  the  new  president-elect, 
the  following  officers  were  named  : 

Dr.  Carlton  Y'ertz  of  Buffalo,  vice  president ; 
Dr.  Milford  O.  Rouse  of  Dallas,  speaker  of  the 
House,  and  Dr.  Walter  C.  Bornemeier  of  Chicago, 
vice  speaker. 

I3r.  Robert  C.  Long  of  Louisville  was  re-elected 
to  the  Board  of  Trustees  for  a three-year  term,  and 
Dr.  Alvin  J.  Ingram  of  Memphis  was  elected  to  a 
three-3'ear  term.  Dr.  Ingram  replaces  Dr.  R.  B. 
Robins  of  Camden,  Ark. 

Xominated  and  elected  to  the  Judicial  Council 
was  Dr.  Charles  C.  Smeltzer  of  Knoxville,  Tenn. 

X’amed  to  the  Council  on  Medical  Education 
were  Dr.  William  I’.  Longmire  of  Los  Angeles,  and 
Dr.  William  A.  Sodeman  of  Philadelphia. 


Elected  to  the  Council  on  Medical  Service  was 
Dr.  John  Rumsey  of  San  Diego,  and  re-elected  was 
Dr.  Willard  A.  Wright  of  Williston,  X.  D. 

Dr.  William  A.  Hyland  of  Grand  Rapids,  Mich., 
was  re-elected  to  the  Council  on  Constitution  and 
Bylaws. 

Tobacco  and  Health 

The  House  approved  a strong  stand  on  tobacco 
and  health  by  calling  cigaret  smoking  “a  serious 
health  hazard.”  This  action  was  taken  after  the 
reference  committee  on  Public  Health  and  Occupa- 
tional Health  considered  10  resolutions  and  a Board 
of  Trustees  report  on  the  subject  and  heard  consid- 
erable testimony. 

In  ado])ting  a four-point  reference  committee 
report,  the  House  said  “the  American  Medical 
Association  is  on  record  and  does  recognize  a sig- 
nificant relationship  between  cigaret  smoking  and 
the  incidence  of  lung  cancer  and  certain  other 
diseases.” 

It  urged  that  programs  he  developed  to  dissemi- 
nate vital  health  education  material  on  the  hazards 
of  smoking  to  all  age  groups  through  all  means  of 
communication.  The  House  also  recognized  the 
contribution  of  the  Surgeon  General’s  Committee 
in  its  comprehensive  report,  and  it  emphasized  that 
a joint  committee  of  the  AM  A and  the  Xational 
Education  Association  already  has  adopted  a reso- 
lution urging  elementary  and  secondary  schools  to 
include  programs  on  smoking  and  health  in  their 
health  education  curricula. 

The  House  further  recommended  that  the  A^IA 
pamphlet,  “Smoking:  Facts  You  Should  Know,” 
should  he  modified  “in  the  light  of  accumulating 
knowledge.” 

Finally,  the  House  said  that  the  delegates  and  the 
Board  of  Trustees  “should  take  great  pride  in  the 
establishment  of  the  research  program  on  tobacco 
and  health  that  is  being  carried  out  by  the  AM  A 
Education  and  Research  Foundation.” 

In  adopting  the  report  of  the  AMA-ERF  the 
House  called  attention  to  the  following  statement : 

“The  Board  of  Directors  of  AiMA-ERF  and  the 
Board  of  Trustees  of  the  AM  A were  clearly  aware 
of  the  possibility  of  criticism  in  accepting  this  grant 
( 10  million  dollars  from  several  tobacco  com- 
panies), hut  against  that  possibility  they  weighed 
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the  potential  benefits  to  the  pnl)lic  who  will  continue 
to  smoke  and  concluded  that  the  risk  was  insignifi- 
cant hy  comparison.  The  only  hope  of  minimizing 
the  hazards  of  smoking  lies  in  research  which 
points  to  the  course  that  the  AM  A as  well  as  others 
must  take.” 

Human  Rights 

On  the  major  issue  of  human  rights  the  House 
declared  itself  “unalterably  opposed  to  the  denial  of 
membership,  privileges  and  responsibilities  in 
county  medical  societies  and  state  medical  associa- 
tions to  any  duly  licensed  physician  because  of  race, 
color,  religion,  ethnic  affiliation,  or  national  origin.” 

This  action  was  taken  after  the  reference  com- 
mittee had  heard  a detailed  discussion  and  had 
considered  four  resolutions  on  the  subject. 

In  addition,  the  House  called  “upon  all  state 
medical  associations,  all  component  societies,  and 
all  individual  members  of  the  AM  A to  exert  every 
efifort  to  end  every  instance  in  which  such  equal 
rights,  privileges  and  responsibilities  are  denied.” 

The  House  also  accepted  a rej)ort  from  the  Board 
on  the  liaison  committees  of  the  AM  A and  the 
National  Medical  Association.  This  report  reviewed 
the  history  of  the  committees  and  noted  that  “great 
progress  has  lieen  made  voluntarily.  More  progress 
can  reasonably  be  expected  in  the  immediate  future, 
especially  if  the  committees  are  permitted  to  con- 
tinue on  a constructive,  cooperative  basis.  This 
requires  efifort,  hut  more  importantly,  good  will  and 
the  desire  to  eliminate  problems.” 

Physician-Hospital  Relations 

Conclusions  and  recommendations  in  a significant 
and  extensive  report  on  physician-hospital  relations 
were  adopted  hy  the  House.  Prepared  by  the  Coun- 
cil on  Medical  Service’s  Committee  on  Medical 
Facilities,  the  report  stresses  “the  imperative  need 
for  the  medical  profession  to  assume  responsibility 
for  the  quality,  continuity,  and  availability  of  pro- 
fessional services  and  for  the  coordination  of  these 
services  with  the  other  essential  supportive  aspects 
of  health  care,” 

The  report’s  recommendations  are  designed  to 
serve  as  guidelines  for  physicians  in  meeting  the 
problems  involved  in  the  changing  patterns  of  care 
such  as : appointment  of  salaried  chiefs  of  staff ; 
appointment  of  salaried  heads  of  clinical  depart- 
ments ; appointment  of  salaried  directors  of  medical 
education ; employment  of  salaried  physicians  for 
outpatient  and  emergency  departments  ; use  of  sal- 
aried physicians  to  provide  care  ordinarily  provided 
by  interns  and  residents ; and  utilization  of  closed- 
panel  prepayment  medical  care  programs  hy 
hospitals. 

The  report  also  includes  a review  of  the  develop- 
ment of  AMA’s  policy  on  physician-hospital  rela- 


tions, a study  of  the  relation  of  ])olicy  to  actual 
practice,  and  an  investigation  of  the  factors  influenc- 
ing change — including  graduate  education,  medical 
finance,  e.x])ansion  of  hospital  functions  and  regula- 
tion of  medical  care. 

Continuing  Medical  Education 

Authorization  was  made  hy  the  House  to  estab- 
lish an  AM.A-si)onsored  survey  and  accreditation 
program  in  continuing  medical  education.  In  the 
program  attention  will  he  concentrated  on  institu- 
tions and  organizations  offering  courses  rather  than 
on  individual  courses,  and  ai)praisal  of  an  institu- 
tion’s or  organization’s  program  will  he  carried  out 
only  at  its  request. 

Fventually,  approved  institutions  or  organiza- 
tions will  be  so  designated  in  the  Council’s  annual 
lists  of  “Continuing  Educati(jn  Courses  for  Physi- 
cians,” and  when  all  institutions  which  wish  to  list 
their  courses  have  had  the  op])ortunity  to  he  consid- 
ered for  approval,  only  courses  of  api)roved  institu- 
tions and  organizations  will  he  included  in  the 
annual  list.  Programs  will  he  surveyed  hy  a Review 
Committee  on  Continuing  Medical  Education. 

Cost  of  Medical  Care 

A four-volume  report  of  the  AIMA  Commission 
on  the  Cost  of  Medical  Care  was  received  hy  the 
delegates,  and  the  House  concurred  with  the  Board 
of  Trustees  that  the  conclusions  and  recommenda- 
tions of  the  Commission  will  he  studied  and  a report 
will  l)e  made  to  the  House  for  its  consideration  at 
the  1964  Clinical  Convention. 

The  four  volumes  include  a General  Report  on 
factors  involved  in  medical  care  costs,  a full  report 
on  “Professional  Review  Mechanisms,”  another  on 
“Significant  Medical  Advances,”  and  one  on 
“Changing  Patterns  of  Hospital  Care.” 

In  its  report  the  Board  said  that  the  Commission 
“is  aware  that  its  efforts  will  not  result  in  a magic 
reduction  in  the  price  of  medical  and  hospital  serv- 
ices. It  does  believe,  however,  that  its  study  has 
produced  a considerable  amount  of  new  and  relevant 
information  which  will  serve  as  a basis  for  better 
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understanding  by  the  public  and  the  medical  pro- 
fession of  this  complex  subject.” 

'riie  Board  reaffirmed  the  AMA  policy  favoring 
federal  grants  for  ‘‘bricks  and  mortar" — funds  for 
construction  and  renovation  of  medical  schools. 
hosj)itals,  related  institutions,  and  mental  health 
centers — hut  urged  that  the  “advantages  and  desir- 
al)ility  of  multiple  source  financing  he  kept  clearly  in 
mind.”  The  House  also  was  informed  by  the  Board 
that  it  is  appointing  a commission  to  conduct  a 
broad  study  of  the  role  of  federal  support  of  medical 
research. 

Other  Actions 

— The  House  went  on  record  as  opposing  federal 
subsidization  of  prepayment  plans  and  health  insur- 
ance companies,  and  it  asked  for  an  AMA  study  of 
the  develoi)ment  of  state  programs  which  utilize 
prepayment  plans  or  health  insurance  companies  in 
the  implementation  of  state  programs  of  medical  aid 
to  the  aging  under  the  Kerr-Mills  law. 

— proposal  to  poll  all  AMA  members  concerning 
com{)ulsory  Social  Security  for  self-employed  physi- 
cians was  rejected  by  the  House.  In  addition,  the 
House  concurred  with  the  reference  committee  in 
opposing  polls  of  the  membership  on  issues  of 
“great  or  even  moderate  importance”  because  the 
House  members  express  the  majority  sentiments  of 
their  constituents  on  all  questions  coming  before 
the  House. 

— An  expanded  program  on  medical  ethics  was 
endorsed  by  the  House.  The  program  will  be  de- 
signed to  educate  physicians  and  the  public  on  what 
medical  ethics  means  to  them  and  how  medical 
ethics  affects  them.  The  Judicial  Council,  working 
with  the  Board  of  Trustees,  will  determine  the 
means  by  which  this  expanded  program  is  to  be 
implemented. 

— .Approval  was  given  to  a change  in  the  Bylaws  to 
allow  the  House  to  set  the  hour  and  day  of  election 
of  AMA  officers  at  the  Annual  Convention.  This 
was  adopted  early  in  the  House  session  and  made  it 
possible  to  have  the  nominations  on  Wednesday 
afternoon  and  the  elections  on  Thursday  morning. 

— .A  three-point  communications  program  designed 
to  improve  the  public  relations  position  of  the  medi- 
cal profession  was  endorsed  by  tbe  House  on  recom- 
mendation of  tbe  AAIA  Committee  on  Communica- 
tions. The  program  includes  a redoubling  of  efforts 
by  county  and  state  societies,  closer  liaison  with 
media  personnel  and  prompt  information  to  state 
societies  on  AMA  news  releases  and  testimony. 

Miscellaneous  Actions 

In  considering  a wide  variety  of  resolutions  and 
re])orts,  the  House  also  : 

Approved  the  creation  of  the  Section  on  Allergy 
on  recommendation  of  the  Board  of  Trustees. 

A])])roved  a comprehensive  iiKjuiry  of  the  causa- 
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tive  factors  for  the  sharp  increase  in  syphilis  and 
gonorrhea  and  urged  the  AMA  to  “take  leadership 
in  educational  and  research  measures  designed  to 
control  and  eliminate  syphilis.” 

Okayed  a national  conference  on  areawide  plan- 
ning of  hospitals  and  related  health  facilities,  to  be 
sponsored  under  the  auspices  of  the  AMA. 

Agreed  to  continue  and  broaden  studies  on  the 
problems  of  unwed  mothers,  illegitimacy  and  other 
related  matters  and  to  develop  positive  preventive 
programs. 

Supported  a position  statement  on  protecting 
children  against  physical  abuse  and  called  for  legis- 
lative guidelines  to  the  states  relative  to  legislation 
on  this  matter. 

Asked  the  Board  of  T rustees  to  investigate  estab- 
lishment of  a wire  communications  system  between 
AIM  A headquarters  in  Chicago  and  offices  of  state 
medical  associations. 

Referred  to  the  Council  on  Aledical  Service  a 
resolution  condemning  the  practice  by  some 
hospitals  of  adopting  constitutions  which  deny 
staff  privileges  to  physicians  not  eligible  or  certified 
by  specialty  bodies  or  societies. 

Agreed  with  the  Board  that  a forum  for  repre- 
sentatives of  national  medical  specialty  societies 
and  the  American  Academy  of  General  Practice  be 
held  on  November  1,  1964,  in  Chicago. 

Ajiproved  a resolution  calling  for  the  publication 
of  the  proposed  nominees  for  standing  committees 
(councils  ) of  the  House  be  submitted  in  advance  of 
the  Annual  Convention,  preferably  in  the  House  of 
Delegates  Handbook. 

Recommended  that  the  Board  of  Trustees  use  the 
talents  of  Dr.  Edward  R.  Annis,  immediate  past 
president,  and  other  qualified  spokesmen  for  medi- 
cine with  appropriate  remuneration. 

Asked  the  Committee  on  Insurance  and  Prepay- 
ment Plans  of  the  Council  on  Medical  Service  to 
consider  a revision  of  simplified  health  insurance 
claims  forms. 

Recommended  that  the  Board  of  Trustees 
approve  the  establishment  of  an  ad  hoc  study  on 
family  practice  as  proposed  by  the  Council  on 
Aledical  Education. 

Agreed  with  the  change  of  name  of  the  Council 
on  Medical  Education  and  Hospitals  to  the  Council 
on  Medical  Education. 

Requested  clarification  of  the  ethical  and  legal 
limitations  of  physicians  participating  in  court- 
ordered.  pre-trial  psychiatric  examinations. 

Urged  the  AAIA  to  continue  its  vigorous  oppo- 
sition to  tax  regulations  discriminating  against 
“professional  associations”  and  “professional  cor- 
porations,” and  its  support  of  legislation  which 
seeks  to  provide  tax  equality  with  business 
corporations  for  “professional  associations”  and 
“professional  corporations.” 


Editorials 


THE  SHORTAGE  OF  NURSES 


T^espite  the  fact  that  schools  of  nursing  are 
training  more  young  women  now  than  ever 
Ijefore,  the  relative  shortage  of  nursing  personnel  in 
the  wards  of  our  hosi)itals  becomes  increasingly 
acute.  W'e  shall  not  attempt  to  analyze  this  problem 
on  a statistical  basis,  since  physicians  attending 
patients  in  any  of  our  Rhode  Island  hospitals  and 
elsewhere,  as  well  as  hospital  administrators  and 
nursing  directors  and  supervisors,  will  readily 
accept  this  premise. 

W'e  have  no  special  pipeline  which  gives  us  the 
wisdom  to  offer  solutions  to  this  difficult  and 
critical  nationwide  problem,  but  we  do  feel  that 
much  hogwash  has  been  w'ritten  on  the  suljject. 
W’e  are  not  averse  to  trying  our  hand. 

It  seems  to  us  that  there  is  no  shortage  of  young 
women  in  our  teeming  population  who  would  make 
good  candidates  for  nursing  duties.  Wdiy  do  they 
not  come  forward  in  sufficient  numbers  to  fill  our 
needs  ? Basically,  we  feel,  the  deterrents  are  ( 1 ) 
inadecpiate  pay  scales  and  (2)  the  educational 
requirements. 

Wdiile  hospitals  are  struggling  to  keep  costs  down 
it  is  heresy  to  proclaim  that  they  are  paving  their 
nursing  personnel  inadequately  ; yet  we  feel  that 
this  is  true.  Individual  hospitals  can  break  out  of 
the  community  pattern  of  wages  only  at  their  peril, 
as  they  are  terrified  of  starting  a competitive  wage 
spiral  with  their  neighboring  hospitals.  Until  hos- 
pitals are  in  a position  to  raise  nursng  salaries  { and 
W'e  are  w'ell  aware  of  the  vast  demands  upon  their 
resources ) , we  feel  that  the  nursing  shortage  will 
continue.  Only  a more  attractive  living  standard 
will  draw  girls  into  training  schools  and  smoke 
them  out  of  retirement,  or  woo  them  away  from 
industry  and  other  competing  careers  such  as  public 
healtb  nursing  and  the  Veterans  Administration. 

The  second  deterrent,  the  problem  of  nursing 
education,  is  complex  and  controversial.  Many 
years  ago  the  late  Doctor  Frank  Lahey  warned  that 
we  were  creating  serious  problems  by  educating  our 
girls  away  from  the  bedside.  This  problem  has  been 
accelerated  by  tbe  drive  of  nursing  educators  and 
accrediting  bodies  to  raise  the  standards  and  levels 
of  nursing  education,  and  by  the  precedent  of  mili- 
tary experience  during  World  War  II,  when  nurses 
were  taken  away  from  the  bedside  and  assigned 


increasingly  to  administrative  and  ])aper-shuffling 
duties. 

One  cannot  ignore  the  need  for  intelligent  and 
educated  girls  for  roles  in  nursing  education  an<l 
administration  and  to  carry  out  the  highly  technical 
duties  required  in  modern  scientific  medicine  and 
the  up-to-date  hospital.  But  this  is  not  the  crying 
need  at  the  moment.  W orkers  as  well  as  cpieen  bees 
are  needed. 

There  has  been  some  stimulating  thinking  in 
recent  years  concerning  the  directions  of  nursing 
education.  This  has  had  to  do  with  a reevaluation 
of  the  1-2-3-4-5  situation  presently  characterizing 
nursing  courses.  This  formula  is  an  abbreviation 
indicating  tbe  various  types  of  training  programs 
ranging  from  five  year  collegiate  courses  to  one  year 
practical  nurse  courses.  The  five  year  course  ( two 
of  hospital  training  and  three  of  collegiate)  leading 
to  l)oth  a BS  and  RN  has  been  gradually  disaj)])ear- 
ing  from  the  scene.  WT  doubt  if  any  (or  any  signifi- 
cant number ) still  survive.  This  has  been  largely 
replaced  by  the  four  year  collegiate  course  (two  of 
hospital  and  two  of  college),  a very  satisfactory 
develoiMuent. 

The  three  year  hospital  schools  have  done  an 
excellent  job  over  tbe  years  and  are  still  providing 
an  important  segment  of  the  nursing  profession. 
They  are  dignified  by  a long  tradition  and  protected 
by  widely  current  but  probably  out-dated  state 
licensing  laws.  There  is  a very  serious  question, 
however,  w'hether  they  are  not  as  oljsolete  as  are  the 
five  year  schools.  It  may  well  he  that  the  vested 
interest  of  existing  schools  has  been  a powerful 
factor  in  their  survival.  Is  it  an  appropriate  function 
of  hospitals,  however,  to  conduct  what  are  virtually 
junior  colleges?  Is  this  function  adequately  per- 
formed by  a majority  of  existing  nursing  schools? 
Does  tbe  three-year  program  deter  many  adequately 
endowed  young  women  from  pursuing  a nursing 
career  ? Are  these  schools  drawing  upon  resources 
that  could  better  be  devoted  to  training  a larger 
number  of  candidates  at  a somewhat  lower  level? 
W’ith  a two  year  span,  could  not  the  same  facilities 
be  used  to  turn  out  half  again  as  many  candidates  ? 

It  has  been  seriously  suggested  that  all  formal 
nurse  training  should  be  on  a collegiate  l)asis  con- 
sisting of  programs  at  the  junior  college  and  senior 

contimied  on  next  page 
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college  levels.  These  programs  would  he  the  ])resent 
four  year  program  leading  to  a BS  and  an  RN,  and 
a two  year  program  leading  to  an  Associate  in  Arts 
(or  Science)  and  an  RN.  Coupled  with  the  one  year 
practical  nurse  program  we  would  end  up  with  a 
1-2-4  situation  sufficiently  fle.xible  for  all  needs  and 
much  more  attractive  to  a variety  of  candidates 
because  of  the  shorter  years  involved.  Master 
degrees  and  doctoral  programs  are  available  for 
those  girls  with  greater  ambitions  and  capacities. 

The  three  year  programs  could  continue  as  at 
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present,  hut  no  new  ones  should  be  undertaken,  nor 
expansion  of  the  old  encouraged.  Those  with  proper 
affiliations  or  in  a position  to  establish  such  affilia- 
tions could  convert  to  two  year  or  four  year 
l^rograms  or  both,  as  circumstances  permitted. 
Reinforcement  by  private,  state,  and  federal  schol- 
arships would  increase  their  attractiveness.  The 
recent  establishment  of  a state  junior  college  in 
Rhode  Island  ofters  an  excellent  opportunity  to 
explore  this  approach. 


AIR  POLLUTION,  SMOG,  AND  RELATED  NUISANCES 


ON  A RECENT  EXCURSION  to  the  West  Coast  we 
learned  that  on  an  unusual  day  during  the  past 
June  smog  had  overtaken  the  previously  immune 
precincts  of  that  jewel  of  cities,  San  Francisco. 
This  is  indeed  a discouraging  prospect,  for  the 
bracing  air  of  the  Bay  City  had  not  previously  been 
so  affected.  Smog  of  course  has  long  been  a serious 
problem  in  its  warmer,  mountain-confined  southern 
neighbor  Los  Angeles.  Heroic  attempts  at  control 
there  have,  it  appears,  had  some  effect.  Smoke 
control  has  been  rigid,  and  the  use  of  automobile 
exhaust  attachments  are  beginning  to  take  effect. 
The  maximum  benefit  of  these  latter  devices,  prob- 
ably imperfect  at  best,  will  not  be  attained  for 
another  few  years.  In  the  meantime,  according  to 
press  reports,  the  smog  at  Los  Angeles  has  changed 
from  blue  to  colorless,  but  is  no  less  irritating,  this 
factor  resulting  from  chemical  changes  produced  by 
the  actinic  effects  of  the  hot  snn.  Our  own  observa- 
tion of  the  Big  Sky  country  is  that  diesel  trucks  and 
buses  contribute  to  this  nuisance  in  a major  way, 


both  within  cities  and  in  the  country,  pouring  out 
streams  of  unpleasant  black,  malodorous  smoke. 

We  have  lately  made  a similar  observation  in  our 
own  more  modest  countryside.  During  a Sunday 
ride  to  our  lovely  South  Shore,  there  appeared  to 
be  little  detectable  e.xhaust  from  the  long  lines  of 
automobile  traffic.  The  older  nuisance  of  visible 
smelly  exhaust  due  to  the  burning  of  lubricating  oil 
resulting  from  worn  piston  rings  seems  relatively 
rare  these  days.  It  is  certainly  readily  subject  to 
statutory  control  in  any  case.  Stuck  in  line,  how- 
ever, behind  a monstrous  bus,  we  suffered  severely 
on  a hot  day  when  we  could  not  close  our  windows. 

While  we  are  aware  of  the  importance  of  eco- 
nomics in  the  operation  of  these  large  vehicles,  both 
trucks  and  buses,  it  is  unbelievable  that  our  ingen- 
ious engineers  have  not  thus  far  devised  some 
method  of  control  that  is  both  feasible  and  economi- 
cal. It  has  been  possible  to  conquer  the  noise  of  jets 
under  statutory  pressure.  This  problem  of  bus  and 
truck  nuisances  should  be  equally  amenable  to 
solution. 


CHANGING  VIEWPOINTS  ON  THE  MENOPAUSE 


At  the  turn  of  the  century,  it  has  been  said, 
a woman  launched  her  family  and  then  died  in 
her  late  forties  like  a spent  rocket.  In  the  nineteenth 
century  it  was  normal  for  a man  to  outlive  several 
wives ; in  the  twentieth  the  life  span  of  the  female 
now  exceeds  that  of  the  male  by  almost  seven  years. 
In  addition  to  producing  profound  sociological 
changes,  this  new  status  has  also  raised  important 
(piestions  relating  to  the  health  of  the  female  in 
these  later  years. 

The  steep  decline  in  estrogen  levels  following  the 
meno])ause  has  several  important  consequences. 
Among  these,  in  varying  and  progressive  degree, 
are  a negative  nitrogen  balance,  hypercholestero- 
lemia, hypertension,  osteoporosis,  menopausal 
arthropathies,  impairment  of  carbohydrate  metabo- 


lism, psychic  manifestations,  menopausal  nega- 
tivisms, changes  in  the  skin  and  mucous  mem- 
branes, non-specific  endocrine  disorders,  autonomic 
instabilities,  and  finally  mammary  and  genital 
changes. 

Coronary  atherosclerosis  is  10  to  40  times  more 
common  in  young  men  than  in  young  women.  There 
is  evidence  that  this  protection  is  lost  in  women  who 
have  been  deprived  of  both  ovaries  surgically. 
Women  gradually  lose  their  favored  status  after  the 
natural  menopause,  so  that  the  incidence  of  coro- 
nary heart  disease  associated  with  hypercholestero- 
lemia becomes  comparable  for  men  and  women  of 
like  age. 

It  is  now  generally  conceded  that  estrogens  are 
not  carcinogenic  as  administered  for  postmeno- 
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pausal  therapy.  There  is  some  recent  evidence  in 
fact  that  estrogen  and  progesterone  administration 
may  actually  he  prophylactic  against  carcinoma  of 
the  breast  and  female  genital  tract. 

Robert  A.  W ilson  of  Brooklyn,  who  has  written 
much  on  this  snl)ject,  has  coined  the  term  The 
Obsolete  Menopause.  He  reasons  that,  throngh  an 
accident  of  evolntion,  the  female  gonads  undergo 
premature  regressive  changes  and  have  a shorter 
life  span  than  other  glands  of  internal  secretion.  He 
suggests  that  this  may  have  been  a natural  form  of 
contraception.  The  menopausal  woman  is  not  there- 
fore normal,  hnt  a victim  of  a deficiency  disease 
with  serious  sequelae.  She  needs  to  he  treated  no 
less  than  sufferers  from  other  deficiency  states. 
This  deficiency  state  is  so  subtly  blended  with 
chronological  aging  that  there  has  been  a natural 
tendency  for  it  to  he  overlooked  and  disregarded. 

Control  of  therapy  is  possible  throngh  vaginal 
smears.  The  Papanicolan  smear  is  a valuable 
means  of  estimating  estrogen  deficiency.  The  cytol- 
ogist  is  asked  to  report  on  the  percentages  of  super- 
ficial. intermediate,  and  parabasal  cells.  The  higher 
the  proportion  of  superficial  squamous  cells  in  the 
smears,  the  greater  the  estrogen  effect  indicated. 

•Although  the  subject  is  not  yet  beyond  contro- 
versy, there  is  an  increasing  consensus  among 
internists  and  gynecologists  that  substitution  ther- 
apy for  menopansal  estrogen  deficiency  is  a respect- 
able prophylaxis  in  the  female  against  the  onset  of 
coronary  disease,  diabetes,  hypertension,  osteo- 
porosis, vaginal  and  breast  atrophy,  menopansal 
autonomic  states,  irritability,  psychic  disorders, 
and  possibly  even  genital  and  breast  carcinoma. 
There  is  certainly  every  reason  to  recommend  such 
a regime  in  those  with  a high  personal  or  family 
history  of  these  disorders.  As  summarized  by 
W ilson  : “The  ingestion  of  a tablet  daily  represents 
the  essential  difference  between  a life  partly  lived  or 
a full  one.  . . The  menopause  is  “as  obsolete  as 
the  bow  and  arrow.” 
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JOHN  R.  McDonald 

CRISS  CADILLAC  CO.,  INC. 

555  ELMWOOD  AVENUE 
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Office  \ 7-6600  Home 
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“Available  To  Satisfy  Any  of  Your  Motoring  Needs” 


JOHN  F.  KENNEY 
CLINIC  DAY 

Wednesday,  November  4,  1964 

Research  Papers  8:45  a. m. -10:15  a. m. 
Lecture  10:30a.m.-12:30p.m, 

Luncheon  12:30  p.m. -1:30  p.m. 

THE  MEMORIAL  HOSPITAL 
Nurses  Auditorium 
Pawtucket,  Rhode  Island 

A telephone,  EXTension  213, 
will  be  available 


HEALTH  HAVENS 


NATIONALLY  ACCREDITED 
SKILLED  NURSING  HOME 


REGISTERED  NURSES 
24  HOURS  DAILY 


Spacious  Private  and  Semi-Private  Rooms 
at  Reasonable  Rates  According  to  needs 

Nursing,  Convalescent  and  Retirement  Care 

ETHICALLY  MANAGED 

PROFESSIONALLY  ORIENTED 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE.  R.  1. 

438-4275 

(Less  than  12  min.  from  all  Providence  Hospitals) 
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MANDATORY  REPORTING  OF  INJURIES  INFLICTED  BY 
OTHER  THAN  ACCIDENTAL  MEANS  UPON  CHILDREN 
UNDER  THE  AGE  OF  EIGHTEEN  YEARS 

Legislation  Passed  at  the  January,  1964,  Session  of  the 
Rhode  Island  General  Assembly 


SECTION  1.  Purpose.  — In  order  to  protect  chil- 
dren whose  health  and  welfare  may  he  adversely 
affected  through  the  infliction,  hy  other  than  acci- 
dental means,  of  physical  injury  requiring  the 
attention  of  a physician,  the  general  assembly  hereby 
provides  for  the  mandatory  reporting  of  such  cases 
by  physicians  and  institutions  to  the  appropriate 
public  authorities.  It  is  the  intent  of  the  general 
assembly  that,  as  a result  of  such  reports,  protective 
social  services  shall  be  made  available  in  an  effort 
to  prevent  further  abuses,  safeguard  and  enhance 
the  welfare  of  such  children,  and  preserve  family 
life  wherever  possible. 

Sec.  2.  Definitions.  — For  the  purpose  of  and  as 
used  in  this  act : 

(1  ) “Physician”  means  any  licensed  doctor  of 
medicine,  licensed  osteopathic  physician,  and  any 
intern  or  resident. 

(2)  “Institution”  means  any  private  or  public 
hospital  or  other  facility  providing  medical  diag- 
nosis, treatment  or  care. 

(3)  “Department”  means  the  department  of 
social  welfare,  division  of  community  services. 

(4 )  “Law  enforcement  agency”  means  the  police 
department  in  any  city  or  town  and/or  the  state 
police. 

Sec.  3.  Report  hy  physicians  and  institutions.  — 
( 1 ) When  any  physician  has  cause  to  believe 
that  a child  under  the  age  of  eighteen  years  brought 
to  him  or  coming  before  him  for  examination,  care 
or  treatment,  has  had  physical  injury  or  injuries 
which  may  adversely  affect  his  health  and  welfare 
inflicted  upon  him  other  than  by  accidental  means 
by  a parent,  stepparent,  legal  guardian,  or  any  other 
person  having  custody  or  care  of  such  child  he  shall 
report  such  incident  or  cause  a report  thereof  to  he 
made  to  the  department  as  provided  in  sulisection 
(3)  of  this  section. 

(2)  When  a physician  is  attending  a child  under 
the  age  of  eighteen  years  as  part  of  his  regular 
duties  as  a staff  member  of  an  institution  and  has 
cause  to  believe  that  such  child  has  had  physical 
injury  or  injuries  which  may  adversely  affect  his 
health  and  welfare  inflicted  upon  him  other  than  hy 
accidental  means,  hy  a parent,  stepparent,  legal 


guardian,  or  any  other  person  having  custody  or 
care  of  such  child,  he  shall  so  notify  the  person  in 
charge  of  the  institution  or  his  designated  repre- 
sentative, who  shall  report  the  incident  or  cause 
such  report  to  be  made  as  provided  in  subsection 
(3  ) of  this  section. 

( 3 ) An  immediate  oral  report  shall  be  made  by 
telephone  or  otherwise  to  the  department  and  shall 
be  followed  hy  a report  in  writing.  Such  reports 
shall  contain  the  following  information  if  known : 

( a ) the  name,  address,  and  age  of  the  child  ; 

(b  ) the  name  and  address  of  the  child’s  parents, 
stepparents,  guardians,  or  other  persons  having 
custody  or  care  of  the  child ; 

( c ) the  nature  and  extent  of  the  child’s  inj  ury  or 
injuries ; 

(d)  any  evidence  of  previous  injuries,  including 
their  nature  and  extent ; and 

(e)  any  other  information  which  in  the  opinion 
of  the  physician  may  he  helpful  in  establishing  the 
cause  of  the  child’s  injury  or  injuries  and  the  iden- 
tity of  the  perpetrator  or  perpetrators. 

Sec.  4.  Duties  of  Department.  — The  depart- 
ment shall  investigate  each  report  referred  to  it  by 
a physician  or  institution  to  determine  the  circum- 
stances surrounding  the  injury  or  injuries,  the 
cause  thereof,  and  the  person  or  persons  respon- 
sible. The  department  shall  advise  the  law  enforce- 
ment agency  of  its  investigation  and  shall  provide 
such  social  services  and  other  services  as  are  neces- 
sary to  protect  the  child  and  preserve  the  family. 

Sec.  5.  Duties  of  laio  enforcement  agency  — 
limitations.  — 

( 1 ) Upon  the  receipt  of  a report  concerning  the 
possible  nonaccidental  infliction  of  a physical  injury 
upon  a child,  it  shall  be  the  duty  of  the  law  enforce- 
ment agency  to  investigate  further  and  to  take  such 
action  as  it  shall  deem  appropriate. 

( 2 ) Xo  child  concerning  whom  a report  is  made 
shall  he  removed  from  his  parents,  stepparents, 
guardian,  or  other  persons  having  his  custody  or 
care,  hy  a law  enforcement  agency  without  consul- 
tation with  the  department  unless,  in  the  judgment 
of  the  reporting  physician  and  the  law  enforcement 
agency,  immediate  removal  is  considered  essential 

concluded  on  page  4OO 


In  anxiety 
states: 

B and  C 
vitamins 
are  therapy 


Stress  formula  vitamins  are  an  important  supportive  measure  in  main- 
taining the  nutritional  status  of  the  emotionally  disturbed  patient.  With 
STRESSCAPS,  B and  C vitamins  are  present  in  therapeutic  amounts  to  meet 
increased  metabolic  demands.  Patients  with  anxiety,  and  many  others  under- 
going physiologic  stress,  may  benefit  from  vitamin  therapy  with  STRESSCAPS. 


Each  capsule  contains: 

Vitamin  B i (asThiamine  Mononitrate)  10  mg 


Vitamin  Bj  (Riboflavin)  10  ^9 

Niacinamide  100  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B*  (Pyridoxine  HCI)  2 mg 

Vitamin  Bi2  Crystalline  4 mcgm 

Calcium  Pantothenate  20  mg 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  defi- 
ciencies.  Supplied  in  decorative  re- 
minder” jars  of  30  and  100;  bottles  of  500. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  N,_Y. 
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BATTERED  CHILD  LAW 
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to  protect  the  child  from  further  injury  or  abuse. 

Sec.  6.  Immntuty  from  liability.  — Any  person 
])articipating  in  good  faith  in  the  making  of  a report 
pursuant  to  this  act  shall  have  immunity  from  any 
liability,  civil  or  criminal,  that  might  otherwise  he 
incurred  or  imj)osed.  Any  such  participant  shall 
have  the  same  immunitv  with  respect  to  participa- 
ton  in  any  judicial  proceeding  resulting  from  such 
report. 

Sec.  7.  This  act  shall  take  effect  upon  its  passage 
and  all  acts  and  parts  of  acts  inconsistent  herewith 
are  hereby  repealed. 


PLAIN  ENGLISH  DICTION 

“Every  morning  a long  file  of  black  soldiers  in 
white  pajamas  used  to  approach  the  laboratory 
down  the  avenue  of  palm-trees.  Each  bore  before 
him  a bedpan  decently  shrouded  in  a ‘cloth, 
distinctive.’  They  were  the  inmates  of  the  dysentery 
ward  hearing  their  daily  offerings.’’ 

This  gutty  description,  which  introduces  a tech- 
nical discussion  of  tropical  amoebae,  comes  from  the 
distinguished  pages  of  the  oldest  medical  journal  in 
the  English  language.  It  is  a fair  sample  of  the 
unvarnished  style  and  the  deadpan  humor  that  mark 
the  weekly  Lancet  as  the  sprightliest  and  most 
outspoken  voice  in  medical  journalism. 

In  a field  traditionally  liefogged  by  jargon  and  a 
monolithic  solemnity,  the  Lancet's  witty,  lucid 
approach  has  long  been  a refreshing  anomaly,  “^\’e 
shall  exclude  from  our  pages,’’  said  Eounder 
Thomas  \\  akley,  “the  semi-barbarous  phraseology 
of  the  schools,  and  adopt  as  its  substitute  plain 
English  diction.’’ 

W'akley  was  a disenchanted  physician  who 
launched  the  Lancet  in  1823  as  a vehicle  to  attack 
the  abuses  rampant  in  19th  centurv  medicine.  His 
magazine  tilted  at  the  high-collared  sacred  cows  of 
Harley  Street,  crusaded  for  better  sewage  disposal, 
better  operative  technique,  more  humane  treatment 
of  the  insane.  At  a time  when  doctors  jealously 
guarded  their  hospital  lectures  to  prevent  loss  of 
fees,  the  Lancet  insisted  that  all  lectures  should  he 
])ublic  property,  and  began  sending  reporters  into 
the  lecture  halls.  When  Surgeon  John  Abernethy 
complained  that  he  was  misquoted,  the  Laneet 
offered  a devastating  verbatim  sample  of  his  tutorial 
style:  “I’ll  he  hanged  if  erysipelas  is  not  always  a 
result  of  a disordered  state  of  the  digestive  organs. 
. . . Egad,  it  is  a traveling  disease.  ...  If  it  he  seated 
in  an  unimportant  part,  in  the  name  of  God  let  it  go 
there!’’  Abernethy  promptly  slapped  an  injunction 
on  the  Lancet,  and  the  magazine  won  a court  deci- 
sion that  henceforth  medical  lectures  were  to  he 
regarded  as  inihlic  property. 

Through  its  youth  and  middle  age,  the  Lancet 


built  its  reputation  on  solid  reporting  and  its  circu- 
lation on  a succession  of  widely  publicized  hassles 
with  medical  authorities.  It  offered  the  first  report 
( 1847)  of  the  use  of  anesthetics,  the  first  discussion 
( 1867)  of  Joseph  Lister’s  treatment  of  wounds  with 
antiseptics.  It  boldly  reported  on  a bungled  lithot- 
omy by  Rranshy  Cooper,  nephew  of  famed  Surgeon 
Sir  Astley  Cooper.  Young  Cooper  had  made  an 
incision  in  the  wrong  place,  tried  to  force  an  open- 
ing into  the  bladder  with  forceps,  finally  turned  to 
his  unanesthetized  patient  a few  minutes  before  he 
died  and  complained  petulantly  that  he  could  not 
imagine  how  he  had  failed.  The  Lancet  was  fined  a 
token  ilOO  for  printing  that  story,  hut  had  the  satis- 
faction of  seeing  Parliament  appoint  a commission 
to  study  monopolistic  practices  in  medicine. 

In  1873  the  Lancet  touched  off  another  major 
debate  by  charging  that  London  Surgeon  .Sir  Henry 
Thomjison  had  caused  the  death  of  exiled  Emperor 
Napoleon  HI  by  operating  on  him  for  a l)ladder 
stone  by  lithotrity  ( penetration  into  the  urethra  by 
a pair  of  forceps ) instead  of  lithotomy  ( incision 
into  the  bladder  ) . . . . 

In  19.^2.  a few  days  after  King  George  \T  of 
Great  Britain  died,  the  Lancet  frankly  discussed 
the  King’s  ailments  (Buerger’s  disease,  lung  can- 
cer and  arteriosclerosis ) and  the  immediate  cause 
of  his  death  (coronary  thrombosis).  . . . 

The  wider  interests  of  the  Lancet's  current  editor. 
Dr.  T.  E.  Eox  — a medical  school  graduate  but 
never  a practicing  physician  — are  reflected  in  such 
salty  recent  discussions  as  the  effects  of  contracep- 
tion on  the  national  IQ,  the  dangers  of  infection 
from  i)uhlic  telephones  and  the  obsoleteness  of  bed- 
pans ( the  Lancet  favors  mobile  bedside  commodes  ) . 
. . . Recent  correspondents  discussed  jammed  zip- 
])ers  on  men’s  trousers,  the  moral  rights  of  physi- 
cians to  evade  traffic  rules,  the  hazards  of  being 
attacked  by  family  pets.  One  correspondent  started 
an  animated  debate  by  advising  his  fellow  practi- 
tioners to  use  a hypodermic  syringe  to  deflate  air 
bubbles  when  helping  their  wives  to  paper  walls. 

. . . Extracted  from  Time  Magazine,  August  27,  1956 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 
1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHDLESALE  FUEL  DILS 


THROUGH  THE  MICROSCOPE 


401 


tttttt  t t t t t t t t t t t t t t t t t ttt  ttttttttttttttttttttttttttttttttttttttttttttttti 


GOP  Platform  Supports  Research, 

Denounces  Medicare 

As  it  has  in  tlie  past,  the  Republican  party’s 
platform  adopted  at  San  Francisco  denounces  the 
Democratic  Administration’s  proposal  for  medical 
care  of  the  aged  under  social  security.  The  state- 
ment puts  the  party  liehind  several  other  medical 
efforts,  and  roundly  criticizes  the  Food  and  Drug 
Administration,  Federal  Trade  Commission  and 
the  White  House  for  pressing  “to  dominate  con- 
sumer decisions.”  The  document  says  it  is  first  the 
individual’s  owm  responsibility  to  “advance  his  own 
economic  well-being  . . . and  to  plan  for  his  own  and 
his  family’s  future,”  hut  adds  that  government 
should  “assist  the  individual  in  surmounting  urgent 
problems  beyond  his  owm  power  and  responsibility 
to  control.”  Specifically,  the  platform  j)roposes : 

1.  Help  in  Medical  Financing  for  the  Indigent 
Aged:  “Tax  credits  and  other  methods  of  assist- 
ance to  help  needy  senior  citizens  meet  the  costs  of 
medical  and  hospital  insurance.” 

2.  Social  Security:  “A  strong,  sound  system  of 
social  security,  with  improved  benefits  to  our  people. 
. . . Revision  of  the  social  security  law  to  allow 
higher  earnings,  without  loss  of  lienefits  by  our 
elderly  people.” 

3.  Research,  Other  Medical  Progra^ns : “Continued 
Federal  support  for  sound  research  programs  aimed 
at  both  the  prevention  and  cure  of  diseases,  and 
intensified  efforts  to  secure  prompt  and  effective 
application  of  the  results  of  research.  This  will 
include  emphasis  on  illness,  drug  addiction,  alcohol- 
ism, cancer,  heart  disease  and  other  diseases  of 
increasing  incidence.” 

4.  Improvement  in  Kerr-Mills  Lazo:  “Full  cov- 
erage of  all  medical  and  hospital  costs  of  needy 
elderly  people  financed  through  broader  implemen- 
tation of  Federal-state  plans  [Kerr-Mills]  rather 
than  the  compulsory  Democratic  scheme  covering 
only  a small  part  of  such  costs  for  everyone,  regard- 
less of  need.” 

5.  Vocational  Rehabilitation:  “Vocational  re- 
habilitation, through  cooperation  between  govern- 


ment — Federal  and  state  — and  industry,  for  the 
mentally  and  physically  handicapped,  and  chron- 
ically unemjdoyed  and  the  poverty-stricken.” 

In  testimony  before  tbe  platform  committee,  rep- 
resentatives of  tbe  American  Medical  Association 
urged  strong  opposition  to  medicare  under  social 
security,  but  supported  Federal  grants  to  control 
air  and  water  pollution  and  to  build  more  medical 
.schools  and  hos])itals. 

Hospital  Benefits;  $5.6  Million  a Day 

Insurance  companies  paid  out  an  average  of  $5.6 
million  a day  in  1963  to  insured  persons  to  help 
them  pay  their  hospital  bills,  the  Health  Insurance 
Institute  rejxirted  recently.  Hospital  benefit  pav- 
ments  bv  insurance  companies  for  the  entire  vear 
totaled  $2,050,000,000. 

The  Institute  said  that  benefits  included  company 
payments  made  under  hospital  expense  policies  as 
well  as  that  portion  of  benefits  under  major  medical 
expense  policies  which  went  for  hospital  bills. 

Tbe  $5.6  million  a day  helped  to  pay  for  hospital 
room  and  lioard,  drugs  and  medicines,  laboratory 
services.  X-ray,  nursing,  operating  room  charges, 
and  other  hospital  services,  the  HII  said. 

Including  health  insurance  payments  for  other 
than  hospital  care,  insurance  companies  last  year 
distributed  benefits  of  nearly  $4.2  billion,  a 10.3 
per  cent  climb  over  1962.  The  grand  total  of  health 
insurance  lienefits  paid  out  during  1963  by  all  insur- 
ing  organizations  was  estimated  by  the  Institute  at 
$7.8  billion,  up  from  $7.1  billion  in  1962. 

R.  I.  Shares  in  Grants  for  Children’s  Study 

Grants  for  21  studies  and  experimental  programs 
which  can  lead  to  massive,  frontal  attacks  on  social 
problems  threatening  children  have  been  awarded 
by  the  Children’s  Bureau  of  the  Welfare  Admin- 
istration, Department  of  Health,  Education,  and 
W’elfare. 

Announcing  the  awards  today.  Bureau  Chief 
Katherine  B.  Oettinger  cited  these  goals  for  the 
grants  totaling  $1,162,926 : 

— a way  for  the  deprived  child  to  enter  school  on 
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a more  equal  basis  with  his  middle-class  peers  ; 

— a stable  future  for  emotionally  disturbed 
adolescents ; 

— wavs  to  stem  the  separation  of  child  from 
family ; 

— better  care  when  separation  is  necessary  ; 

— better  legislation  to  protect  the  “battered 
child’’ ; 

— knowledge  about  the  legal  rights  of  mentally 
retarded  and  disturbed  children  ; 

— school-centered  rehabilitation  for  pregnant 
high  school  girls ; 

— growth-promoting  recreation  facilities  for 
chronically  disabled  children ; 

— a fuller  understanding  of  our  separate  respon- 
sibilities to  juvenile  delinquents  ; and 

— an  unraveling  of  the  main  legal  problems  fac- 
ing child  welfare  agencies. 

* * * 

The  Rhode  Island  Department  of  Social  W’elfare 
in  Providence  receives  $46,800  to  assess  the  feasi- 
bility of  incorporating  day  care  services  as  an 
integral  part  of  the  State’s  Public  Assistance  Pro- 
gram in  attempting  to  restore  AFDC  families  to 
self-sufficiency.  Project  director  is  John  J.  Affieck. 

Social  Security  Bill  Reported 

On  July  7,  the  House  Ways  and  Means  Com- 
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mittee  reported  out  H.R.  11865,  the  “Social  Secur- 
ity Amendments  of  1964”.  . . The  bill  provides  for  a 
5%  across-the-board  increase  in  Social  Security 
cash  benefits,  raising  the  maximum  individual  bene- 
fits from  $127  to  $143.40  per  month,  and  increasing 
the  maximum  family  benefit  to  $300  per  month.  The 
bill  also  provides  for  a liberalization  of  eligibility 
requirements  for  those  72  or  older  who  are  pres- 
ently not  receiving  benefits.  . . . The  measure  in- 
cludes a provision  for  the  payment  of  a child’s 
benefit  up  to  the  age  of  22  if  the  child  is  a student. 
Present  law  terminates  the  child’s  benefit  at  age  18. 
. . . Among  miscellaneous  features  of  H.R.  11865. 
the  tips  of  waiters,  barbers,  cab  drivers  and  others 
would  have  to  be  declared  for  Social  Security  tax 
purposes  and  the  employer  would  be  required  to 
pay  a corresponding  tax  on  such  earnings.  ...  Of 
particular  interest  to  medicine,  the  bill  would  re- 
move the  exclusion  of  interns  and  self-employed 
physicians  from  participation  in  the  Social  Securitv 
program.  ...  A bill  to  include  physicians  under 
Social  Security  was  supported  once  before,  in  1960, 
by  the  W ays  and  Means  Committee.  The  bill  made 
its  way  through  the  House  of  Representatives  but 
was  rejected  in  the  Senate. 

The  House  Ways  and  Means  Committee  esti- 
mates that  these  amendments  will  increase  the  cost 
of  the  Social  Security  program  by  $1,475  million  in 
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fiscal  1965.  . . . The  new  benefits  will  he  financed  In- 
increasing  the  Social  Security  rate  for  employees 
and  employers  to  3.8%  in  1965  and  up  to  4.8%  in 
1971.  . . . The  tax  rate  for  the  self-em])loyed  will 
also  he  raised  from  5.7%  in  1965  to  7.2%  in  1971. 
...  In  addition,  the  amount  of  wages  uj)on  which 
this  tax  will  he  levied  will  be  raised  from  the  ])resent 
$4800  to  $5400  begining  January  1,  1965.  . . . The 
House  may  take  up  the  hill  during  the  week  of 
July  20. 

Chest  Physicians  to  Meet  in  Mexico 

Physicians  from  more  than  50  countries  will 
present  papers  and  discuss  the  recent  advances  in 
cardiovascular  and  pulmonary  diseases  at  the 
VIII  International  Congress  on  Diseases  of  the 
Chest  to  he  held  in  Mexico  City,  Oct.  11-15,  1964. 

Dr.  Donato  G.  Alarcon,  Dean  of  the  Medical 
School  at  the  University  of  Mexico  and  Professor 
of  Thoracic  Diseases  is  the  President  of  the 
Congress.  The  Honorable  Adolfo  Lopez  Mateos, 
President  of  the  Republic  of  Mexico,  will  officially 
open  the  Congress  on  Sunday,  October  11th. 

All  physicians  are  invited  to  attend  this  impor- 
tant Congress.  For  further  information  and  regis- 
tration blanks  write  to  the  American  College  of 
Chest  Physicians,  112  East  Chestnut  Street, 
Chicago,  Illinois  60611. 


Baby  Boom  Slows;  Births  Still  High 

What  has  happened  to  America’s  ])opulation 
e.x])losion  ? 

Answer  : Lots  of  babies  are  still  being  horn,  only 
not  as  many  as  in  1957,  the  peak  baby  year  when 

4.308.000  births  were  reported  in  the  United  States, 
or  even  as  high  as  1962’s  total  of  4,167,000. 

The  Health  Insurance  Institute,  rep<jrting  on 
U.  S.  Public  Health  Service  data,  says  that 

4.081.000  births  were  reported  in  1963,  the  lowest 
number  since  1954.  The  trend  is  downward. 

But  however  the  hahy  pojnilation  fluctuates,  the 
Institute  says  that  the  traditional  peak  hahy  months 
of  July,  August,  and  September  are  expected  to 
remain  constant  in  1964. 

In  1963,  the  top  baby  month  was  August  with 

366.000  births,  followed  by  July  with  362,000,  and 
September  with  361,000.  The  three  months’  total: 
1,089,000,  or  26.7  per  cent  of  the  year’s  total.  The 
low  month  was  February  with  314,000  births. 
The  Institute  said  these  months  are  expected  to  be 
peak  periods  for  1964  as  well. 

Babies  Covered 

The  Institute  said  approximately  65  per  cent  of 
the  babies  born  in  1963  had  part  of  the  initial  medi- 
cal exj)enses  paid  through  health  insurance. 

Thus,  the  delivery  of  some  2.7  million  infants  was 
covered  by  health  insurance.  The  Institute  esti- 

continued  on  next  page 


physically  — its  microscopically  fine  aqueous  vitamin  A 

particles  pass  through  the  intestinal  barrier  more  easily 
and  may  reach  affected  local  area  more  readily  through! . . 

faster,  more  complete  absorption 


physiologically  — provides  all  the  knovrn 

physiologically  active  isomers  of  the  natural  vitamin  A 
complex  which  are  believed  to  be  directly  utilizable  in  certain 
enzyme  processes  (in  contrast  to  certain  forms  of  synthetic 
vitamin  A which  require  conversion  in  the  body)  for. . . 

fully  comprehensive  results 


the  original  aqueous, 
natural  vitamin  A capsules 

aquasol.A 

capsules 


two  potencies: 

25.000  U.S.P.  Units 

50.000  U.S.P.  Units 

water-solubilized  natural  vitamin  A 
per  capsule 


gastronomically 


with  allergenic  factors 
removed  and  free  from  “fishy”  taste,  Aquasol  A Is... 

well  tolerated  and  burpless 


Bottles  of  100  and  500  capsules. 


Samples  and  literature  upon  request. 

u.s.  vitamin  & 
pharmaceuticai  corp. 

Arlington-Funk  Laboratories,  division 
800  Second  Avenue,  New  York  17,  N.  Y. 


404 


""youir 
very  good 
liealth” 


! 


M 

U 

N 

R 

O 


In  pediatrics  ...  in  geriatrics 
. . . and  all  the  years  between  — 
Milk  — Nature’s  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet. 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 


Call  GE  8-4450 
for  Home  Delivery 


RHODE  ISLAND  MEDICAL  JOURNAL 

mated  that  the  total  maternity  benefit  payments 
made  hy  all  insuring  organizations  were 
$685,000,000  last  year. 

This  works  out  to  an  average  of  approximately 
$255  paid  hy  health  insurance  toward  the  hospital, 
surgical  and  medical  care  connected  with  each  of 
the  insured  births. 

Today  the  average  jirenatal  and  delivery  cost  of 
having  a hahy  is  about  $300,  nearly  double  30 
years  ago. 

The  Institute  said  that  maternity  benefits  are 
included  in  policies  covering  nearly  90  per  cent  of 
the  estimated  145  million  persons  who  had  some 
form  of  health  insurance  jjrotection  at  the  end 
of  1963. 

September  Medical  Meetings: 

The  annual  Fall  Conference  of  the  New  England 
.Society  of  .Anesthesiologists  will  be  held  on  Sep- 
tember 17.  18  and  19  at  the  Lake  Tarleton  Club, 
Like,  New  Hampshire.  The  guest  faculty  will 
include : Drs.  Kenneth  Keown,  Joseph  F.  Artusio, 
Jr.,  \\  illiam  Dornette,  Max  S.  Sadove  and  John 
Krantz. 

* * 

The  39th  Connecticut  Clinical  Congress  of  the 
Connecticut  State  Medical  Society  and  the  Yale 
University  School  of  Medicine  will  he  held  at  the 
Yale-New  Haven  Medical  Center  (333  Cedar 
Street.  New  Haven)  on  Friday,  September  25. 
The  morning  session  will  feature  lectures  and  dis- 
cussion of  “Correctable  Renal  Vascular  Disease,” 
and  the  afternoon’s  subject  will  be  “Correctable 
Cerebral  \"ascular  Disease.” 

Wages,  Equipment  Raise  Hospital  Costs 

Payroll  increases  and  the  costs  of  new  medical 
techniques  and  equipment  are  continuing  to  push  up 
the  costs  of  hospitalization,  the  Health  Insurance 
Institute  said  recently. 

The  Institute  said  there  is  no  immediate  sign  of  a 
reduction  in  the  ])ressures  which  have  been  mainly 
responsible  for  a doubling  of  daily  patient  expenses 
in  the  past  10  years. 

In  1952,  the  average  expense  per  patient  day  in 
non-federal,  short-term  general  and  other  special 
hospitals  in  the  LTnited  States  was  $18.35.  By  the 
end  of  1962  this  had  risen  to  $36.83. 

According  to  American  Hospital  Association  fig- 
ures, this  average  expense  went  up  to  $39.33  last 
year.  The  rise  a])pears  to  he  continuing  this  year. 

Payroll  costs  accounted  for  two-thirds  of  the 
10-year  increase.  Not  only  have  wages  gone  up,  hut 
the  modern  hospital  has  more  personnel  per  patient. 

There  were  674,000  employees  in  non-federal, 
short-term  general  and  other  special  hospitals  in 
1952,  or  1.75  workers  for  every  patient.  In  1962, 
these  hospitals  employed  1,207,000  persons,  or  2.37 
])er  patient. 
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Recent  studies  indicate  that  this  rise  in  the  ])ro- 
portion  of  employees  to  patients  is  leveling  olt.  Rut 
this  has  not  stemmed  the  rise  in  payroll  costs. 
Hos])ital  wages  are  expected  to  continue  to  increase 
until  they  are  brought  more  iu  line  with  wages  in 
comparable  occupations. 

Examination  of  another  set  of  statistics  shows 
that  today’s  hospitals  are  much  better  equipped  to 
deal  with  all  types  of  illness  than  they  were  a 
decade  ago. 

More  hospitals  today  have  X-ray  diagnostic, 
clinical  laboratory  and  electrocardiograph  services, 
blood  banks,  pharmacies,  physical  therapy  depart- 
ments, and  X-ray  therapeutic  services  as  a result  of 
modernization  programs. 

In  1962,  nearly  60  per  cent  of  the  hospitals  had 
post-operative  recovery  rooms  and  25  per  cent  had 
facilities  for  radioactive  isotopes.  Both  of  these 
represent  four-fold  increases  over  the  1952  figures. 

In  addition,  cohalt  and  radium  therapy  facilities 
were  found  in  17  per  ceiit  of  the  hospitals  in  1962, 
psychiatric  care  units  in  nearly  1 1 per  cent  and 
rehabilitation  units  in  almost  7 per  cent. 

These  categories  were  reported  for  the  first  time 
in  1962. 


THE  CADAVER  BUSINESS 

'T'he  history  of  anatomy  is  a long  and  infuri- 
ating  story,  a monument  to  superstition  and 
human  stupidity,  and  a bewilderment  of  disparate 
influences.  Like  so  much  else,  anatomy  was  an 
advanced  art  among  the  ancient  Greeks  and  then 
was  lost.  As  early  as  the  third  century  b.c.  human 
bodies  were  systematically  dissected.  In  Alexandria, 
then  the  center  of  learning,  Herophilus  and  Erasi- 
stratus  dissected  the  bodies  of  executed  criminals, 
hut  their  notes  were  destroyed ; there  is  merely  the 
comment  of  Galen,  5 centuries  later,  that  they  were 
great  teachers.  In  Galen’s  time  anatomies  were 
performed  only  on  animals,  and  so  the  anatomy  of 
Galen  corresponded  poorly  to  that  of  man.  Thus 
medical  works  of  the  tenth  and  eleventh  centuries 
contained  information  about  anatomy,  hut  it  was 
the  anatomy  of  animals,  duly  handed  down  from 
Galen  and  assumed  to  apply  to  man.  Regrettably, 
his  authority  was  enough  to  make  further  inquiry 
unnecessary,  if  not  downright  insolent.. 

The  rebirth  of  the  idea  that  something  useful 
could  he  learned  about  the  human  body  by  examin- 
ing it  did  not  take  place  until  1231  a.d.,  and  even 
then  and  foi  some  time  after  it  made  small  headway. 
W hat  happened  in  1231  was  that  Frederick  II, 
Emperor  of  Germany  and  King  of  the  two  Sicilies, 
decreed  that  a human  dissection  he  performed  once 
every  5 years.  Apparently  nothing  followed  ; if  a 
dissection  wps  done,  no  record  of  it  has  come  down. 
Then  in  1308,  the  \Tnetian  Senate  issued  a permit 


for  a dissection  every  year  and  not  long  afterward 
there  appeared  Mondino’s  AnetJwinia,  a manual  of 
anatomy. and  an  explanatory  text  based  on  Galen 
and  Avicenna.  It  held  sway  for  some  200  years,  and 
in  all  that  time  “an  anatomy,’’  lasting  several  days, 
consisted  of  the  jirofessor’s  pointing  out  where  the 
cadaver  fitted  the  official  description  — a barber 
surgeon  did  the  manual  labor  before  a large,  atten- 
tive audience.  This  was  usually  done  twice  a year. 

Alodern  anatomy  can  he  said  to  date  from  1543 
when  \Tsalius  published  his  De  HuDiani  Corporis 
Fabrica.  But  authority  did  not  perish  so  easily,  and 
\T.salius  became  a center  of  controversy.  Luckily, 
a few  who  were  determined  to  jirove  he  was  wrong 
attempted  to  do  so  by  dissection,  and  knowledge 
accordingly  advanced.  Henry  \TIL  in  an  act  of 
1 -■'40,  permitted  4 bodies  of  condemned  persons  per 
annum  for  the  use  of  surgeons  in  England.  By  1628 
enough  was  known  for  Harvey  to  reach  an  under- 
standing of  the  circulation,  and  that  century  was 
one  of  great  advances  hearing  the  names  of  Mar- 
cello Malpighi,  Francois  Poupart,  Jacob  Benignus 
Winslow,  Francis  Glisson,  Giovanni  Battista  Mor- 
gagni and  many  others. 

Supply  and  Demand 

Surgery  without  anesthesia  called  for  great  speed 
and  precision,  and  therefore  a highly  detailed,  more 

continued  on  next  page 
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precise  knowledge  of  anatomy  was  demanded  — 
and  tliat  could  be  obtained  only  by  dissection.  Medi- 
cal and  special  anatomical  schools  (such  as  the 
Hunters’)  ottered  to  teach  anatomy.  A growing 
demand  for  cadavers  arose. 

In  1726  George  II  directed  the  courts  to  turn 
over  all  executed  persons  for  dissection.  But  these 
provisions  for  anatomy  studies  were  far  from  suffi- 
cient. Thus,  as  in  all  varieties  of  trade,  a large  and 
unsatisfied  demand  gave  rise  to  a new,  energetic 
vocation  to  meet  it  — grave-snatching  for  the  ad- 
vancement of  science. 

There  were  2 classes  of  grave-snatchers : ama- 
teurs, including  students  and  physicians,  who  stole 
cadavers  for  study,  and  professionals,  who  stole  for 
lucre.  The  professionals  were  low  and  disreputable 
tvpes,  even  gangsters,  who  fought  one  another  in 
graveyards  for  the  prized  merchandise  and  who 
took  in  as  much  as  £200  a year  at  their  trade  (in 
1828  money!).  They  augmented  their  income  by 
blackmailing  their  customers  as  well  — R.  D. 
Grainger  once  paid  them  as  much  as  £50. 

Joshua  Brookes  ( 1761-1833  ) stood  on  principle 
and  refused  to  pay  any  blackmail ; thereupon  de- 
composed bodies  appeared  on  the  highway  outside 
his  school.  Mdien  he  ordered  and  paid  for  a corpse, 
a human  body  was  brought  to  him  tied  in  a sack  — 
and  still  alive.  Some  medical  students  were  even 
more  disconcerted  by  a vengeful  grave-robber  who 
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produced  a cadaver  with  smallpox,  whereupon 
several  of  them  contracted  the  disease.  And  there 
were  other  business  refinements  such  as  posing  as 
a relative  of  someone  who  fell  dead  in  the  street 
and  at  once  claiming  the  body. 

The  commercial  ghouls  exercised  great  ingenu- 
ity. They  practiced  bribery,  employed  a large  stall" 
of  confederates  and  finally  produced  tbeir  own 
supply  of  cadavers.  Gravediggers,  sextons  and 
undertakers  were  “on  the  ground  floor.’’  Graves 
were  protected  by  spring  guns,  but  somehow  the 
wires  became  disconnected.  Patent  fastenings  were 
used  on  coffins,  but  they  were  not  fastened  properly. 
The  utmost  enterprise,  however,  was  developed  at 
Edinburgh  by  Burke  and  Hare,  in  1828,  who  found 
that  by  smothering  a person  to  death  they  could 
bring  in  £7,  10s  (about  $40).  Through  this  method 
they  obtained  some  16  items  of  merchandise,  the 
last  of  which  was  recognized  in  the  dissecting  room 
of  Robert  Knox.  Burke  was  hanged,  and  Knox  was 
in  great  trouble.  So  sensational  were  these  events 
that  Parliament  very  nearly  passed  an  anatomical 
law. 

Events  in  the  United  States  were  similar  until 
the  19th  century,  when  most  states  passed  laws  to 
provide  in  a suitable  manner  subjects  for  tbe  study 
of  anatomy.  Today  all  but  10  states  have  such  laws. 

. . . Extracted  from  Pfizer  Spectrum,  1955. 
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SCANNING  THE  MEDICAL  LITERATURE 


A TECHNIQUE  FOR  CHROMOSOME 
STUDY  of  Human  Bone  Marrow  Fibroblast- 
like Cells.  Patricia  Fames,  Barbara  E.  Barker 
and  Herbert  Fanger.  Exp.  Cell  Res.  29 :87,  1963. 
Fibroblast-like  cells  derived  from  buman  bone 
marrow  cultures  are  a convenient  source  of  cells  for 
chromosome  analysis.  Within  4-7  days,  sufficient 
cells  are  obtained  for  chromosome  study.  The  tech- 
nique is  also  applicable  to  explants  of  human  skin. 

CYTOCHEMICAL  STUDIES  of  Human  Bone 
Marrow  Fibroblast-like  Cells.  I.  Alkaline  Phos- 
phatase. Patricia  Fames  and  Barbara  E.  Barker. 
Exp.  Cell  Res.  29:278,  1963. 

Histochemical  determinations  of  alkaline  phos- 
phatase activity  of  fresh  bone  marrow  particles  and 
cultured  bone  marrow  are  compared.  In  fresh  mar- 
row, alkaline  phosphatase  activity  is  localized  to 
the  vascular  stroma,  and  mature  myeloid  elements. 
In  bone  marrow  cultures,  only  fibroblast-like  cells 
and  mature  myeloid  elements  contain  demonstrable 
enzyme  activity.  The  fibroblast-like  cells  are  most 
likely  derived  from  the  capillary  endothelial  ele- 
ments of  marrow. 

THE  CHANGING  PICTURE  OF  CEREBRAL 
DYSFUNCTION  IN  EARLY  CHILDHOOD. 
Gerald  Solomons,  m.d.  ; Raymond  H.  Holden, 
ED.D.,  and  Eric  Denhoff,  m.d.  J.  Pediat.  63  :113, 
1963. 

Developmental  and  neurological  assessment  of 
the  young  child  is  often  complicated  by  the  fact  that 
a finding  considered  suspicious  on  one  occasion  may 
improve  markedly  or  disappear  at  a later  date.  Con- 
versely, infants  who  are  considered  within  normal 
limits  the  first  few  months  of  life  demonstrate 
impairments  later.  Often  the  physician  questions 
his  own  reliability  of  examination,  rather  than  rec- 
ognizing that  the  neurological  status  of  children  is 
subject  to  change.  Out  of  795  children  on  the  study 
during  the  past  three  years  in  the  Child  Develop- 
ment Study  at  Brown  University  and  collaborative 
hospitals  in  Rhode  Island,  there  were  14  infants, 
1.8  per  cent,  regarded  as  abnormal  or  suspicious 
on  a neurological  basis.  Children  with  obvious  men- 
tal deficiency  were  ruled  out.  Obvious  mental  defi- 
ciency or  other  congenital  anomalies  were  excluded. 


Five  cases  demonstrated  evidence  of  spastic  hemi- 
plegia prior  to  one  year  of  age.  In  4 of  the  5 cases 
the  hemiplegia  completely  resolved  during  the 
second  and  third  years  of  life.  Seven  cases  demon- 
strated delayed  development  without  obvious  signs 
of  cerebral  palsy  by  one  year  of  age,  four  of  the 
7 were  considered  normal  by  their  third  year  of  life. 

The  prospective  approach  to  child  development, 
which  implies  that  children  are  studied  from  birth, 
places  completely  different  emphasis  on  neurologic 
status  and  points  out  the  danger  of  making  early 
diagnoses  of  neurologic  or  intellectual  status  prior 
to  three  years  of  age. 

IMPACT  OF  THE  HANDICAPPED  CHILD 
IN  THE  FAMILY.  Eric  Denhoff.  Proc.  Dela- 
ware Conf.  on  the  Handicapped  Child,  Alfred  I. 
DuPont  Institute,  Wilmington,  Delaware,  June 
11,  1963.  P.33. 

The  impact  of  a handicapped  child  upon  the 
family  is  unpredictable  and  may  run  the  gamut 
from  denial  of  parentage,  to  guilt,  to  acceptance. 
The  feelings  of  families  and  children  who  are  clients 
at  the  Meeting  Street  School  Children’s  Rehabilita- 
tion Center,  Providence,  Rhode  Island,  were  re- 
viewed for  the  past  15  years.  Both  negative  and 
positive  aspects  of  the  study  are  presented. 

It  was  pointed  out  that  children  succeed  where 
parents  are  free  from  marital  conflict,  mature  in 
their  attitudes  and  expectations  of  one  another, 
and  adequate  socially  and  economically.  When  par- 
ents are  immature,  handicapped  children  fail  in 
spite  of  their  own  adequacies.  Sil)lings  of  handi- 
capped children  are  often  more  realistic  about  the 
problem  and  more  tolerant  of  the  problem  of  having 
a handicapped  sibling.  Sibling  attitudes  are  often 
directly  correlated  with  family  attitudes. 

Too  often  doctors  and  other  professional  workers 
present  their  own  feelings  in  disposition  of  such 
cases,  rather  than  trying  to  meet  the  needs  of  the 
family.  It  was  concluded  that  the  impact  of  the 
handicapped  child  on  the  total  family  was  shocking 
and  painful ; but  the  more  adequate  and  stable  the 
family,  the  more  hope  there  was  that  the  handi- 
capped child  would  develop  to  his  optimal  capacity. 

CEREBRAL  PALSY.  Method  of  Eric  Denhoff. 
In  “Current  Therapy.’’  Edited  by  Howard  F. 

continued  on  next  page 
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Conn.  W.  B.  Saunders  Company,  Philadelphia, 
1%3.  P.488. 

The  method  of  therapy  of  cerebral  palsy  as 
carried  out  in  Providence  at  the  Meeting  Street 
School  Children’s  Rehabilitation  Center  was  out- 
lined. Treatment  was  based  on  the  fact  that  cerebral 
palsy  is  a syndrome  with  multiple  handicaps,  with 
handicaps  of  nenromotor,  convulsive,  behavior, 
associated  sensory  and  perceptual  auditory  motor 
deficits  and  dysfunctions,  as  well  as  intellectual  dys- 
function. Treatment  requires  a developmental 
approach  from  infancy  to  adulthood  with  needs  met 
in  orderly  sequence,  hut  with  recognition  that  vari- 
ous aspects  must  he  provided  simultaneously. 
Handicaps  are  rarely  found  singly,  but  rather  they 
occur  in  un])redictahle  combinations. 

A team  approach  is  the  most  effective  method  of 
management.  An  essential  treatment  facility,  the 
developmental  center,  is  a proper  milieu  for  team 
methods.  A discussion  of  the  neuromotor  disability 
with  methods  of  helping  spasticity,  athetosis,  and 
ataxia  are  outlined.  Both  surgical  and  drug  therapy 
are  discussed.  The  treatment  of  behavior  symp- 
toms, emotional  disturbances,  and  speech  and  hear- 
ing deficits,  visual  deficits,  psychotherapy,  and 
guidance  are  also  outlined.  The  intellectual  element 
is  mentioned  last  in  that  it  is  recognized  that 
approximately  50  per  cent  of  cerebral  palsy  chil- 
dren are  retarded.  However,  many  aspects  of  re- 
tardation can  be  alleviated,  since  they  merely  reflect 
poor  function  of  the  various  components  of  the 
cerebral  palsy  syndrome  that  was  previously  de- 
scribed. While  treatment  will  not  change  I.O.’s,  it 
will  often  assure  optimum  intellectual  functioning. 


ADAPTATION  OF  AMBU  RESPIRATOR 
FOR  HIGH  OXYGEN  CONCENTRATION. 
Meyer  Saklad  and  Ramesh  Gulati.  Anesthesiol- 
ogy 24:877,  1963. 

The  Ambu  Respirator  is  a very  valuable  tool  in 
artificial  respiration.  As  ordinarily  employed, 
patients  are  ventilated  by  room  air  which  is  aspi- 
rated into  the  bag  by  self-inflation  following  com- 
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pression.  Air  is  all  that  is  ordinarily  needed,  but 
on  occasion  it  may  liecome  desirable  to  add  oxygen 
to  the  respired  mixture.  On  the  apparatus  there  is 
an  oxygen  inlet.  Oxygen,  however,  does  not  enter 
the  hag  directly,  nor  continuously.  As  a result,  the 
oxygen  concentration  which  the  patient  may  thus 
receive  is  related  to  ( 1 ) the  flow  of  oxygen.  (2)  the 
size  of  the  bag  compression  (tidal  exchange),  and 
(^3)  the  total  volume  admitted  into  the  hag  (minute 
volume).  Because  of  this  the  oxygen  concentrations 
which  might  he  administered  in  this  fashion  may 
not  he  high  enough.  An  experiment  was  set  up  to 
determine  the  efficacy  of  oxygen  administration  by 
this  apparatus.  A drawing  of  the  experimental 
set-up  is  in  the  original  article.  Using  a standard 
comj^ression,  the  oxygen  concentrations  were  deter- 
mined over  a wide  range  of  delivery  and  these  are 
shown  in  a figure  in  the  original  article.  Inasmuch 
as  these  concentrations  were  not  as  high  as  may  he 
desired,  a means  of  improving  them  was  accom- 
plished by  the  addition  of  a reservoir  to  the  hag 
consisting  of  an  open-end  breathing  tube  with  an 
oxygen  inlet  in  its  side.  With  the  apparatus  so 
utilized  and  employing  the  same  rates  of  flow  as  in 
the  earlier  experiment,  the  oxygen  percentages 
achieved  were  higher.  A drawing  of  the  revised 
apparatus  and  the  results  achieved  are  shown  in  the 
original  paper  also. 

The  addition  of  the  “tulie  reservoir”  makes  it 
possible  to  ( 1 ) improve  the  oxygen  concentration 
in  the  inspired  air  and  (2)  increase  the  likelihood 
of  a more  constant  oxygen  concentration  delivered 
to  the  patient. 

To  be  assured  of  a definite  oxygen  concentration, 
it  may  he  advisable  to  use  an  “injector”  delivery 
system  and  employ  total  flows  which  are  equal  to  or 
exceed  the  minute  volume  exchange. 

MEASU REMENT  OF  SPONTANEOUS 
VENTILATION  WITH  THE  ENGS- 
STROM  RESPIRATOR.  Meyer  Saklad 
and  Mitsuru  Yamada.  Anesthesiologv  24:880, 
1963. 

Before  removing  patients  from  ventilators,  it  is 
necessary  to  determine  the  patient’s  capacity  to 
ventilate  himself.  Inasmuch  as  the  Engstrom  appa- 
ratus has  a built-in  meter,  advantage  is  taken  of 
this  feature  to  determine  the  patient’s  tidal  and 
minute  volumes.  How  to  rearrange  the  valves  to 
do  this  is  shown  in  the  article. 

CONTRACTION  RING  OF  THE  LOWER 
ESOPHAGUS.  Rudolph  \\'.  Pearson. 
E.E.N.T.  Digest  25  :35,  1963. 

This  article  was  written  with  the  express  purpose 
of  alerting  the  general  surgeon  to  the  occasional 
presence  of  a contraction  ring  of  the  lower  esopha- 
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gus  in  the  presence  of  hiatus  hernia  and  other  npper 
ahdominal  pathology.  In  addition,  it  is  pertinent 
that  the  endoscopist  be  alert  to  this  diagnosis,  al- 
though it  is  almost  impossible  under  general  anes- 
thesia to  demonstrate  it. 

It  is  most  important  that  a careful  history  he 
taken  in  order  to  reveal  the  presence  of  a contrac- 
tion ring,  sometimes  referred  to  as  a “Steakhonse 
Syndrome.”  Too  often  a hiatus  hernia  is  repaired, 
and  the  patient  returns  complaining  of  unrelieved 
esophageal  obstruction.  He  occasionally  needs  sud- 
denly to  em])ty  his  esophagus  after  one  or  two 
mouthfuls  of  food.  Then  with  complete  relief  he  is 
able  to  resume  eating.  Fluoroscopy  may  he  helpful, 
if  done  at  the  time  of  the  spasm,  in  making  the 
diagnosis.  Having  recognized  it,  it  usually  responds 
to  regular  dilatation  of  the  lower  esophagus  with 
bougies.  Esophagoscopy,  under  general  anesthesia, 
should  precede  office  dilatations.  A differential 
diagnosis  of  similar  complaints  is  given. 

RESPONSE  OE  PSORL4TIC  LESIONS 
TO  TOPICAL  PLUOCINOLONE  ACE- 
TONIDE.  Mauray  J.  Tye,  Bencel  L.  Schiff'  and 
Harvey  B.  Ansell.  Arch.  Dermat.  87  :27,  1963. 

This  study  consisted  of  an  additional  6-10  month 
follow-up  of  214  patients  (previously  reported  on  ) 
with  psoriasis  treated  with  fluocinolone  acetonide 
cream  and  occlusive  dressings. 

All  but  one  of  102  patients  with  intertriginous 
involvement  with  psoriasis  responded  well  to  the 
topical  use  of  fluocinolone  acetonide  without  an 
occlusive  dressing.  They  remained  either  free  or 
nearly  free  of  lesions  by  intermittent  treatment. 

Approximately  one-third  of  the  116  patients  with 
localized  psoriasis  treated  with  a moist  occlusive 
dressing  plus  fluocinolone  acetonide  cream  had 
no  recurrence  after  cessation  of  treatments.  All 
patients  hut  two  responded  to  re-treatment  and 
remained  at  least  80%  clear  on  intermittent 
applications. 

In  55  patients  with  widespread  psoriasis  who 
were  treated  with  the  corticosteroid  cream  and 
occlusive  dressings  also  showed  a good  initial  re- 
sponse. The  prolonged  effectiveness,  however,  was 
not  as  good  as  in  the  other  two  groups  of  patients. 

THE  EEEECT  OE  THYROID  HORMONES 
ON  OXYGEN  CONSUMPTION  OP  ISO- 
LATED HORSE  LEUCOCYTES.  Milton 
W.  Hamolsky,  Raymond  Michel,  Hilda  Carni- 
cero  and  Jean  Roche.  Biochem.  Biophvs.  Acta 
69:420,  1963. 

Human  leucocytes  have  been  shown  to  partici- 
pate in  the  metabolic  response  to  thyroid  hormones. 
As  one  part  of  a continuing  study  of  this  phenom- 


ena, a method  was  develo])ed  for  the  isolation  of 
large  (juantities  of  viable  leucocytes  from  horse 
blood.  'I'he  jiresence  of  fluoride  iron  in  the  incuba- 
tion medium  ( Dickens-Salmony  buffer  ) increased 
oxygen  consum])tion  of  the  leucocytes  above  that  in 
standard  Krehs-Ringer  solutions,  h'luoride  further 
potentiated  the  effects  of  thyroid  hormone  for  the 
addition  of  triiodothyroacetic  acid  — a thyroid  hor- 
mone analogue  — caused  a ])rompt  and  significant 
increase  in  leucocyte  oxygen  consumption.  Addi- 
tion of  thyroxin  or  triiodothyronine  caused  lesser 
ana  more  delayed  increases  in  oxygen  consumption. 

In  correlative  radioisotopic  studies,  there  was  a 
more  rapid  and  greater  uptake  of  radioactive  tri- 
iodothyroacetic acid  by  the  isolated  leucocytes  than 
of  thyroxin  or  triiodothyronine.  There  was  a greater 
deiodination  of  thyroxin  and  triiodothyronine  than 
of  triiodothyroacetic  acid.  Fluoride  markedly  in- 
creased deiodination  of  thyroid  hormones.  Electro- 
phoretic and  chromatographic  studies  revealed  the 
release  of  iodide  in  the  metabolism  of  thyroid 
hormones  in  this  in  vitro  system.  Small  amounts 
of  an  additional  comjxiund  consistent  with  a thyroid 
hormone  conjugate  (glucuronide  or  sulfate  ) were 
demonstrated.  The  relationship  of  these  and  other 
in  vitro  effects  of  thyroid  hormone  to  their  metabolic 
effects  in  humans  is  discussed. 

STUDIES  OE  SWEATING  AND  SENSORY 
EUNCTION  IN  CASES  OE  PERIPHERAL 
NERJW  INJURIES  OF  THE  HAND. 

A.  .Silver,  ph.d.  ; Armand  D.  Versaci,  m.d.,  and 

Whlliam  Montagna,  ph.d.  J.  Invest.  Dermat.  40; 
243,  1963. 

Two  skin  functions  affected  by  nerve  injury  were 
quantitated  and  used  as  an  index  of  the  state  of 
innervation  of  patients  with  various  peripheral 
nerve  injuries  of  the  hand,  before  and  after  surgical 
procedures. 

The  spontaneous  sweating  activity  of  denervated 
finger-tips  was  measured  by  counting  sweat  spots 
on  a standard  area  in  a standard  time  and  compar- 
ing this  number  with  a similar  count  on  the  sym- 
metrical site  of  the  normal  paired  finger.  Skin  with 
a low  index  of  spontaneous  sweating  also  responded 
minimally  to  mental  stimuli  and  sudorific  drugs. 

Sensory  function  was  measured  l)y  finding  the 
threshold  voltage  at  which  the  patient  could  dupli- 
cate the  frequency  of  a pulsating  variable  current 
applied  to  the  finger-tip.  The  sensory  index  was 
obtained  by  comparing  this  value  to  that  of  the 
normal  contralateral  site. 

Normal  nerve  regeneration  was  followed  quan- 
titatively over  a six  month  period  following  median 
nerve  injury  by  using  these  indices. 

Biopsy  specimens  of  paired  normal  and  patho- 
logical areas  tested  previously  for  spontaneous 
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sweating,  response  to  acetylcholine,  and  sensory 
function,  showed  the  loss  of  acetylcholinesterase 
normally  present  in  nerves  around  the  sweat 
tubules  and  in  the  Meissner  corpuscles. 

THE  CAST  SYNDROME.  A Case  Report. 

William  R.  Thompson.  Arch.  Surg.  87  :662, 1963. 

A case  fulfilling  the  criteria  of  the  “Cast  Syn- 
drome’’ was  described  and  a brief  review  of  the 
eleven  previously  reported  cases  was  submitted. 
This  syndrome,  most  commonly  seen  in  adolescents 
after  tlie  application  of  a body  cast,  is  characterized 
by  severe  gastric  atony,  epigastric  distress,  vomit- 
ing and  advanced  degrees  of  alkalosis.  This  disorder 
was  detected  in  an  18-year-old  boy  hospitalized  at 
the  Rhode  Island  Hospital  being  treated  in  a long 
leg  spica  for  a fractured  femur.  Of  tbe  various  etio- 
logical factors  proposed  as  being  of  fundamental 
importance,  reflex  inhibition  of  the  gastric  motor 
mechanism  and  mechanical  obstruction  of  the  third 
portion  of  the  duodenum  by  compression  of  the 
superior  mesenteric  vessels  against  the  aorta  and 
vertebral  column  were  thought  to  be  the  most 
logical.  Four  of  the  first  five  reported  cases  died 
from  the  effects  of  severe  metabolic  alkalosis  and 
none  of  these  were  treated  surgically.  Of  the  last 
six  cases  reported,  excluding  the  subject  of  this 
pai)er,  all  were  treated  by  duodenojejunostomy  or 


DRUMS, 


drums,  drums!  Would  they 
never  stop.’  Rawlinson,  the 
famous  jungle  explorer, 
turned  to  his  second-in- 
command.  “We’ve  been  in 
tight  spots  before,  Lad,  but 
this  looks  like  the  end.  The 
blighters  seem  determined 
to  keep  us  from  ever  reach- 
ing the  Lost  City.”  “Chin 
up.  Sir!  We’ll  make  our  last 
moments  pleasant  ones,  at 
least!”  responded  the  other, 
pouring  a sparkling  glass 
of  Warwick  Club  Pale  Dry 
Ginger  Ale  from  the  full 
32-ounce  quart  bottle.  “Ah, 
quite!”  exclaimed  Rawlin- 
son. “It  sings  in  the  glass . . .” 
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transection  of  the  ligament  of  Trietz  with  relief  of 
symptoms  and  long  term  survival.  This  gives  sup- 
port to  the  theory  that  the  syndrome  results  from 
aortomesenteric  occlusion.  The  subject  of  the  pres- 
ent report  was  not  treated  surgically,  but  did  regain 
satisfactory  gastric  and  duodenal  motor  activity 
after  a five-week  period  treated  with  intravenous 
fluids  and  nasogastric  suction. 


PHYSICAL  FITNESS— FITNESS  FOR  WHAT.’ 

Athletic  and  Physical  Fitness  programs  today 
are  in  danger  of  becoming  a patriotic  enigma 
wrapped  in  tradition,  misinformation,  foggy'  think- 
ing and  old  wives’  tales.  . . . 

M’hat  is  necessary  for  the  young  man  of  todav  in 
the  way  of  his  physical  needs  for  the  50  years  of 
active  adult  life  following  school  ? 

Few  youngsters  now  in  training  at  the  school  and 
college  levels  will  become  professional  athletes  or 
coaches.  Alost  of  them,  indeed,  will  be  going  into 
business  or  profession  with  little  time  left  for  ath- 
letic efforts  save  for  the  usual  brief  weekend  activ- 
ity. W’hat  then  are  a young  man’s  needs  ? 

In  response,  one  might  say  that  along  with  other 
items  the  man  of  the  future  will  need  muscle 
enough  to  shake  hands  convincingly  and  move 
about ; ears  with  sufficient  sensitivity'  to  permit 
three  conversations  at  once,  one  with  the  secretary, 
one  with  the  client,  and  one  on  the  telephone ; 
a digestive  tract  competent  to  permit  its  owner  to 
eat  anything  anywhere  and  not  get  indigestion,  and 
the  ability  to  sleep  practically  any  time  anywhere  in 
order  to  keep  up  with  a travel  schedule  imposed 
on  a busy  man  by  the  transportation  facilities 
of  today'.  . . . 

It  is  time  to  rid  the  American  y'outh,  along  with 
his  parents  and  teachers,  of  the  common  concept 
that  physical  fitness  and  health  are  interchangeable. 
A boy  can  work  hard  to  achieve  physical  fitness,  as, 
for  instance,  competence  in  swimming,  yet  he  is  no 
healthier  than  the  tragic  boy  who  has  lost  both  legs 
in  an  automobile  accident. 

There  is  an  all-too-common  concept,  also,  that  the 
phy'sically  fit  boy,  a really  healthy'  specimen,  some- 
how becomes  a bealtby  man.  Tbis  is  a fallacy.  The 
healthiest  of  boys  does  not  carry  with  this  state  a 
guarantee  that  as  a man  he  will  not  develop  cancer, 
infection,  heart  disease,  high  blood  pressure,  or  any 
other  of  a dozen  illnesses. 

Indeed,  one  can  no  more  be  fit  at  15  and  thereby 
be  fit  at  50  than  one  can  make  a snow  man  on 
W ashington’s  birthday  and  find  it  fit  on  the  Fourth 
of  July.  . . . 

Many  believe  that  exercise  is,  in  some  mysterious 
fasbion,  essential  to  health  and  well-being.  This  is 
not  true.  Many  people  who  never  exercise  live  to 
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the  ripest  of  old  ages.  A man,  for  instance,  can  walk 
out  of  solitary  confinement  in  jail  and  be  all  too 
active,  as  police  are  well  aware. 

Another  weird  concept  is  that  big  muscles  are  in 
some  way  good.  Youngsters  work  for  long  hours 
with  their  machines  to  produce  bulging  muscles,  yet 
in  doing  so  what  evidence  is  there  that  they  have 
added  in  any  way  to  their  health?  Indeed,  there  is 
an  actual  hazard  here  because  a 25-year-old  man, 
for  instance,  who  is  hard  as  a rock  and  bulging  with 
muscle  and  weighs  180  pounds  may  10  years  later 
weigh  200  pounds  and  believe  that  he  has  gained 
only  20  pounds.  The  bulging  muscle  has  changed  to 
bulging  fat.  a detriment  to  health  in  many  ways. 

An  additional  puzzling  concept  is  that  good 
sportsmanship  can  only  be  derived  by  participation 
in  sports.  Nothing  could  he  further  from  the  truth  ; 
it  is  not  recorded  that  Lincoln  or  Luther  or 
Schweitzer  ever  played  on  anybody’s  varsity  team. 

There  is  a strong  inference  generally  that  fresh 
air  is  somehow  good  for  us.  Mothers  point  with 
pride  to  their  children  who  come  in  from  the  out- 
of-doors  with  their  rosy  cheeks,  which  they  assume 
denotes  the  ultimate  in  good  health.  Yet,  if  people 
are  supposed  to  go  outside  to  he  healthy,  why  are 
athletes  encouraged  to  take  up  wrestling,  basketball, 
and  other  sports  which  are  played  totally  indoors  ? 
There  is  no  important  evidence  to  show  the  air 
inside  a basketball  court  is  importantly  different 
from  that  outside,  although  it  may  hear  a little 
different  burden  from  the  standpoint  of  its  odor. 

Finally,  there  is  a puzzling  point  that  women  who 
rarely  play  in  organized  sports  or  achieve  what  we 
think  of  as  good  shape,  from  the  athletic  point  of 
view,  cjuite  consistently  outlive  men  by  several 
years.  . . . 

The  most  important  thing  is  to  deliver  an  undam- 
aged boy  into  manhood.  This  means  as  he  enters 
adult  life,  with  all  its  tribulations,  that  he  has  two 
eyes,  two  ears,  two  hands,  usable  knees  and  ankles, 
and  a brain  unhampered  by  concussions.  . . . 

Rowing  number  three  on  an  eight-man  crew, 
cross-country  running,  or  putting-the-shot  does  not 
add  much  to  man’s  alulity  to  think  and  act  under 
pressure. . . . 

There  is  need  to  diminish  the  glamour  of  the  glad- 
iator sports  such  as  boxing  and  wrestling.  Broad- 
jumping, weight-lifting  or  wrestling  can  hardly  be 
underscored  in  this  category.  Who  comes  home,  for 
instance,  after  a tough  day  at  the  office  and  spends 
half  an  hour  throwing  a javelin?  . . . 

Various  programs  are  used  in  schools  where  a 
boy  must  be  able  to  run  so  far,  jump  so  high,  do  so 
many  push-ups,  and  pull  himself  up  a rope.  Often- 
times, a boy  is  stuck  doing  nothing  else  for  an  inter- 
minable period  because  he  just  can’t  manage  one  or 
the  other  of  these. . . . 


The  non-athletic  boy,  once  identified,  merits 
some  new  thinking.  Why  not  let  him  go  for  a useful 
hobby,  sucb  as  study  of  music  or  bird  watcbing  or 
let  him  make  a canoe  or  hi-fi  set?  As  a matter  of 
fact,  why  not  let  him  study?  He  might  enjoy  it. 

Indeed,  let  us  be  done  with  the  Puritan  ethic 
which  suggests  that  if  a thing  is  disagreeable  enough 
it  is  really  good  for  you.  . . . Many  of  the  world’s 
greatest  i)ersons  have  developed  wisdom,  goodness, 
and  charity  without  ever  acquiring  the  aid  of  an 
organized  team  to  do  it,  not  to  mention  required 
physical  training. 

As  a final  and  perhaps  most  important  point,  the 
citizen  of  tomorrow  must  learn  the  important  facts 
on  how  he  can  safely  live  in  a community  where 
smoking,  drinking,  and  eating  too  much  is  the 
accepted  practice.  He  must  learn  that  mass  accept- 
ance of  this  way  of  life  in  no  way  diminishes  the 
danger  of  it  for  him. 

Likewise,  he  could  often  gain  much  in  studying 
how  to  become  a really  good  automobile  driver.  His 
future  health  depends  far  more  on  this  than  his 
ability  to  play  first  base. 

Now  is  the  time  to  re-evaluate  our  concept  of 
physical  fitness  for  our  young  people.  Do  we  truly 
fit  them  for  the  highly  competitive,  increasingly 
intellectual,  and  increasingly  automatic  world  in 
which  they  are  going  to  live? 

. . . Extracted  from  paper  by  Frank  P.  Foster,  M.D., 
in  The  Nezv  Physician  for  March,  1964 

THE  WASHINGTON  SCENE 

concluded  from  page  368 

Benefits  Program.  “It  is  the  AMA’s  opinion  that 
to  the  maximum  extent  possible,  this  care  should  be 
provided  by  civilian  physicians  in  civilian  facilities,” 
Dr.  Benson  testified.  “The  Association,  however, 
recognizes  that  the  retiree  and  his  dependents  may 
he  authorized  the  use  of  military  facilities  but 
recommends  that  such  use  be  limited  to  present 
military  facilities  on  a space-available  basis.” 

* * * 

The  American  Medical  Association  asked  Con- 
gress to  reject  proposals  that  would  reimburse 
qualified  Federal  workers  for  chiropractic  treat- 
ment under  the  Federal  Employees  Compensation 
Act. 

In  a letter  to  a Senate  Labor  Subcommittee, 
Dr.  F.  J.  L.  Blasingame,  AMA  executive  vice  pres- 
ident, declared  that  chiropractic  treatment  is  not 
based  on  sound  scientific  principles. 

PATRONIZE  JOURNAL 
ADVERTISERS 
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BOOK  REVIEWS 


EARLY  DETECTION  AND  DIAGNOSIS  OE 
CANCER  by  Walter  E.  O’Donnell,  m.d.  ; Emer- 
son Day,  M.D.,  F.A.C.P.,  and  Louis  Venet,  m.d., 
F.A.c.s.  The  C.  V.  Mosby  Company,  St.  Louis, 
1962.  $12.00 

This  book  attempts  to  explain  the  great  useful- 
ness of  the  “cancer  detection  examination.”  The 
extensive  experience  of  the  authors,  in  the  Strang 
Detection  Clinic,  has  been  brought  to  bear  on  this 
work.  The  limitations,  as  well  as  the  advantages,  of 
the  “detection”  examination  in  the  private  office 
are  clearly  defined.  Many  well  established  office 
procedures  including  proctoscopy,  cytologic  smears, 
four-point  cervical  biopsy  and  indirect  mirror 
laryngoscopic  examination  are  described  and  clearly 
illustrated. 

The  matter  of  whether  or  not  a procedure  should 
or  should  not  be  carried  out  by  the  initial  examiner 
is  well  handled.  The  arguments  “for  or  against”  are 
clearly  and  impartially  stated  with  respect  to  pro- 
cedural questions  as  well  as  for  questions  of  pre- 
cancerous  lesions,  surgical  removal  of  nodular  goi- 
ters, and  other  sometimes  perplexing  problems. 

This  is  a useful  book,  concisely  written.  It  would 
be  a constructive  addition  to*  any  office  library  as  a 
rapid  reference  when  the  availability  of  procedural 
information  might  hasten  the  diagnosis  of  early 
cancer. 

Louis  A.  Leone,  m.d. 

MENTAL  MECHANISMS  by  Henry  P.  Laugh- 
lin,  M.D.  Butterworths,  Washington,  1963.  $7.50 
The  author  of  this  book  is  a practicing  psychia- 
trist and  a clinical  professor  of  psychiatry  at  George 
Washington  University  School  of  Medicine,  Wash- 
ington, D.  C.  He  discusses  the  following  six  uncon- 
scious mental  mechanisms : repression,  sublimation, 
identification,  inversion,  compensation,  and  restitu- 
tion. To  him  mental  mechanisms  are  the  same  as 
dynamisms  and  ego  defenses.  He  considers  repres- 
sion as  effortless  and  unconscious,  and  suppression 
as  conscious  and  requiring  effort.  He  advises  tem- 
pered emotions  which  are  not  displayed  extremely 
in  any  direction. 

To  give  an  example  of  his  style : “Anxiety  is  an 
apprehensive  tension  which  stems  from  an  anticipa- 
tion of  danger  when  the  actual  nature  and  source  of 
the  threat  are  consciously  unknown.  . . . Pear  in 


turn  is  the  emotional  response  to  a recognized  and 
usually  external  threat  or  danger.  . . . Emotional 
conflict  produces  or  threatens  to  produce  anxiety. 
Repression  is  a major  defensive  and  protective  reac- 
tion in  response.”  It  follows  anxiety  or  the  threat  of 
anxiety. 

This  book  is  rather  difficult  and  uninteresting 
reading.  Its  stated  purpose  is  to  instruct  and  to  help 
prepare  the  candidate  for  the  American  Board  in 
Psychiatry.  It  should  prove  useful. 

William  Newton  Hughes,  m.d. 

THE  SPECIALTIES  IN  GENERAL  PRAC- 
TIGE.  Edited  by  Russell  L.  Cecil,  m.d.,  and 
Howard  P.  Conn,  m.d.  Third  edition.  W^.  B. 
Saunders  Company,  Philadelphia,  1964.  $17.50 
It  is  a pleasure  to  review  for  the  third  time  this 
highly  useful  and  informative  volume.  The  original 
purpose  — to  provide  a ready  handbook  for  prac- 
titioners in  the  various  surgical  and  medical  special- 
ties — has  been  maintained.  There  are  15  chapters, 
with  a more  comprehensive  coverage  than  the  pre- 
vious editions.  Minor  surgery  has  been  expanded  to 
general  surgery.  Practures  and  orthopedic  prob- 
lems are  combined  into  a chapter  titled  Orthopedic 
Trauma.  Obstetrica  and  Gynecology  have  been 
combined  in  a single  chapter  covering  these  special- 
ties. Rhode  Island  physicians  can  now  take  pride  in 
the  excellent  chapter  by  Dr.  Eley,  Professor  of 
Pediatrics  at  Brown  University,  and  Chief  of  Pedi- 
atrics at  Roger  Williams  General  Hospital.  One 
cannot  refrain  from  praising  the  chapter  on  diseases 
of  the  Anus,  Rectum  and  Colon,  written  with  great 
distinction  by  Drs.  Child  and  Wolfman. 

Subjects  new  in  the  third  edition  are  The  Clinical 
Laboratory,  Neurology,  and  Industrial  Medicine. 
In  this  period  of  rapid  technological  advances,  it  is 
impossible  to  practice  adequate  medicine  without 
constant  use  of  the  laboratory.  The  chapter  on 
Clinical  Laboratories  in  the  volume  provides  an 
excellent  presentation  of  the  current  useful  pro- 
cedures, with  a chart,  and  is  a most  valuable  addi- 
tion to  this  volume.  There  is  an  index  for  quick 
reference  to  all  subjects  discussed. 

This  book  should  continue  to  serve  its  purpose 
well.  It  is  a ready  reference  to  help  with  many  of  the 
problems  facing  the  busy  practitioner. 

R.  W.  Drew,  m.d. 
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and  your  retirement  is  at 
least  10  years  away. . . 


talk  with  Hospital  Trust 


Tax  benefits  now  granted  retirement  programs  for  the 
self-employed  offer,  in  certain  circumstances,  attractive 
assistance  to  professional  men.  Find  out  for  yourself. 
Call  on  our  PENSION  TRUST  DIVISION:  JA  1-6700. 


© 

RHODE  ISLAND 

HOSPITAL  Trust 

COMPANY 


act  now... 

Your  plan  must  be  signed  prior  to  December  31st  in 
order  to  gain  tax  benefits  this  year. 
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The  One  Tranquilizer  that  Belongs  in  Every  Practice 


Miltowir 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Side  effects:  Slight  drowsiness  may  occur  and,  rarely, 
allergic  or  idiosyncratic  reactions,  generally  developing 
after  1 to  4 doses  of  the  drug. 

Contraindications:  Previous  allergic  or  idiosyncratic  re- 
actions to  meprobamate  contraindicate  subsequent  use. 
Precautions:  Should  administration  of  meprobamate 
cause  drowsiness  or  visual  disturbances,  the  dose  should 
be  reduced.  Operation  of  motor  vehicles  or  machinery 
or  other  activity  requiring  alertness  should  be  avoided  if 
these  symptoms  are  present.  Effects  of  excessive  alcohol 
may  possibly  be  increased  by  meprobamate.  Prescribe 
cautiously  and  in  small  quantities  to  patients  with  suici- 
dal tendencies.  Massive  overdosage  may  produce  lethargy, 
stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory 
collapse.  Consider  possibility  of  dependence,  particularly 
in  patients  with  history  of  drug  or  alcohol  addiction; 
withdraw  gradually  after  prolonged  use  at  high  dosage. 
Complete  product  information  available  in  the  product 
package,  and  to  physicians  on  request. 

Usual  adult  dosage:  1 or  2 400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

WALLACE  LABORATORIES/Cranbury,  N.  J. 
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The  patient’s  complaint  is  indigestion .. .especially  of  intolerance  to  fried 
foods... aggravated  by  stress.  You  diagnose  functional  G.l.  disturbance  and 
associated  stress... as  manifested  by  flatulence,  “nervous”  indigestion  and 
constipation.  Prescribe 


DECHOLIN-BB 

(Hydrocholeretic  • Antispasmodic  • Sedative,  AMES) 

Each  Tablet  Contains; 

BUTABARBITAL  SODIUM 15  mg  (Va  gr) 

(Warning:  May  be  habit  forming)  eaSS  nerVOUS  tension 

DEHYDROCHOLIC  ACID 250  mg  (3%  gr) 

to  produce  large  volume  of  watery  bile,  hydrate 
the  bowel  contents  and  gently  stimulate  the  in- 
testinal mucosa 

BELLADONNA  EXTRACT 10  mg  (iy4  gr) 

to  reduce  smooth-muscle  hypertonus 


Average  adult  dose:  1,  or  if  needed,  2 tablets  three 
times  daily.  Precautions:  Observe  patients  period- 
ically for  increased  intraocular  pressure  and  bar- 
biturate habituation  or  addiction.  Caution  drivers 
against  possible  drowsiness.  Side  effects:  Dehy- 
drocholic  acid  may  cause  transitory  diarrhea; 
belladonna  — blurred  vision,  dry  mouth.  Contra- 
indications: Biliary  tract  obstruction, 
acute  hepatitis,  glaucoma,  and  pros- 
tatic hyperplasia.  Available  through 
your  regular  supplier:  Dechoun-BB, 
bottles  of  100  tablets.  726^ 


Ames  Company,  Inc.,  Elkhart,  Indiana.  ai\/ies 


SEPTEMBER,  1964 


419 


you  can  control  OTITIS  EXTERNA  quickly 


with 

OTAMYLON 

ear  drops 

Contain  5 per  cent  Sulfamylon©  (brand  of  mafenide) 
hydrochloride  and  5 per  cent  benzocaine  (ethyl  amino- 
benzoate)  in  propylene  glycol  (with  0.4  per  cent 
chlorobutanol  as  preservative). 

bactericidal 

fungicidal 

analgesic 


Most  cases  of  primary  otitis  externa,  as  well  as  those  secondary  to  otitis  media  with  ear 
drum  perforation,  respond  quickly  to  OTAMYLON  Ear  Drops. 

After  gentle  cleansing  and  drying  of  the  ear  canal,  OTAMYLON  is  applied  3 or  4 times 
daily  directly  into  the  canal  (2  or  3 drops)  or  by  inserting  a moistened  gauze  wick. 

If  the  added  anti-inflammatory  action  of  hydrocortisone  is  desired,  prescribe 
OTAMYLON  WITH  HYDROCORTISONE  (0.02  per  cent). 

OTAMYLON  and  OTAMYLON  WITH  HYDROCORTISONE  are  well  tolerated  by 
the  great  majority  of  patients.  Occasional  local  sensitivity  reactions  including  redness 
and  inflammation,  vesiculation  and  exacerbation  of  symptoms  such  as  itching  have  been 
reported,  all  of  which  have  disappeared  rapidly  on  discontinuance  of  medication.  No 
systemic  reactions  have  occurred. 

OTAMYLON  is  supplied  in  bottles  of  15  ml.  with  dropper. 

OTAMYLON  WITH  HYDROCORTISONE  is  supplied  as  a combination  package 
containing  1 bottle  each  of  Otamylon  13.4  ml.  and  hydrocortisone  (0.16  per  cent  in 
propylene  glycol)  2 ml. 


Winthrop  Laboratories.  New  York,  N.  Y. 


thrown 

for 

a loss... 


Keeping  flies  out  of  pharmaceutical  production 
areas  is  important,  yet  entrances  must  accom- 
modate heavy  traffic  of  people  and  materials. 
In  fact,  at  Eli  Lilly  and  Company,  the  en- 
trances to  certain  production  facilities  where 
traffic  is  heaviest  have  no  screens  or  doors. 
□ This  makes  it  look  easy  for  flies  to  get  in.  But 


let  one  ti’y  it  and  he  is  literally  picked  up  by 
a fast-moving  blast  of  air  and  thrown  for  a 
loss — back  outside.  This  ''cui'tain  of  ah’,”  mov- 
ing down  and  out  from  the  top  of  the  open 
doorway,  bars  the  entrance  and  keeps  flies  out 
. . . still  another  step  demonstrating  the  care 
that  goes  into  the  finished  product. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Of  special 
significance 
to  the 
physician 
is  the  symbol 


When  he  sees  it  engraved  on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that  the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally  standardized, 
and  therefore  of  unvarying  activity  and  quality. 


When  the  physician  writes  “DR”  (Davies,  Rose) 
on  his  prescriptions  for  Tablets  Quinidine  Sulfate 
he  is  assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 


Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 


Clinical  samples  sent  to  physicians  upon  their  request 

Davies,  Rose  & Company,  Limited 
Boston  18,  Mass. 

V-7 


Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDKOiMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, '-^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M. : Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


LEDEKLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMII)  COMPANY,  Pearl  River,  N.Y. 
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SHELTER  LEGS 

WHEN*  THE  BOMBARDMENT  of  London  l)egan, 
sending  people  of  all  classes  and  all  ages  into 
crowded  shelters,  physicians  were  confronted  with 
many  new  prol)leins.  There  were  the  dangers  from 
si)read  of  epidemic  infections  and  contagions  skin 
diseases,  the  inevitable  results  of  poor  ventilation 
and  forced  proximity,  as  well  as  the  problems  which 
arose  from  various  nervous  disorders.  Soon  after 
this  strange  new  life  began,  another  condition  arose 
which,  for  those  affected,  was  a graver  danger  than 
all  the  others.  Many  peo])le  — more  often  elderly, 
obese  women  — consulted  their  physicians  because 
of  swollen  legs.  The  condition  nsnally  began  with  a 
sim])le  edema,  hnt  in  many  cases  the  skin  became 
stretched,  shiny  red  and  painfnl.  Following  the 
a]>pearance  of  this  condition  there  was  a rise  in 
sudden  deaths  among  elderly  people  and  the  cases 
of  fatal  pnlmonary  embolism  increased  six-fold. 

The  exact  canse  for  this  sndden  increase  in  death 
rate  was  not  known  at  once,  hnt  when  it  was  discov- 
ered that  the  majority  of  these  accidents  happened 
in  the  shelters  or  jnst  after  the  patient  had  left  one. 
having  spent  a night  or  a succession  of  nights  there, 
it  became  clear  that  the  canse  was  somehow  con- 
nected with  this  enforced  confinement.  Ky  compar- 
ing a number  of  histories  which  closely  resembled 
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one  another  in  this  respect,  physicians  concluded 
that  the  process  was  mainly  mechanical  and  that  the 
deck  chair  was  the  most  likely  cause  of  “shelter 
legs.”  It  was  shown  that  circulation  in  the  legs 
could  not  he  maintained  against  the  force  of  gravity 
for  long  periods  without  a change  of  jiosition  at 
intervals.  In  the  rush  and  confusion  of  getting  into 
the  shelters,  many  people  took  deck  chairs  or  simi- 
lar seats  with  them,  in  the  belief  that  thev  would  he 
ideal  for  rest  in  these  crowded  quarters.  People 
were  particularly  solicitous  about  elderly  persons 
and  made  them  so  comfortalile  in  these  improvised 
beds  that  they  stayed  there  hour  after  hour,  without 
change  of  position.  All  this  time  the  wooden  cross- 
bar was  cansing  pressure  on  the  hack  of  the  thigh 
or  on  the  po])liteal  vessels  and  the  legs  were  kept  in 
a more  or  less  dependent  position. 

In  view  of  the  fact  that  most  of  the  subjects  were 
elderly,  a little  obese,  and  often  showed  varicosities 
of  the  leg  veins,  they  were  more  liable  to  the  condi- 
tion than  healthy  young  adults  or  children,  hut  the 
precipitating  factor  was  undoubtedly  the  compres- 
sion of  veins  which  caused  obstruction,  stasio, 
edema  and  finally  thrombosis.  In  the  study  of  the 
condition  it  was  recalled  that  jieople  sometimes 
comjrlain  of  swollen  ankles  after  long  sea  voyages, 
and  those  who  have  flown  a great  distance  often 

concluded  on  page  426 
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why  does 
150  mg. 


do  more  than 
250  mg. 


of  other 
tetracyclines? 

Because  it  has  up  to  3V2  times  the  in  vitro  antibacterial  activity' ..  .combined  with 
lower  rate  of  decay  in  serum,  slower  renal  clearance ...  a favorable  depot  effect,  result- 
ing from  protein  binding.  ..all  providing  rapid,  higher  and  sustained  in  wVoactivity  with 
as  much  as  2 days’  extra  activity. 

DECLOMYCIN 

DEMETHYLCHLORTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections— respiratory,  urinary  tract  and  others— in  the  young 
and  aged— the  acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 
Side  Effects  typical  of  tetracyclines  which  may  occur;  glossitis,  stomatitis,  proctitis,  nausea,  diar- 
rhea, vaginitis,  dermatitis,  overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction 
(making  avoidance  of  direct  sunlight  advisable)  and,  very  rarely,  anaphylactoid  reaction.  Reduce 
dosage  in  impaired  renal  function.  The  possibility  of  tooth  discoloration  during  development  should 
be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  pregnancy,  in  the  neonatal 
period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Dally  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1. Sweeney,  W.  M.;  Dornbush,  A.  C., 
and  Hardy,  S.  M.:  Demethylchlortetracycline  and  Tetracycline  Compared.  Relative  In  vitro  Activity 
and  Comparative  Serum  Concentrations  During  7 Days  of  Continuous  Therapy.  Amer.  J.  Med.  Sci. 
243:296  (Mar.)  1962. 
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SHELTER  LEGS 
concludedjrom  page  424 

develop  an  edema  of  the  legs.  Many  airjdane  seats, 
of  course,  are  built  on  a plan  similar  to  a deck  chair. 

Despite  the  unusual  confusion  in  which  London 
finds  itself,  the  loss  of  a few  lives  from  "shelter  leg" 
has  not  been  wholly  in  vain.  Physicians  are  now 
trving  to  impress  upon  shelter  authorities  and  the 
public  the  importance  of  elevating  the  legs  for  at 
least  a few  hours  in  every  twenty-four.  It  may  well 
lie  that  l)unks  for  sleeping,  which  no  amount  of 
demand  could  obtain  on  the  grounds  of  comfort, 
may  now  he  forced  upon  the  authorities  by  the 
menace  of  death  from  “shelter  leg." 

. . . This  abstract  of  a paper  by  K.  Simpson  in  Lancet 
( Dec.  14,  1940)  and  an  editorial  in  the  same  issue 
appeared  in  Abbott  Laboratories  IF  hat’s  N^ezv 
early  in  1941. 


DID  YOU  KNOW> 

• One  out  of  every  six  hospital  patients  is  a 
youngster  15  years  old  or  under. 

• That  the  average  stay  in  a hospital  for  children 
is  6.1  days  for  boys  and  5.8  days  for  girls. 

• That  more  than  half  ( 52.5  per  cent)  of  children 
confined  to  hospitals  have  surgical  treatment  of 
some  tv  pe. 
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IN  THE  EDITOR’S  MAILBOX 

To  THE  Editor  ; 

The  Department  of  Health  and  the  Division 
of  Epidemiology  in  particular  gratefully  acknowl- 
edge the  editorial  “Syphilis  Today”  which  appeared 
in  the  July  issue  of  the  Rhode  Island  Medical  Jour- 
nal. The  editors  of  the  Journal  are  to  be  congratu- 
lated on  bringing  to  the  attention  of  Rhode  Island 
physicians  not  only  the  resurgence  of  syphilis  but 
also  the  importance  of  epidemiological  investiga- 
tions in  controlling  the  disease.  To  assist  the  private 
physician  in  locating  and  bringing  to  diagnosis  and 
treatment  the  contacts  of  his  venereal  disease 
patients,  the  Division  of  Epidemiology  maintains  a 
full-time  staff  of  experienced  investigators  fully 
trained  in  the  problems  of  the  diseases  and  cogni- 
zant of  the  need  for  discreet  handling  of  cases.  Case 
confidentiality  is  guaranteed  by  State  law.  Informa- 
tion and  assistance  can  he  obtained  through  the 
Division  of  Epidemiology,  JA  1-7100,  exten- 
sion 362. 

It  should  additionally  he  noted  that  the  rec- 
ommended dosage  of  benzathine  penicillin  G which 
appears  in  the  editorial  should  have  been  2.4  million 
units  rather  than  24  million  units. 

Joseph  E.  Cannon,  m.d. 

State  Director  of  Health 


Qliemmal  Saniiafiium 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg.  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 
1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 


INDUSTRIAL  AND  WHDLESALE  FUEL  DILS 


E.  P.  Anthony,  Inc. 


WILBUR  E.  lOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 
Pharmacy  License  #225 
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“If  food  makes  him  feel  good, 
will  turn  to  it  when  times  are 


it  is  not  at  all  surprising  that  he 
tough,  and  his  tension  mounts.”' 


£SK^TROX«*Trademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSVLE^ 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 
Side  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 
Cautions:  ‘Eskatrol’  Spansule  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hyperexcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1.  Dorfman,  W.,  and  Johnson,  D.:  Overweight  /iCarai/e,NewYork,TheMacmillanCompany,  1948, p.  16. 

Smith  Kline  & French  Laboratories 


428 


RHODE  ISLAND  MEDICAL  JOURNAL 


LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains; 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility 

• relieves  spasm 

• stops  diarrhea 


promptly 

promptly 

promptly 


JLomotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months, to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 
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DIAZEPAM  (VALIUM®)  IN  CEREBRAL  PALSY 

A Comparison  of  Uncontrolled  Office  Studies  versus 

A Controlled  Team  Stndy^' 

Eric  Denhoff,  m.d. 


The  Author.  Eric  Denhoff,  M.D.,  Chief  of  Pediatrics, 
Miriam  Hospital,  Providence,  K.  I.  Medical  Director, 
The  Meeting  Street  School,  Children’s  Rehabilitation 
Center,  Providence,  R.  I. 


The  puri'ose  of  this  study  is  twofold:  1 ) to 
assess  the  value  of  diazepam  ( Valium® ) in 
reducing  skeletal  muscle  hypertonia  and  body 
anxiety  associated  with  cerebral  palsy  by  compar- 
ing results  in  office  practice  against  a double  blind 
evaluation  l)y  a team  ; 2 ) to  compare  physician  rat- 
ings against  the  remainder  of  the  team  and  parent 
ratings  in  a controlled  study  to  determine  if  a physi- 
cian examination  conld  be  sul)stituted  for  the  double 
blind  technique. 

A previously  published  report  indicated  that  in 
cerebral  palsv  and  related  disorders  there  often  was 
a higher,  beneficial  placel)o  effect  than  drug  effect. 
The  same  skeletal  muscle  relaxant  drugs  were  on 
the  average  12.9  per  cent  less  effective  in  double 
blind  studies  than  in  uncontrolled  office  reports.’ 

An  average  49  jier  cent  improvement  has  been 
reported  by  various  investigators  with  diazepam 
(X'alium®)  when  used  in  cerebral  palsy,  particu- 
larly athetosis. - 

Study  Plan 

The  results  of  an  nncontrolled  office  study  evalu- 
ation of  100  children  with  cerebral  palsy  or  a related 
disorder  on  diazepam  (Valium®)  were  compared 
against  double  blind  observations  by  a skilled  re- 
habilitation team.  The  team  limited  its  study  to  25 
children  randomly  selected  from  within  the  group 
of  100  children  who  were  previously  rated  for  drug 
action. 

The  office  study  ratings  by  a physician  were  based 
upon  office  e.xaminations  3 months  apart  and  interim 
parent  telephone  reports. 

*Presented  at  the  Fourth  Annual  Research  Day,  Miriam 
Hospital,  Providence,  Rhode  Island,  on  June  8,  1964. 


The  team  evaluation  of  the  25  children  consisted 
of  evaluating  by  a double  blind  tecbni(iue  an  espe- 
cially designed  method  to  assess  skeletal  muscle 
relaxant  drug  effectiveness  and  body  an.xiety.  The 
method  has  been  described  previously.’  Briefly,  it 
evaluates  netiromotor  and  behavioral  status  of  the 
patients  on  and  off  medication  and  utilizes  a series 
of  procedures  that  evoke  body  anxiety  reactions. 
The  drug  dosage  was  standardized  between  0.4-0. 5 
milligrams  jter  itonnd  of  body  weight  ])er  24  bonrs. 
and  was  jtrescribed  at  2.5  or  5.0  milligrams  three 
times  a day.  The  same  physician  ])articipated  in  the 
office  study  mid  the  team  evaluation.  The  drug  and 
placelio  was  monitored  by  a non-participant  in  the 
program. 

A comjiarison  was  made  between  drug  and  pla- 
cebo reaction  in  the  controlled  phase.  Additionally, 
the  physician  evaluation  was  conijiared  against 
reports  of  other  team  members  and  against  parent 
observations. 

Results 

Sixty  ( 60  per  cent ) of  100  children  studied  in  the 
uncontrolled  office  study  appeared  to  benefit  from 
diazepam  (Valinm®)  by  improved  motor  relaxa- 
tion and  lessened  body  anxiety. 

Nine  (36  per  cent ) of  25  children  studied  in  the 
controlled  team  phase  of  the  study  improved  with 
the  drug.  Six  of  the  nine  cases  were  of  severely 
disabled  non-ambnlatory  types  of  rigidity  or  dys- 
tonia. With  drug  they  were  less  irritable,  bad  less 
overflow  of  movement,  and  were  more  easily  man- 
aged at  home  and  at  school.  With  placebo  they  were 
irritable,  more  dystonic,  and  bad  feeding  difficulty 
and  sleep  resistance.  In  the  controlled  phase  overall 
there  was  a 48  per  cent  beneficial  j)lacebo  effect. 
Fifty-six  per  cent  of  the  25  cases  bad  been  rated 
previously  as  “improved”  in  the  nncontrolled  office 
study. 

The  adverse  responses  were  lethargy,  drowsi- 
ness, and  imbalance  which  occurred  in  10  cases,  and 
tantrums,  hallucinations,  and  agitation  in  3 others 

continued  on  next  page 
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for  a total  of  52  per  cent  adverse  reactions.  How- 
ever. in  some  cases  improvement  was  observed  with 
dose  reduction,  while  in  others  lethargy  continued 
and  interfered  with  meaningful  participation  in  a 
rehabilitation  program.  There  was  no  blood  or 
urine  toxicity. 

Incidentally,  in  2 cases  with  associated  hyps- 
arrhvthmia  (severe  myoclonic  epilepsy  ) there  was 
definite  improvement  when  the  children  were  on 
drug,  and  recommencement  of  seizures  on  placebo. 

The  pertinent  data  are  summarized  in  Tables  1 
and  lA.  and  in  Figure  I. 

Controlled  study  of  diozepow  (Vohum)  in  25  potients 


athetosis 

n SPASTICITY 


RESULTS 


Fig.  I 
Table  1 

Diazepam  (Valium'^)  — Effectiveness  in  Cerebral  Palsy 

Xo.  Xo.  Per  Cent 

Cases  Improved  Improved 

Team  Study 

Controlled  Drug  25  9 36 

Placebo  25  12  48 

Office  Study . 

Uncontrolled  Drug  100  60  60 

Physician  versus  Team  Evaluation 

There  was  close  correlation  between  ratings  of 
“Improvement”  and  ‘‘Worsening”  on  the  con- 
trolled drug  phase  of  the  study,  indicating  that  all 
observers  recognized  drug  effects.  However,  on 
placebo  the  physician  reported  a lesser  benefit  than 
either  the  team  or  the  parents.  The  reasons  appeared 
related  to  the  team's  and  parents'  ascribing  the 
diminution  of  adverse  responses  such  as  lethargy  to 
imjirovement.  On  the  other  hand,  the  physician 
discounted  lethargy  and  rated  his  observations  on 
increased  skeletal  muscle  relaxation  and  diminution 
of  hvper-reflexia.  This  appeared  to  demonstrate 
that  different  observers  look  for  different  elements 
of  improvement  in  drug  studies,  and  that  a consen- 
sus of  team  opinion  better  evaluates  the  total  reac- 
tion to  a relaxant  drug  (Tables  2 and  3). 

Discussion 

Diazepam  ( \’alium®)  appears  effective  primarily 
in  severely  handicapped  non-ambulatory  cases  of 
cerebral  jialsy  with  rigidity.  There  was  no  improve- 
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ment  in  athetosis  as  reported  by  Phelps''^  and  Keats 
et  ah'*  Phelps  who  has  had  wide  experience  with 
relaxant  drugs  reports  that  diazepam  is  the  first 
compound  of  value  in  the  athetoid  cerebral  palsied 
patient.  He  reports  that  approximately  80  per  cent 
of  the  cases  studied  ( both  inpatient  and  outpatient 
cases ) were  making  good  progress.  He  used  a 
dosage  that  was  comparable  to  that  used  in  our 
study.  Keats  et  al.  confirmed  Phelps’s  observations 
of  a 50  per  cent  eff  ectiveness  using  1-2  mg.  per  dav 
dosage  with  maintenance  of  improvement  after  the 
drug  was  discontinued.  Carter'  reported  7 mentallv 
retarded  cases  of  athetosis  showing  definite  im- 
provement in  severity  in  6 cases  and  moderate 
improvement  in  one.  In  none  of  these  studies  is 
there  evidence  that  a placebo  was  used.  Since  athe- 
tosis is  one  of  the  categories  of  cerebral  palsy  that 
is  greatly  influenced  by  psychological  factors,  one 
would  hesitate  to  ascribe  beneficial  effects  to  drug 
when  there  could  be  no  comparison  with  placebo. 
Our  study  included  6 cases  of  athetosis.  In  the 
initial  office  phase  of  the  study  2 of  8 cases  showed 
improvement  for  the  period  of  3 months.  In  the 
controlled  phase  one  of  6 cases  showed  improvement 
and  another  demonstrated  no  change.  The  failure 
of  improvement  in  our  cases  appeared  to  be  related 
to  “over-relaxation”  and  over-sedation  which  con- 
tributed to  diminution  or  loss  of  the  inherent  pro- 
tective reflexes  built  up  over  a period  of  years. 

\'alium®  is  a good  skeletal  muscle  relaxant  drug 
since  it  appears  to  afford  help  to  a particularly  diffi- 
cult segment  of  the  cerebral  palsy  spectrum.  Its 
effectiveness  is  borne  out  by  the  fact  that  a 44  per 
cent  overall  agreement  of  drug  improvement  by 
physician,  team,  and  parents  is  considered  quite 
good  for  a skeletal  muscle  relaxant  drug  when  used 
in  cereltral  palsy.  However,  the  diff’erences  in  pla- 
cebo reports  by  different  observers  point  out  the 
need  to  continue  a complex  double  blind  procedure 
for  these  types  of  medications  since  both  neurologi- 
cal and  emotional  elements  must  be  considered  in 
the  final  evaluation.  This  study  demonstrates  that 
each  examiner  looks  at  a child  with  his  own  particu- 
lar emphasis,  and  that  the  physician  cannot  substi- 
tute for  the  team. 

Summary 

1.  Diazepam  (\’alium®)  was  36  per  cent  eff  ec- 
tive in  cerebral  palsy  in  a double  blind  controlled 
study  of  25  cases. 

2.  The  controlled  phase  of  the  study  demon- 
strated a 21  per  cent  less  effective  reduction  of 
skeletal  muscle  hypertonia  and  body  anxiety  than 
the  uncontrolled  phase. 

3.  The  jilacebo  eff  ect  was  12  per  cent  higher  than 
the  drug  effect. 

4.  Six  of  9 cases  with  improvement  were  seri- 
ously disabled  non-ambulatory  rigidity  cases. 
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Table  2 

Ratings  on  Valium®  vs.  Placebo  between  Various  Observers 

DRUG  PLACEBO 


Imp  W 

NC 

Unsatis 

I mp 

W 

NC  Unsatis 

MD  

9 8 

7 

1 

2 

3 

19  1 

Team 

8 10 

5 

1 

7 

8 

9 1 

Parents 

7 14 

3 

1 

10 

5 

9 1 

5.  The  drug  was  not  toxic 

. However  there  was 

Table  3 

a high  incidence  of  lethargy 

and  imbalance  with 

Agreement  between 

! Examiners  for 

the  dosage  used. 

Diazepam  (Valium®)  Efficacy 

6.  It  was  not  effective  in  athetosis. 

7.  A physician’s  e.xamination  is  not  an  adequate 

Drug  Placebo 

substitute  for  a team  double  blind  study. 

Per  Cent  Agreement 

The  author  acknoivicdges 

zvith  gratitude  the 

help  of  the  team  at  Meetinq  Street  School 

Neur. /Team/ Parents 

..  44  32 

Children's  Rehabilitation 

Center,  and  espe- 

Neur. /Team 

..  52  40 

dally  Miss  Alice  Cassidy  who  monitored  the 

Neur. /Parents . . 
Team/ Parents ... 

52  40 

72  68 

study. 

Table  1A 

Case  Study  of  Ratings 

on  Diazepam  (Valium®) 

Team 

Office 

Diagnosis 

Age/Yrs. 

Dose 

Controlled 

Uncont. 

Remarks 

mg/24/hr 

Drug 

Placebo 

CEREBRAL  PALSY 

ATHETOSIS 

1.  Severe,  non-ambulatory 

7 

15 

I 

W 

I 

Lethargy 

2.  Moderate,  ambulatory 

9-9 

15 

W 

I 

W 

Groggy,  ataxia 

3.  Moderate,  ambulatory 

14 

15 

W 

I 

W 

Imbalance 

4.  Moderate,  ambulatory 

4 

15 

W 

I 

U 

Drowsy 

5.  Mild,  aphasia,  assoc. 

5-6 

15 

W 

I 

I 

Groggy 

6.  Mild,  aphasia,  assoc 

6 

15 

NC 

NC 

U 

Imbalance 

SPASTIC 

7.  Quad,  moderate 

1-9 

7.5 

I 

I 

I 

Lethargy 

8.  Quad,  severe 

3 

7.5 

I 

W 

I 

— 

9.  Quad,  mild 

4-11 

12.5 

W 

I 

I 

Drowsy 

10.  Quad.  Moderate  

4-5 

12.5 

W 

I 

u 

Drug  discont. 

1 1 days 

11.  Para,  mild 

3-10 

7.5 

u 

U 

I 

Limp 

RIGIDITY 

12.  Moderate,  non-ambulatory 

4-8 

7.5 

I 

W 

— 

Happy  with  drug 

13.  Moderate,  non-ambulatory 

2 

7.5 

I 

W 

I 

14.  Severe,  non-ambulatory 

6 

15 

I 

w 

I 

15.  Moderate,  ambulatory 

2-10 

12.5 

I 

w 

I 

16.  Severe,  non-ambulatory 

6-3 

15 

w 

I 

I 

17.  Moderate,  ambulatory 

, 2-7 

7.5 

w 

I 

I 

18.  Moderate,  ambulatory 

3-2 

12.5 

w 

I 

— 

Tantrums 

19.  Severe,  non-ambulatory 

1-1 

7.5 

I 

NC 

I 

Imp.  seizures 

20.  Severe,  non-ambulatorv 

1 

7.5 

I 

w 

I 

Imp.  seizures 

21.  Moderate,  ambulatory 

4-6 

15 

u 

I 

w 

Drug  discont. 

3 days,  tantrums 

ATAXIA 

22.  Moderate,  non-ambulatory 

3 

7.5 

w 

I 

w 

Drowsy 

23.  Moderate,  non-ambulatory 

4-3 

7.5 

w 

I 

w 

24.  Mild,  ambulatory 

4-11 

15 

w 

u 

w 

Agitation 

25.  Mild,  ambulatory 

6-4 

12.5 

NC 

NC 

w 

Hallucinations 

withdrawing 

(Dosage  varied  from  0.3-0. 5 mg./lb.) 

Total  No.  Cases  Improved 9(36%)  12(48%)  13(56%) 

* I = improved 
W = worse 
NC  = no  change 
U = unsatisfactory 
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DIAGNOSIS  AND  MANAGEMENT  OE 
CAUSTIC  ESOPHAGEAL  BURNS 

at  the  RHODE  ISLAND  HOSPITAL* 

Mary  D.  Lekas,  m.d. 


The  Author.  Mary  D.  Lekas,  M.D.,  of  Providence, 
R.  /.,  Assistant  Surgeon,  Department  of  Otolaryngol- 
ogy. Rhode  Island  Hospital;  Courtesy  Staff,  Depart- 
ment of  Otolaryngology  .Miriam  Hospital,  Providence. 


Despite  a great  deal  of  publicity  and  public 
education,  caustic  liurns  of  the  esophagus  con- 
tinue to  be  a problem  facing  those  who  deal  with 
diseases  of  the  esophagus. 

T ypes  of  Chemicals 

Lve  is  the  most  common  single  agent  which  is 
encountered  ; there  are  several  commercial  prepara- 
tions of  lve  under  such  trade  names  as  *‘Drano.”® 
“Easv-Off.”®  and  “Sani-Flush.”®  These  prepara- 
tions are  composed  of  approximately  95  per  cent 
sodium  and  potassium  hydroxide.*--  The  South  is 
said  to  he  notorious  for  lye  burns  because  of  the 
custom  of  using  lye  as  a cleaning  agent  in  homes  of 
low  income.^  Caustic  esophagitis  occurs  following 
the  accidental  swallowing  of  lye  by  young  children 
and  ingestion  by  adults  for  suicidal  attempts.  Other 
agents  are  relatively  less  common  as  a cause  of 
caustic  esophagitis  in  this  country,  hut  occasional 
cases  are  reported  as  a result  of  ingestion  of  hydro- 
chloric acid,  sulfuric  acid,  nitric  acid.  Lysol,®  ammo- 
nia. phenol,  artificial  washing  powders,  bleach, 
potassium  permanganate.  Clinitest.®  iodine,  20  per 
cent  hydrogen  peroxide,  and  kerosene. 

Manifestations  and  Initial  Management 
The  prognosis  following  ingestion  of  a caustic 
agent  depends  on  the  amount,  type,  and  concentra- 
tion of  the  material  swallowed.  In  general,  pow- 
dered lye  is  swallowed  by  children  who  dip  their 
fingers  in  the  container  and  then  suck  their  fingers. 
.\lthough  they  may  have  severe  chemical  burns  of 
the  mouth,  the  esophagus  may  he  spared.  Since 
licjuid  lye  is  more  easily  swallowed,  it  may  cause 
sufficient  burns  to  produce  marked  necrosis,  slough- 
ing, and  scarring  of  the  esophagus  or  even  death. 
-Adults  who  swallow  with  a suicidal  intent  may  take 

*Paper  presented  as  “Lye  Burns  of  the  Esophagus  and 
Management”  at  the  Spring  Meeting  of  The  Xew  England 

Pediatric  Society,  1961,  at  the  George  Building  of  the 
Rhode  Island  Hospital,  Providence. 


enough  to  cause  perforation  of  the  stomach  or 
jwloric  stenosis,  although  ordinarily  the  neutraliz- 
ing action  of  the  gastric  contents  will  protect  it  from 
more  than  sujierficial  and  temporary  iniurv.  There 
may  be  additional  involvement  or  double  exposure 
when  the  material  is  vomited.  At  this  point,  we 
should  like  to  emphasize  that  gastric  tubes  are  not 
inserted  either  for  lavage  or  for  feeding  purposes, 
as  they  add  to  the  original  trauma  and  may  tend  to 
initiate  vomiting  with  additional  caustic  eft'ects  to 
the  wall  of  the  esophagus.  Since  the  majoritv  of  the 
corrosive  agents  are  neutralized  hv  the  action  of  the 
stomach,  it  does  not  seem  logical  to  lavage  these 
])atients.  In  the  case  of  acid  burns,  there  is  less 
objection  to  lavage.®-”  Corrosive  agents  differ  as  to 
their  effect  on  the  esophagus.  Caustic  alkalies  pro- 
duce a liquefactive  necrosis.  The  tissues  appear 
white  and  almost  gelatinous  because  alkalies  have 
a marked  affinity  for  water,  thus  producing  a 
marked  edema.  Acids  ( for  example,  hydrochloric 
acid ) produce  a coagulation  necrosis,  causing  the 
tissues  to  appear  dry  and  charred.*”-**  Pyloric  ste- 
nosis is  more  commonly  seen  in  acid  than  in  alkali 
burns,  since  the  alkalies  are  neutralized  by  the 
acidic  gastric  contents  : however,  pyloric  stenosis 
can  and  does  occur  in  alkali  Inirns.*-  Therefore,  one 
can  say  that  the  initial  objective  in  caustic  burns 
should  he  to  neutralize  the  offending  agent.  If  the 
noxious  agent  is  an  alkali,  acetic  acid  ( 1 to  2 per 
cent ) or  mild  acids  such  as  vinegar  or  the  citrus 
juices  can  he  utilized,  and  are  given  usually  in  small 
repeated  doses.  If  the  agent  is  an  acid,  olive  oil, 
milk  and  egg  whites  are  of  value.  .Sodium  bicarbo- 
nate or  milk  of  magnesia  are  not  used  because  of  the 
gas  produced  with  resulting  distention  and  jiossihle 
induction  of  vomiting.  The  administration  of  olive 
oil  and  milk  have  been  used  during  the  first  twenty- 
four  to  forty-eight  hours  at  frequent  intervals,  as  a 
soothing  influence  on  the  inflamed  and  irritated 
areas.  Nevertheless,  one  must  consider  the  possi- 
hilitv  of  vomiting  and  causing  a double  exposure.*-** 

Classification 

Esophageal  burns  mav  he  classified,  as  are  skin 
burns,  into  first,  second,  and  third  degree.*-*  With 
a first  degree  burn,  the  mucosa  and  jierhaps  the 
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suhniucosa  is  involved.  These  usually  heal  without 
stricture  formation  and  present  little  imohlem  in 
therapy.  Rarely  do  they  produce  a weh-like  mucosal 
stricture.  The  second  degree  group  has  involve- 
ment of  the  muscular  coat  with  actual  necrosis.  In 
this  stage,  there  is  initial  hyperemia  and  edema 
with  suhsequent  ulceration  in  a few  days.  Rv  the 
second  week,  there  is  granulation  tissue  formation, 
which  ultimately  converts  to  fibrous  connective 
tissue  and  stricture  formation.  .Stricture  may  de- 
velop in  three  weeks,  hut  usually  develoj)s  within 
eight  weeks;  however,  on  rare  occasions  it  takes 
several  months  or  even  years  to  form.  The  third 
degree  burns  involve  all  layers  of  the  esophagus ; 
there  is  often  peri-esophageal  involvement  and  even 
at  times  mediastinitis.  The  jxitients  in  this  grouj) 
are  ver}-  toxic  and  may  die  of  shock  or  overwhelm- 
ing infection  and  toxicity.  The  most  common  sites 
of  esophageal  involvement  are  as  follows  : the  crico- 
pharyngeus,  the  crossing  of  the  left  main  stem 
bronchus,  the  hiatal  area,  or  even  the  cardia.  Any 
combination  of  these  is  possible.  The  upper  esopha- 
gus is  probably  the  most  frequently  involved  area, 
whereas  the  lower  esophagus  is  probably  the  most 
seriously  involved,  because  of  reflex  spasm  of  the 
cardia.'^- 

Diagnosis 

Initially,  the  diagnosis  is  presumptive  with  a 
history  of  the  ingestion  of  some  caustic  agent 
(“Doctor,  my  child  has  swallowed ‘Drano’ !” ) . Some 
of  the  symptomatic  signs  are  pain  about  the  mouth, 
tongue,  throat  and  substernal  areas,  dys])hagia. 
salivation,  and  hoarseness.  Additional  evidence  is 
the  finding  of  burns  about  the  lips,  tongue,  oro- 
pharynx, and  hypopharyn.x.  These  findings,  how- 
ever, do  not  confirm  the  presence  of  caustic  burns 
of  the  esophagus.  The  diagnosis  is  qnite  obvious  in 
certain  cases  where  the  ]>atient  arrives  in  shock  with 
extensive  burns  of  the  mouth  and  jdiarynx,  and 
dyspnea  from  severe  laryngeal  burns.’'*  Early  x-ray 
studies  are  not  advised  either  to  prove  or  disprove 
the  presence  of  an  esophageal  burn.  P)arium  swallow 
is  not  advised  until  four  to  five  weeks  after  the 
initial  burn,  since  strictures  rarely,  if  ever,  form 
prior  to  the  twenty-first  day.’'"’  Eso]>hagoscopy  is 
our  main  diagnostic  procedure. 

In  the  untreated  case  of  esophageal  liurns  the 
patient  usually  recovers  from  his  initial  symptoms 
after  the  first  week.  He  then  passes  into  a latent 
])eriod  of  from  two  to  four  weeks,  when  he  has  few 
or  no  symi)toms.  Then  the  symptoms  of  progressive 
dysphagia  develop,  first  for  solid  foods,  and  later  for 
semi-solids.  In  certain  uncommon  instances,  how- 
ever, the  i)rogression  of  symptoms  may  he  so  insidi- 
ous as  not  to  give  any  symptoms  for  months  or  even 
years.  Oftentimes  a foreign  body  lodged  in  the 
esophagus  may  be  the  first  sign  of  an  old  stricture. 


The  diagnosis  of  chronic  stricture  is  made  by  esoph- 
ago.sco])y  and  barium  swallow  ; the  latter  is  of  great 
value  in  -determining  the  location,  degree,  and 
extent  of  the  esojihageal  stricture."’  ’" 

T rent  merit 

Immediate  attem])ts  at  neutralization  are  insti- 
tuted, as  is  advocated  by  most  authorities.  W'e  have 
already  discussed  this  a.sjiect  of  initial  treatment. 

Measures  for  the  control  of  shock  are  under- 
taken immediately  when  indicated,  and  tracheotomy 
is  carried  out  if  the  situation  recpiires  it.  Antibiotics 
are  given  because  of  the  possibility  of  complications 
such  as  periesophagitis,  mediastinitis.  pulmonary 
infections,  abscess  formation,  and  eso])hageal  perfo- 
rations. Other  theraj)eutic  measures  include  anal- 
gesics and  sedatives  in  ai)])ro])riate  dosages. 

Otolaryngologists  at  the  Rhode  Island  Hospital 
in  Providence  follow  the  practice  of  administering 
steroids  in  large  doses  within  twenty-four  to  forty- 
eight  hours  ( ])referably  within  twenty-four  hours  ) 
after  the  ingestion  of  the  caustic  agent.  Ex])erimen- 
tally  it  has  been  demonstrated  that  the  steroids 
inhibit  fibroplasia ; however,  a delay  of  forty-eight 
hours  in  starting  steroid  treatment  resulted  in 
failure  to  prevent  fibroplastic  j)roliferation.  .Actual 
fibrosis  may  he  presented  as  early  as  at  the  end  of 
a week.**'"' 

In  19.31,  Rosenberg  and  his  associates’*"  induced 
lye  burns  of  the  esophagus  in  rabbits,  followed  by 
immediate  treatment  ( within  forty-eight  hours  ) 
with  cortisone.  In  their  series  there  was  a marked 
decrease  in  fibroplasia  and  scar  tissue  formation. 
The  only  problem  was  the  concomitant  increase  in 
secondary  infection  ; therefore,  in  19,33,’**  the  ex- 
|)eriments  were  repeated  hut  with  the  added  use  of 
l)enicillin.  There  was  a marked  decrease  in  .sui)pura- 
tive  infections,  hut  five  of  the  forty-four  rabbits  in 
the  cortisone-penicillin  treated  group  developed 
spontaneous  perforation  of  the  esophagus.  In  19,’i2, 
W'eisskopf’*’*  and  his  group  treated  induced  lye 
burns  of  the  esophagus  in  dogs  with  an  oxytetra- 
cycline-cortisone  combination.  Strictures  did  not 
develoj)  in  any  of  the  treated  cases,  whereas  all  of 
the  controls  developed  stricture  after  thirty-five 
days.  He  also  stressed  treatment  within  forty-eight 
hours,  and  one  administration  of  an  antibiotic  in 
coml)ination  with  the  steroid.  W e use  broad  spec- 
trum antibiotic  treatment  (tetracyclines)  in  combi- 
nation with  steroids,  preferably  in  liquid  form  for 
the  topical  benefit  of  the  antibiotic  as  well.  The 
tetracycline  is  usually  given  in  doses  of  twenty 
mgm.  per  pound  of  body  weight  j^er  day. 

The  usual  equivalent  doses  of  several  cortico- 


steroids are  as  follows : 

Dexametliasone  ( Decadron®)  0.75  mgm. 

Paramethasoiie  acetate  ( Haldrone®)  2 mgm. 

Triamcinolone  ( Kenacort®)  4 mgm. 
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6-Methylprednisolone  4 mgm. 

Prednisolone  (Meticortolone®)  5 mgm. 

Prednisone  (Meticorten®)  5 mgm. 

Hydrocortisone  20  mgm. 

Cortisone  25  mgm. 


The  average  initial  dose  of  dexamethasone.  for 
example,  for  patients  three  to  fonr  years  of  age,  is 
two  to  four  mgm.  initially  intramuscularly  and  then 
2 mgm.  two  or  three  times  daily  as  an  elixir,  or 
0.75  mgm.  tablet  every  six  hours.  After  several  days 
of  a satisfactorv  response,  the  steroid  dose  is  gradu- 
allv  reduced  in  order  to  reach  the  minimum  amount 
for  maintenance.  The  duration  of  therapy  is  depend- 
ent upon  the  response  to  medication  as  determined 
bv  repeat  esophagoscopic  examinations  done  at 
weekly  to  ten-day  intervals. 

There  have  been  questions  in  reference  to  the 
value  of  ACTH  used  alone  or  in  combination  with 
steroids.  ACTH  has  the  property  of  stimulating  the 
production  of  the  adrenal  corticosteroids,  including 
desoxycorticosterone.  The  latter,  according  to 
reports  by  Taubenhaus,-^  actually  has  the  property 
of  increasing  fibroplasia,  thereby  defeating  its 
purpose. 

Esophagoscopy  and  Steroids 

When  to  do  an  esophagoscopy  poses  a question. 
Some  believe  that  an  early  esophagoscopy  is 
dangerous  because  of  the  possibility  of  perforat- 
ing an  already  weakened  esophageal  wall.®-®  Other 
authors'’’  ®-^'^  are  of  the  opinion  that  an  esophago- 
scopy should  he  done  within  twenty-four  to  forty- 
eight  hours  of  the  time  of  the  burn.  We  follow  this 
procedure  when  it  is  felt  that  the  esophagus  is 
possibly  uninvolved  so  that  steroid  therapy  can  be 
discontinued.  We  prefer  to  esophagoscope  some- 
time during  the  fifth  to  sixth  day  and  under  general 
anesthesia,  and  we  check  from  teeth  to  stomach. 
The  superficial  burns  are  at  their  height  by  the  third 
day,  appearing  as  aphthous  ulcers.  It  is  safer  to 
carry  out  this  examination  on  the  fifth  or  sixth 
day,".i3  because  the  superficial  burns  have  begun  to 
heal.  We  make  note  of  locations,  extent,  and  depth. 
W e also  emphasize  the  importance  of  keeping  a 
daily  weight  chart  to  check  the  nutrition.  A chest 
x-ray  examination  is  also  a part  of  our  routine.  In 
addition,  direct  laryngoscopy  should  always  be 
performed  even  if  mouth  or  pharyngeal  burns  are 
not  present. 

In  our  experience,  steroids  have  replaced  dilata- 
tions in  the  management  of  esophageal  burns.  If 
there  is  no  evidence  of  mucosal  lesions  in  the  esoph- 
agus, the  steroids  may  he  discontinued  and  the 
patient  released  depending  on  the  status  of  the  oral 
cavity.  In  all  instances  the  antibiotic  treatment, 
once  started,  should  he  continued  for  a minimum  of 
four  to  five  days.  The  diet  consists  of  clear  liquids 
increased  to  soft  diet  or  bland  soft  diet  in  three  days. 
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together  with  antacid  treatment  in  lower  esophageal 
burns.  Surgery  is  advised  only  if  conservative 
treatment  fails  and  for  cases  with  restricted  severe 
stenosis. 

Summary 

The  majority  of  caustic  burns  of  the  esophagus 
in  young  children  are  caused  by  ingestion  of  com- 
mercial preparations  of  95  per  cent  sodium  and 
potassium  hydroxide. 

Since  adopting  the  use  of  steroids  and  antibiotics 
at  the  Rhode  Island  Hospital,  we  have  been  able  to 
eliminate  bougienage. 

Rhode  Island  Hospital  Case  Statistics 
1956-1964 


Age  : Xo.  of  Cases 


15  months  to  23  months 7 

2 years  to  4 years 15 

4 years  to  19  years 1 

20  years  to  30  years 4 

40  years 1 

55  years 1 

61  years 1 

Sex  : 

Females  20 

Males  10 

Suicidal  Attempts  : 

Females  5 

(1  success) 

Males  3 

Agexts  Used: 

XaOH  (Lye,  “Drano,”®  “Easy-Off”®) 17 

Ammonia  6 

Lvsol® 1 

20%  H2O0 1 

*Clinitest® 1 

Pine  Oil 1 

HiSOi 1 

Mustard  1 

Bleaching  W'ater  (Sodium  Hypochlorite)  1 


*Composition : Tablet  containing  copper  sulfate  and  heat 
producing  agents. 
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TO  MEET  Doctor  Ruggles  was  always  a privi- 
lege. To  be  acquainted  with  this  outstanding 
psychiatrist  was  a real  pleasure.  But  to  know  Doctor 
Ruggles  personally  was  even  more  than  an  honor 
and  a pleasure,  it  was  a memory  to  he  cherished 
always.  His  warmth,  his  candor,  his  genuine  interest 
in  the  person  with  whom  he  was  associating  was 
always  apparent.  He  could  always  make  one  feel 
comfortable  in  his  presence,  and  his  deep  interest  in 
people  and  their  problems  made  him  an  outstanding 
humanitarian  as  well  as  a beloved  physician  and 
psychiatrist. 

Doctor  Ruggles  seemed  to  have  a particular 
interest  in  the  young  psychiatrist  and  was  always 
keenly  aware  of  their  motivations.  His  encourage- 
ment and  helpful  advice  made  him  a psychiatrist's 
psychiatrist.  In  Doctor  Ruggles’  long  career  as  a 
prominent  j)sychiatrist  in  our  area,  he  showed  a 
real  interest  in  every  phase  of  psychiatry.  He  was 
always  aware  of  the  importance  of  child  psychiatry 
and  parental  influence  on  the  child  and  in  his 
Solmon  Lectures,  he  emphasized  the  importance  of 
child  psychiatry.  Bradley  Hospital  has  been  the 
result  of  this  keen  interest. 

Doctor  Ruggles  is  one  who  could  he  termed  a 
moderate  in  his  ideas  and  in  his  practices,  yet  ad- 
vanced in  his  thinking  and  planning.  Shortly  after 
Governor  John  O.  Pastore  appointed  a commission 
in  1948  for  the  study  of  inebriates  in  the  State  of 
Rhode  Island,  of  which  I became  chairman,  I made 
it  a point  to  confer  with  Doctor  Ruggles.  It  was  for 
advice  and  direction  that  I sought  his  counsel.  W’e 
had  a rather  lengthy  discussion  about  his  view- 
points, and  I came  away  with  his  very  fine  sugges- 
tions for  which  I shall  always  he  grateful. 

In  one  of  his  reminiscences.  Doctor  Ruggles 
mentioned  that  in  15  of  the  17  cases  with  which  he 
had  to  deal  as  a parole  officer,  the  original  crime  was 
committed  under  the  influence  of  alcohol.  This  indi- 

*Based upon  the  text  of  the  Arthur  H.  Ruggles  Oration 
presented  at  Rhode  Island  College,  May  13,  1964. 


cated  to  him  that  this  was  one  of  the  more  ftinda- 
mental  factors  in  the  entire  problem  of  crime.  Your 
speaker  may  therefore  he  forgiven  for  a subject 
which  loomed  so  large  in  the  professional  interests 
of  Doctor  Ruggles  and  which  has  likewise  become 
one  of  my  own. 

History  of  Alcohol 

Just  a few  words  about  the  history  of  alcohol. 
No  one  really  knows  for  certain  when  it  was  first 
discovered,  hut  our  earliest  ancestors  knew  that 
liquids  would  ferment  and  that  this  fermented 
liquid  had  life,  or  spirit.  It  must  have  been  exciting 
when  it  was  first  used  internally.  Fruit  juices  or 
honey  fermentation  must  have  been  among  the  first 
sources  of  this  beverage.  One  anthropologist  sug- 
gests that  the  growing  of  grain  was  first  to  provide 
a source  of  carbohydrates  for  fermentation  rather 
than  for  food. 

Alcoholic  liquids  could  retain  their  palatahility 
for  long  periods  of  time  and  still  he  safe  to  consume  ; 
whereas  other  supplies  of  liquids,  such  as  water, 
quickly  spoiled  due  to  contaminated  sources  be- 
cause of  the  lack  of  knowledge  regarding  sanitation. 
Possibly  this  was  the  chief  reason  for  its  use  rather 
than  the  desire  for  alcohol.  In  the  Middle  Ages,  ale 
was  used  as  the  customary  drink  even  for  children, 
probably  because  of  poor  water  supply. 

Many  primitive  people  today  have  their  own 
special  fermented  liquids  to  be  used  at  special  occa- 
sions, such  as  feasts  and  pagan  rites.  Many  refer- 
ences to  fermented  wine  are  to  he  found  in  the  Bible 
as  in  ancient  feasts  and  rituals ; even  drunkenness 
has  been  condemned  on  a number  of  occasions  in 
both  the  Old  and  New  Testaments. 

Many  and  varied  attitudes  have  developed 
through  the  centuries  in  the  various  cultures  and 
world  powers.  Often  this  potent  and  sometimes 
lethal  beverage  had  a direct  bearing  on  the  fortunes 
of  its  users.  Babylon  fell  during  a drunken  orgy, 
and  Alexander  the  Great  died  in  his  early  30’s 
reportedly  from  alcoholic  debauches,  to  mention 
but  two. 

Alcoholism  — A World  Problem 

To  say  that  this  is  a world  wide  problem  is  not 
idle  talk.  Nations,  both  old  and  new,  are  taking  a 
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more  realistic  and  inciuiring  attitude  towards  the 
subject  of  alcoholism.  Some  of  these  attitudes  I’ve 
witnessed  in  my  travels. 

Having  had  the  privilege  of  lecturing  in  various 
])arts  of  the  world  on  this  subject,  alcoholism.  I 
would  like  to  share  with  you  some  of  my  impres- 
sions of  the  various  countries  I have  visited  and  the 
])rohlems  with  which  they  are  confronted  relating 
to  alcoholism.  Some  of  the  developing  countries 
that  are  emerging  in  Africa  are  struggling  with  this 
problem.  I was  interested  when  in  Nigeria  to  note 
their  advertisements  which  had  a rather  interesting 
ai)peal  depicted  on  large  billboards  along  the  main 
highways.  One  showed  a very  rugged  .African 
native  with  hared  biceps  and  bulging  muscles  in 
other  ])arts  of  his  body.  'Phe  slogan  read.  “Beer 
gives  strength.”  Another  rather  sophisticated  sign, 
which  would  appeal  to  a different  class  and  perhaps 
the  upper  strata  of  the  develojang  Nigerian  society, 
had  a debonair  native,  smartly  dressed,  with  a cane 
over  his  arm.  looking  very  much  like  “The  Man  of 
Distinction.”  with  a glass  of  whiskey  in  his  hand; 
the  slogan  read.  “\\  hiskey  gives  status.” 

Now  these  are  the  two  much  sought  after  attri- 
butes that  the  native  Nigerian  would  like  to  have, 
strength  and  status,  the  implication  being  that  they 
can  he  bought  in  a bottle  or  a can.  .Anyone  who  has 
any  knowledge  of  alcohol  at  all.  knows  that  quite 
the  opposite  develoj)s  when  such  a combination  is 
achieved. 

In  the  same  country  of  Nigeria  I visited  the  town 
of  Kano.  This  was  in  the  northern  ])art  of  the  coun- 
try and  on  the  border  of  the  Sahara  Desert.  I had 
the  i)rivilege  of  visiting  this  ancient  walled  and  mud 
city  which  is  reported  to  he  over  1000  years  old. 
I was  told  l)y  our  guide  that  there  was  no  alcohol- 
ism in  this  particular  city  and  his  unsolicited  remark 
l)rompted  my  eager  attention.  He  then  related  how 
a native  was  arrested  for  drunkenness  within  the 
walls  of  the  city.  The  Aleir,  which  is  the  title  for 
the  highest  governing  official,  holds  an  open  court 
in  front  of  his  jxdace.  ( )n  this  ])articular  occasion  a 
native  who  had  been  found  in  a drunken  stujior  was 
later  brought  before  the  Aleir  and  found  guilty. 
He  was  given  30  lashes  on  either  side  of  his  hack  in 
the  public  square.  I comment  on  this  uniciue  and 
unusual  form  of  treatment  only  in  passing,  hut  I 
also  want  to  ])oint  out  that  alcoholism  is  not  com- 
])atil)le  with  the  Nigerian’s  religious  beliefs  and 
therefore  is  severely  jnmished  since  they  are 
Mohammedans. 

It  was  my  pleasure  to  meet  Mayor  I'leming  of 
Johannesburg  at  a civic  hancjuet  at  which  time  he 
commented  that  the  ])rohlem  of  alcoholism  in  the 
keimhlic  of  South  Africa  had  reached  second  jilace 
among  the  nations  in  the  per  capita  consum])tion  of 
alcoholic  beverages.  His  chief  concern,  however, 
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was  that  these  same  beverages  were  soon  to  he 
extended  to  the  non-white  population,  and  he  ex- 
pressed grave  concern  as  to  its  outcome.  .At  his  kind 
invitation,  1 visited  a gold  mine  which  was  some 
distance  from  Johannesburg.  I was  impressed  by 
the  community  which  was  built  up  around  this  gold 
mine.  Here  the  native  .Africans  prospered  by  the 
good  housing  and  their  hospital.  Rut  far  more  dis- 
turbing was  the  i)resence  of  a brewery  which  was 
in  the  middle  of  the  community.  On  the  outside  of 
this  building  were  large  brass  faucets.  .Any  worker 
from  the  mine  or  his  family  could  go  to  this  faucet 
with  his  container  and  fill  it  with  cafir  beer.  This  is 
a non-alcoholic  drink,  hut  they  do  allow  one  glass 
of  beer  per  i)erson  per  day  for  the  native  workers. 
There  are  many  accidents  requiring  a hospital  of 
some  320  beds  for  12,000  people  living  in  the  com- 
munity. This  was  necessary  because  the  natives  are 
not  careful  about  the  slightest  wound  and  patients 
have  to  he  hospitalized  until  they  are  completely 
healed. 

Still  another  problem  was  present  in  Ethiopia. 
I visited  the  Emmanual  Hospital,  a 240  bed  mental 
hospital  which  served  the  entire  country.  Doctor 
Kopotas,  the  only  psychiatrist  in  the  country,  was 
in  charge  of  this  institution  which  was  poorlv  staffed 
and  had  meager  treatment  facilities.  When  asked 
about  alcoholism,  the  doctor  stated  that  there  were 
no  alcoholics,  and  he  had  not  seen  any  alcoholics  in 
the  hospital  in  the  five  years  he  had  been  there. 
When  asked  the  reason,  he  stated  it  was  economics. 
Ethiopian  income  is  approximately  $150  per  year. 
They  have  large  families,  and  this  did  not  warrant 
drinking  in  the  proportion  which  would  produce 
alcoholism  as  we  know  it.  He  readily  admitted, 
however,  that  many  of  the  people  drink  a brew 
made  in  their  own  homes  and  no  doubt  there  was 
alcoholism  in  the  country ; hut  no  statistics  were 
available. 

In  Tahiti.  I was  told  by  the  physician  on  dutv  at 
the  General  Hospital  in  Papeete  that  alcoholism, 
after  tuberculosis,  was  their  second  medical  prob- 
lem of  significance. 

Eiji,  however,  had  a rather  interesting  and  unique 
system  of  control.  They  did  not  permit  women  to 
drink  in  the  hotels,  and  a statement  over  the  main 
entrance  of  each  hotel  announced  that  no  women 
were  allowed  to  drink  on  the  premises.  I was  also 
told  that  a card  was  issued  to  a native  if  he  could 
prove  he  was  economically  able  to  drink,  and  no  one 
who  was  not  financially  able  to  drink  was  given  this 
card.  The  bars  were  open  from  10  to  12  a.m.  and 
from  2 to  6 P.M.,  thus  limiting  the  drinking  between 
these  hours. 

.Australia  has  a unique  system  of  control  called 
“the  si.x  o’clock  swill.”  Promptly  at  si.x  o’clock  each 
evening  the  saloons  (and  they  are  labeled  as  such) 
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closed  down  until  10  o’clock  the  next  morning.  Xot 
a drop  of  alcohol  is  sold  after  6 p.m.  except  to  guests 
in  the  hotel.  In  spite  of  these  limited  hours  of  drink- 
ing there  is  a high  rate  of  alcoholism  in  Australia. 
.\s  stated  statistically : 

“Australia  — Drinking's  Toll : At  least  5 per 
cent  of  the  total  population  of  Australia  are 
alcoholics,  not  taking  into  consideration  the 
large  numher  who  are  prealcoholic  and  will 
become  tragic  victims  of  the  end  result  of 
drinking,  according  to  the  New  South  W ales 
mental  health  authority.  More  than  20  per  cent 
of  all  the  persons  admitted  to  Australian 
psychiatric  hosjntals  suffer  from  conditions 
attributable  to  alcohol.”^ 

New  Zealand,  very  much  like  Australia,  had  a 
high  rate  of  alcoholism.  Unique  in  their  system  is 
that  at  everv  election,  which  occurs  every  three 
vears,  the  people  have  the  opportunity  to  vote  either 
for  prohibition  or  continuance  of  liquor  sales.  I 
visited  a unique  institution  called  “The  Bridge”  in 
Wellington,  New  Zealand,  operated  by  the  Salva- 
tion Army.  Col.  A.  B.  Cook,  m.d..  psychiatrist  in 
charge  of  “The  Bridge,"  was  dressed  in  the  uniform 
of  the  Salvation  .^rmy  and  he  told  me  that  he 
always  wears  his  uniform  even  in  making  home 
calls.  Thev  also  operate  a farm  for  alcoholics  on  a 
small  island  near  Auckland,  New  Zealand.  This  is 
the  only  population  on  this  island.  I was  sorry  that 
I could  not  accept  an  invitation  to  visit  this  farm 
hut  I was  told  hv  a friend  who  had  visited  there  that 
this  form  of  treatment  for  the  alcoholic  was  very 
effective.  Both  in  Australia  and  New  Zealand,  any- 
one refusing  to  submit  to  a breathing  test  may  he 
fined  20  pounds.  They  feel  that  a blood  alcohol  level 
of  .03  per  cent  or  less  is  prima  facie  evidence  of  not 
being  under  the  influence  of  alcohol. 

In  the  Philippines.  I was  privileged  to  become 
acquainted  with  Doctor  Basilio  Valdes,  a former 
Surgeon  General  of  the  Philippines  as  well  as  Army 
Chief-of-Staff'  under  General  Douglas  MacArthur. 
His  remark  was  that  “alcoholism  is  on  the  increase 
in  the  Philippines.  As  the  tide  of  western  civiliza- 
tion spread  to  the  Orient  it  brought  with  it  alcohol- 
ism.” They,  too.  were  beginning  to  study  means  of 
controlling  it  in  their  country. 

That  our  neighbor  to  the  north  is  having  a 
problem  too  is  perhaps  an  understatement.  Doctor 
Andre  Boudreau,  Director  of  Medical  Services  on 
Alcoholism  for  Quebec  Ministry  of  Health,  said 
recentlv  : "Alcoholism  has  reached  almost  epidemic 
l)roportions  in  Canada.”  In  his  speech  to  a National 
Conference  on  Medical  Action  for  Mental  Health  he 
was  critical  of  the  general  practitioner,  psychi- 
atrist, organized  medicine,  and  hospitals  Iioth 
general  and  university  for  their  “lack  of  interest. 
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training,  knowledge,  availability,  patience  and 
action  towards  the  alcoholic  patient. "- 

A definition  of  alcoholism  would  seem  important 
here,  and  the  following  is  by  the  World  Health 
Organization  : 

“.\lcoho!ics  are  those  e.xcessive  drinkers  whose 
dependence  upon  alcohol  has  attained  such  a 
degree  that  it  shows  a noticeable  mental  dis- 
turbance or  an  interference  with  their  bodily 
and  mental  health,  their  interjjersonal  rela- 
tions, and  their  smooth  social  and  economic 
functioning  ; or  who  show  the  prodromal  signs 
of  such  develojiments.  They  therefore  retpiire 
treatment.” 

The  legal  definition  of  alcoholism  is  a diff’erent 
matter.  Here  we  must  deal  with  some  consistent  or 
measurable  evidence  that  will  hold  up  iu  court. 
While  this  differs  in  various  countries  of  the  world, 
as  well  as  in  the  various  states  of  the  U.S.A.,  it  does 
come  within  an  understandable  amount.  Thus,  con- 
centration in  the  blood  may  he  e.xpressed  as  a per 


Table  1 


Alcohol 

Consumed 

Blood 

Concentration 

Symptoms 

2-3  ounces  wfiisky. 

or  4 twelve-ounce 

Depresses  centers  of  in- 

bottles  beer  (not  an 

.059f 

hibition,  impairs  judg- 

unusual  amount  to 
be  imbibed  at  one 
time) 

ment. 

Depresses  motor  and 
sensory  areas.  Drinker 
begins  to  stagger,  has 
poor  co-ordination,  fum- 

5-6  ounces  wbiskv 

bles  with  keys,  shows 

or  8 bottles  beer 

.1% 

telltale  thickness  of 
speech.  Has  feeling  of 
stimulation,  but  this  is 
false,  since  his  inhibi- 
tions and  judgment  are 
impaired. 

Disturbs  entire  motor 
area  controlling  emo- 
tions and  behavior. 

10  ounces  whiskey 

Drinker  needs  help 

or  4 quarts  beer 

.2% 

walking  or  removing 
clothing,  is  extremely 
emotional. 

Depresses  deeper  centers 
of  brain.  Drinker  be- 

1 pint  whisky  or 

comes  stuporous,  no 

6 quarts  beer 

.3% 

sense  of  what  is  going 
on  around  him,  totally 
helpless. 

Suppresses  whole  per- 

IjZ  pints  whisky  or 

ceptive  areas  of  brain 

9 quarts  beer 

.4%-.5% 

and  deep  centers,  result- 
ing in  coma. 

Death  by  paralysis  of 

1 quart  whisky 

.6% -.7% 

respiratory  and  cardiac 
centers. 

continued  on  next  page 
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cent  by  considering  the  nnniber  of  drops  of  alcohol 
in  each  1000  drops  of  a person’s  blood.  For  example 
10  drops  of  alcohol  in  1000  drops  of  blood  would  be 
10  1000  or  1/100  or  1 per  cent.  One  drop  of  alcohol 
in  1000  drops  of  blood  would  be  a concentration  of 
0.1  per  cent ; 2^  drops  would  be  0.25  per  cent  and 
so  on.  (Tables  1 and  2) 


Table  2 


.■\SPECTS  OE  .ALCOHOLISM 

.Apparent  consumption  of  alcohol*  in  certain 
by  the  population  aged  13  years  and  over  (last 
year  in  each  country)  : 

countries 

available 

Country 

Year 

Liters  per 
Capita 

France  

1955 

25.72 

Italy  

1960 

13.26 

Switzerland 

1950-55 

10.85 

.Australia  

1960-61 

9.66 

Xew  Zealand 

1960 

9.03 

Germanv  (West)  

1960 

8.84 

Belgium  

1960 

8.48 

U.S.A 

1962 

7.99 

Canada  

1961 

7.23 

Hungary  

1954 

7.00 

Peru  

1957 

6.55 

United  Kingdom 

1960 

6.16 

Poland  

1959 

5.58 

Denmark  

1959 

537 

Sweden 

1959 

4.98 

Germany  ( East)  

1960 

4.60 

Ireland  

1959 

4.15 

Israel  

1959 

3.68 

Xorwav  

1960 

3.45 

Finland 

1960 

3.33 

Xetherlands  

1958 

3.19 

*As  contained  in  distilled  spirits,  wine  and  beer. 

Efron  and  M.  Keller,  Selected  Statistical  Tables  on 
the  Consumption  of  Alcohol,  1850-1962,  and  on  Alcoholism, 
1930-1960,  Rutgers  Center  of  Alcohol  Studies,  Xew  Bruns- 
wick. X.  J.,  1963,  page  10. 

Copenhagen  in  Denmark  has  greatly  decreased 
its  accident  rate  in  automobiles  by  lowering  the 
blood  level  of  intoxication  to  0.05  per  cent.  Medical 
examination  and  chemical  tests  are  compulsory  in 
that  country.  (Fig.  1) 
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Sweden  is  a bit  more  liberal,  however.  If  a motor 
vehicle  is  driven  by  a person  with  blood  alcohol 
above  0.15  per  cent,  the  penalty  is  jail  for  up  to  one 
year  or  a fine  of  not  less  than  25  days  of  his  income 
and  his  driving  license  is  suspended  for  not  less  than 
one  year.  If  his  blood  level  is  0.05  per  cent  or  above, 
he  is  jailed  for  not  exceeding  6 months  or  a fine  of 
not  less  than  10  days  of  his  income  and  he  probably 
will  lose  his  license  for  from  two  months  to  one  vear. 


Alcoholism  in  the  U.S.A. 

That  we  have  a problem  of  alcohol  here  in  the 
U.S..A..  is  an  understatement.  It  has  reached  major 
proportions  and  is  increasing  with  little  if  anvthing 
lieing  done  about  it. 

In  the  March  30th  issue  of  the  .AMA  X^ews,  it 
was  reported  on  the  front  page:  “Consumption  of 
distilled  spirits  in  the  U.S.A.  in  1962  reached  an 
all  time  high  of  254  million  gals.,  a 5(/:  increase  over 
1961  total  of  240  million  gals.  It  was  the  8th  con- 
secutive year  in  which  the  national  rate  of  consump- 
tion increased.”  I might  add  that  the  liquor  bill  in 
1963  reached  12  billion  dollars  (Fig.  2). 


IS  ALCOHOLISM 
ON  THE  INCREASE? 

Estimated  Incidence  per  100,000  Adult  Population# 


500 
1910 

Ratio, 
male  2 
to  oo 
female 


1920 


1930  1940  1950  I960* 

1945  1956 


in  ir>  flo 

m in  in 


Fig.  2 


In  announcing  the  formation  of  the  committee, 
Secretarv  of  Health,  Education  and  M’elfare 
.Anthony  Celebrezze  said,  “.Alcoholism  is  one  of  our 
greatest  imblic  health  problems.  It  causes  untold 
damage  to  the  victim,  his  family,  and  the  nation's 
productivity.  The  problem  is  old,  the  solutions 
nearlv  non-existent.  I have,  therefore,  directed  this 
committee  to  recommend  to  me  a cohesive  and 
workable  jirogram  witbin  HEW  to  see  if  we  can 
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reduce  the  growing  nunil)er  of  alcoholics  in  this 
country." 

The  De])artment  estimates  that  there  are  about 
5 million  victims  of  alcoholism  in  the  United  States 
today  and  that  about  200,000  new  cases  occur  annu- 
ally. The  Department  is  spending  nearly  $4  million 
annually  on  research  and  rehabilitation  efforts  to 
reduce  alcoholism.'^  These  figures  may  either  startle 
you  or  they  may  he  old  stuff  and  familiar  to  you  or 
only  of  academic  interest ; hut  they  are  significant 
and  sobering. 

This  self-induced  affliction  is  striking  our  citi- 
zenry in  the  prime  of  life,  their  most  jiroductive 
years.  It  has  been  widely  circulated  that  1 in  20  of 
our  population  over  21  are  alcoholic,  and  1 out  of 
every  1 3 men  over  20  is  an  alcoholic  ( Fig.  3 ) . 


Alcoholism  is  a top  health  problem  today.' 


4%  miilion  mea 

% miltion  women.* 


Only  cardiovascular  fy  and  mental  disorders  outrank  it  in  incidence. 

There  are  an  estimated  5 million  alcoholics  (0)  [ t"  •' | in  the  U.  S.. 


One  of  every  13  men  aged 
20  or  over  is  an  alcoholic.* 


toout  2 miilion  job-holders,  3%  of  the 
entire  industrial  force,  are  alcoholics.* 
Some  200, (XK)  new  cases  arise  annually. 


Alcoholism  may  be  charKterited  as,  ''...a  chronic  behavioral  disorder  m«iifested  by  repeated 
drinking  of  alcoholic  beverages  In  excess  of  the  dietary  and  social  uses  of  the  community  and 
to  an  extent  that  interferes  with  the  drinker's  health  or  his  social  or  economic  functioning.”* 


Fig.  3 


Could  this  he  our  medical  blind  spot?  Is  there 
any  other  disease  so  prevalent  that  gets  so  little 
positive  medical  and  public  attention  and  support 
and  on  which  so  little  is  being  done  compared  to  the 
magnitude  of  the  problem  ? Is  there  any  product  so 
lethal,  yet  so  widely  advertised  and  protected  and 
subsidized?  What  would  have  happened  to  the 
cranberry  industry  if  such  a morhiditv  had  been  a 
casual  relationship  to  their  product  ? 

It  is  true  that  the  cities,  towns,  and  states,  as 
well  as  our  national  government,  receive  handsome 
income  from  this  product.  Yet  that  revenue  is  far 
exceeded  by  the  cost  of  care,  misery,  and  depriva- 
tion caused  directly  or  indirectly  by  this  ])roduct. 

Rhode  Island 

Let  me  give  you  a glimpse  into  Rhode  Island’s 
position  in  this  picture  as  portrayed  by  the  More- 
land Commission  on  the  Alcohol  Beverage  Control 
Law  (Table  3).  According  to  the  Department  of 
Business  Regulations  — Liquor  Control  Division’s 
21st  Annual  Report  — January.  1964,  there  were 
1(S88  retail  licenses  of  all  types  in  our  State  of 
Rhode  Island.  The  total  revenue  in  1963  was 


Table  3 


R.  I.’s  R.\NK  ORDER 

OF  ST.ATES 

Gal.  US 

Rank 

RerCaf  Avg. 

Consumption  of  ale.  in  pop.  over 

15  yrs.  of  age;  distilled  spirits 

21st 

1.85  1.99 

Consumption  of  ahsol.  ale. 

11th 

2.37  2.11 

No.  of  persons  per  lieense 

6th 

483 

Rate  1st  mental  hospital  adm. 

6th 

23.6/100,000 

Rate  of  aleoholism 

3rd 

5,913/100,000 

$4,547,664.18.  No  less  than  17,567,921  gallons  of 
malt  beverages  were  sold  along  with  1,098,434  gal- 
lons of  wine  and  1,264,287  gallons  of  liquor.  The 
city  with  the  lowest  per  cajiita  income.  Central  Falls, 
has  the  most  lit|Uor  outlets  per  population,  1 for  287 
— 69  in  19,858  population.  Pawtucket  had  1 for 
460;  Providence.  1 for  421;  average  in  state. 
1 for  490. 

Consumption  of  alcoholic  beverages  and  tax 
receipts  therefrom  in  Rhode  Island  are  shown  in 
Table  4. 


Table  4 


1962  1963 

Per  capita  consumption  (gallons) 

Beer 20.09  20.43 

Spirits 1.439  1.470 

Wine 1.246  1.278 

Revenue  (Millions  of  dollars) 

State  $3.16  million  $3.23  million 

Towns 1.32  1.32 

Total  $4.48  million  $4.55  million 


During  the  past  12  years  of  its  existence,  the 
Division  of  Alcoholism  has  spent  over  $1  million 
to  treat  5,490  patients  of  whom  84.8  per  cent  or 
4,651  were  men  and  15.2  per  cent  or  839  were 
women.  These  patients  made  a total  of  97,088  visits 
or  17.7  per  person.  The  average  number  of  persons 
served  by  the  Clinic  personnel  each  year  since  1951 
was  1,444.  In  1962,  10,011  patient  visits  were  made 
while  in  1961  it  was  7,699  (Table  5 ) . 

Note  especially  a major  drop  in  number  of  con- 
tacts for  dryouts  (1,215).  This  was  due  to  the 
inauguration  of  a medical  regimen  which  made  a 
stay  of  1 day  the  nsual  experience  in  1963  — con- 
trasted with  an  average  of  between  2-3  days  in  1953. 
This  dropped  shar|4y  by  1954  — reduced  further 
over  the  years  because  of  the  drug  therajiy  program. 
Note  that  the  drop  of  760  in  Group  Therapy  con- 
tacts at  the  Adult  Correctional  Institute  results 
from  making  Group  Therapy  there  purposeful. 

The  gain  in  individual  psychiatric  contacts  and 
Group  Therapy  attendance  in  the  Clinic  in  1963 
over  1953  represents  a reaching  out  to  the  commu- 
nity — and  the  planning  of  a better  balanced 
treatment  program  geared  to  meet  the  need  of  the 

continued  on  next  page 
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Table  5 


1963 

19S3 

Increase 
63  over 
53 

Decrease 
63  over 
53 

Group  Therapy  (all) 

At  Clinic  

2,544 

1,914 

630 

Adult  Corn.  Inst. 

283 

1,043 

760 

Mental  Health  Inst.  

97 

142 

45 

ludhidual  Psychotherapy 

.■\t  Clinic 

2.204 

1.588 

616 

Adult  Corr.  Inst 

34 

41 

7 

Mental  Health  Inst 

855 

590 

265 

Social  Work 

At  Clinic 

. 1.334 

1,034 

300 

Mental  Health  Inst. 

394 

12 

382 

.Adult  Corn.  Inst 

63 

63 

Other  - 

..  114 

114 

Physical  Exams 

170 

362 

192 

Dry  Outs  

507 

1,722 

1.215 

Misccllaucous  

463 

336 

127 

Relative  Contacts 

Psychiatric 

20 

27 

7 

Social  Worker 

233 

171 

62 

9.252 

9.045 

4-2.496 

-2.289 

individual  jiatient  — especially  through  the  use  of 
more  individual  contacts. 


A Public  Health  Problem? 

It  has  been  estimated  according  to  the  Jellinek 
Formula  that  there  are  over  30.000  alcoholics  in 
Rhode  Island.  As  to  marital  status,  one-third  of  all 
jjatients  treated  each  year  were  reported  as  married 
and  living  with  spouse  (35.4  per  cent  men  — 39.9 
])er  cent  women).  Twice  as  many  single  men  were 
treated  as  compared  to  women  ( 28.5  per  cent  men 
— 13.5  per  cent  women).  The  median  age  group 
for  the  entire  ]:)eriod  was  in  the  middle  40’s.  Lately, 
however,  this  has  decreased  so  that  the  numher  of 
men  under  30  has  doubled. 

The  referrals  to  the  Clinic  are  mainly  from  the 
Alental  Health  Institute.  Public  Assistance.  Courts, 
and  Probation.^ 

“One  thing  is  certain,  state  alcoholism  programs 
are  horn  against  resistance,  live  surrounded  by  hos- 
tile and  threatening  forces,  and  only  continue  to 
survive  by  a constant  interest  and  effort.  In  the 
uphill  struggle  for  the  creation  of  state  alcoholism 
efforts,  three  attempts  have  fallen  by  the  wayside. 
Death  by  budget  strangulation  was  the  fate  meted 
out  in  Wisconsin  in  1955.  in  Kansas  in  1956.  and  in 
Tennessee  in  1959.  The  reasons  were  not  obvious, 
for  all  three  were  permitted  to  function  in  the  major 
areas  of  treatment,  research,  and  education.”'’ 

As  our  Clinic  continues  to  grow  under  new 
leadership,  we  are  hopeful  that  education  and 
research,  the  other  two  important  functions  of  our 
Division,  may  also  he  more  fruitful  and  ])roductive. 
.Much  remains  to  l)e  done  for  the  alcoholic,  hut  this 
disorder  cannot  and  will  not  he  eliminated  hv  treat- 
ment. The  only  way  to  eradicate  it  is  to  prevent  it. 


and  this  is  where  our  entire  program,  not  only  in 
Rhode  Island  hut  elsewhere,  is  lacking. 

M'e  do  not  yet  know  of  any  absolute  method  of 
prevention,  unless  it  be  total  individual  abstinence  ; 
and  this  is  not  within  the  realm  of  ])Ossihilitv  at  this 
time,  nor  has  it  been  at  any  time  in  the  past. 

Vi' hat  Can  and  Should  Be  Done 

1.  Reactivate  the  M'orld  Health  Organization 
Committee  on  .-Mcohol.  inactive  since  the  death 
of  Doctor  Jellinek  last  year. 

2.  .Stimulate  an  interest  in  uniform  laws  and  regu- 
lations covering  alcohol  sales  and  advertising, 
and  in  law  enforcement  for  infraction  of  these 
laws. 

3.  Reduce  driving  while  under  the  influence  hv 
lowering  the  allowable  percentage  of  alcohol 
concentration  in  the  blood  from  0.15  per  cent  to 
0.08  per  cent  or  0.05  per  cent. 

4.  Enforce  existing  laws  without  benefit  of  fi.xes 
covering  driving  under  the  influence  and  j^os- 
session  of  illegal  stills. 

5.  Educate  with  scientific  facts  at  the  Junior  and 
Senior  High  School  level  by  including  such 
material  in  the  curriculum.  ( Scientific  facts  are 
not  enough  for  young  people.  Parental  guidance 
and  peer  example  are  powerful  influences  that 
must  be  utilized  in  this  grave  problem,  i 

6.  Control  advertising,  especially  on  T\’and  radio. 

7.  .Support  legislators  who  oppose  liquor  adver- 
tising and  commercials  on  T\'. 

8.  Keep  the  public  informed  as  to  the  increasing 
volume  of  scientific  facts  about  alcohol  and  its 
effects  on  the  body. 

9.  Deglamorize  drinking  with  a code  of  ethics 
similar  to  that  recently  established  by  the 
tobacco  industry. 

10.  Make  everv  effort  to  reduce  liquor  outlets  in 
our  State,  especially  in  areas  of  decreased 
income. 

1 1 . Recognize  areas  of  local  option  and  protect  the 
rights  of  the  majority  in  these  areas. 

12.  Provide  seminars  and  study  groups  for  various 
organizations  with  a vital  interest  in  this  grow- 
ing problem  of  alcoholism. 

1 3.  Reduce  teenage  drinking  by  strict  chaperoning 
of  their  parties.  Issue  different  colored  driver's 
license  to  spot  those  who  violate  the  drinking 
age. 

14.  Encourage  early  recognition  and  treatment  of 
the  problem  drinker  Iiefore  he  becomes  an 
alcoholic. 

15.  Control  the  drinking  of  those  on  relief  rolls  by 
reducing  income  to  the  spouse  who  is  drinking. 

16.  Provide  better  treatment  facilities  at  our  State 
Hospital  for  the  care  and  treatment  of  the 
alcoholic. 
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17.  Set  up  :i  Committee  for  Alcoholism  in  as.socia- 
tion  with  the  Rhode  Island  Aledical  Society  to 
study  the  imoblem  in  depth  and  to  advise  on 
legislation  and  control. 

Summary 

I find  from  my  long  experience  with  prohlem 
drinkers  that  they  are  treatable  in  spite  of  failures 
and  frustrations,  if  one  expresses  an  interest  in 
them  as  persons  and  learns  the  stresses  which  e.xist 
in  their  environment  and  in  their  interpersonal 
relationships.  If  we  could  know  what  is  going  on  in 
the  drinker's  life,  esj^ecially  when  he  begins  his 
drinking  episodes,  and  what  dynamics  are  activated 
by  his  environmental  and  inner  stresses,  we  could 
perhaps  predict  such  ei)isodes  and  theoretically  at 
least  take  measures  to  reverse  them. 

In  the  alcoholic,  every  psychological  and  psychi- 
atric disorder  is  encountered.  If  we  could  hut  under- 
stand this  and  treat  psychiatrically  the  underlying 
causes  in  each  individual  patient  with  a broad  thera- 
peutic approach,  then  this  could  he  a challenging 
new  frontier  for  psychiatry  in  the  ne.xt  decade. 

If  we  treat  the  patient  well  ])sychiatrically,  he 
will  not  have  to  treat  himself  alcoholically. 
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NECESSITIES  versus  LUXURIES 
The  ajipointment  by  the  governor  of  Xew  A’ork 
.State  of  a committee  to  study  and  report  on  the 
costs  of  hospitalization  is  a logical  step  in  the 
orderly  processes  of  government.  . . . Theirs  is  a 
gigantic  task.  They  must  weigh  social  values  as  well 
as  money  values.  They  must  explore  customs  as 
well  as  trends.  They  must  he  aware  that  there  can 
he  wastefulness  of  human  energies  and  skills  as  well 
as  wastefulness  of  materials.  . . . 

W’e  might  ho])e  that  during  their  deliberations 
the  members  would  keep  close  at  hand  the  national 
expenditures  for  health  necessities  and  luxury 
options  for  the  last  full  year  provided  by  the  Depart- 
ment of  Commerce : 

Hospitals  $ 6.2  billion 

Physicians . .^.3  billion 

Drugs  4.2  billion 

TOT.\L  $1.3.7  billion 

Liquor  $10.7  billion 

Tobacco  7.8  billion 

Cosmetics  6.2  billion 

T(  )TAL  $24.7  billion 

. . . E.xtracted  from  tbe  New  A’ork  State  Journal 
of  Medicine  of  July  15,  1964 
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LEFT  ATRIAL  MYXOMA  PRESENTING  AS  MITRAL  STENOSIS 

— A Case  Report  — 

Raymon  S.  Riley,  m.d.;  Andrew  Platthy,  m.d., 

AND  Lester  L.  Vargas,  m.d. 


The  .\uthors : Raymon  S.  Riley,  M.D.,  Fcllon’  in 
Cardiology* ; Andrezv  Platthy,  M.D.,  Assistant  Path- 
ologist; Lester  L.  Vargas,  M.D.,  Surgeon-in-Chief, 
Department  of  Surgery,  and  Director,  Cardiac  Surgery 
and  the  Cardiovascular  Surgical  Research  Laboratory 
— Rhode  Island  Hospital,  Providence.  R.  I. 


Although  uncommon,  primary  cardiac  neo- 
plasms  have  attracted  increasing  attention 
because  of  their  ability  to  mimic  more  common 
heart  disorders  and  their  curability  with  open  heart 
surgery.  Following  is  the  report  of  a patient  who 
had  a left  atrial  myxoma  successfully  removed. 

R.I.H.  705943.  In  ?^Iay.  1963,  the  patient,  a 
38-year-old  housewife,  was  seen  for  evaluation  of  a 
heart  murmur.  There  was  no  history  of  rheumatic 
fever.  The  patient  had  always  been  well  and  had  no 
cardiac  symptoms  during  three  full  pregnancies, 
12,  9,  and  4 years  before.  In  November,  1962,  she 
began  to  experience  dyspnea,  a tightening  retro- 
sternal sensation  and  palpitations  after  climbing  one 
flight  of  stairs  relieved  in  five  minutes  Iw  rest.  Also 
on  two  occasions  there  was  accompanying  light- 
headedness. Underlying  these  complaints  was 
general  fatigue.  These  symptoms  had  persisted  and 
perhaps  slightly  increased  at  the  time  of  her  eval- 
uation. There  was  no  cough,  hemoptysis,  edema, 
change  in  weight  or  chest  pain. 

Physical  examination  revealed  an  attractive 
woman  in  no  distress.  Blood  pressure  was  109 
systolic  and  64  diastolic,  pulse  80  and  regular.  The 
teeth  were  carious.  Lungs  were  clear.  Cardiac  exam- 
ination revealed  the  PM  I at  2 cm.  lateral  to  the  mid- 
clavicular  line  in  the  5th  intercostal  space ; the  first 
sound  at  the  apex  was  accentuated  as  was  the  second 
sound  in  the  pulmonic  area ; a Grade  1 1 1/6  holodia- 
stolic  murmur  and  an  opening  snap  were  heard  at 
the  a])ex.  Liver  and  spleen  were  not  enlarged,  and 
there  was  no  ])eripheral  edema. 

The  electrocardiogram  showed  a normal  sinus 
rhythm.  The  P waves  were  notched  in  I and  II  and 
hiphasic  in  V-l.  The  frontal  electrical  axis  was 
vertical.  A prominent  R wave  was  noted  in  \"-L 

*\Vork:  carried  out  while  a recipient  of  a Grant  from  the 
Rhode  Island  Heart  .Association. 


Cardiac  x-ra\-  studies  with  barium  swallow 
showed  left  atrial  enlargement,  prominence  of  the 
pulmonary  outflow  tract  and  minimal  pulmonary 
congestive  changes. 

The  diagnostic  impression  was  rheumatic  heart 
disease  with  mitral  stenosis.  Because  of  the  progres- 
sion of  symptoms  the  patient  was  felt  to  he  a candi- 
date for  mitral  commissurotomy.  Digitalization  was 
carried  out  without  any  definite  effect  on  symptoms. 

On  October  23.  1963,  the  patient  was  brought  to 
the  operating  room,  the  plan  l)eing  to  perform  an 
open  mitral  commissurotomy.  Utilizing  a pump 
oxygenator  the  right  atrium  was  opened.  It  was 
noted  that  the  fossa  ovalis  membrane  was  tense  and 
hard.  The  interatrial  septum  was  incised  revealing 
a large  glistening,  tan  gelatinous  tumor  in  the  left 
atrium.  The  tumor  arose  from  a stalk  which  was 
attached  to  the  rim  of  the  fossa  ovalis.  The  depend- 
ent portion  of  the  mass  extended  toward  the  mitral 
annulus.  The  mitral  valve  was  normal. 

The  surgically  removed  tissue  (Fig.  1 ) was  rep- 
resented by  three  pieces,  which  formed  parts  of  a 
large  polypoid,  smooth-surfaced  mass.  The  largest 
piece  measured  8 cm.  in  diameter.  The  tissue  was 
gelatinous,  hut  resilient  on  palpation,  semi-translu- 


Fig.  1 

cent  yellow  or  tannish  in  color,  and  mottled  with 
irregular  hemorrhages.  The  cut  surface  was  homo- 
geneous, wet  and  slimy. 

The  microscopic  examination  (Figs.  2,  3)  re- 
vealed a pale  eosinophilic,  finely  granular  and 
fibrillar  ground  substance,  which  became  condensed 
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at  the  periphery  and  covered  hy  single  layered,  flat 
cells  of  endocardinin.  In  the  ground  substance,  small 
foci  of  accinnnlated  inncns  were  present  which  con- 
tained clusters  of  epithelial-like  cells.  The  cells 
resembled  young  endothelial  cells  or  mesothelial 
cells.  Their  nnclei  were  oval  and  stijjpled  with  coarse 
chromatin.  Variation  in  the  nuclear  size  was  prom- 
inent, hnt  mitotic  activity  was  absent.  The  ahnndant 
cytoplasm  was  amphophilic  and  contained  within 
indistinct  cell  borders.  'J'he  occasionally  formed 
gland-like  structures  either  contained  mncns  or  red 


Fig.  2 


cells.  Those  with  the  red  cells  represented  definite 
vessels.  The  mncns  was  an  acid-mncopolysaccha- 
ride  and  was  digestible  with  hyalnronidase.  There 
were  also  large  vessels  seen.  Foci  of  hemorrhage, 
hemosiderin  pigment  and  aggregates  of  chronic 
inflammatory  cells  were  noted. 

The  patient  had  an  uncomi)licated  postoperative 
course  and  was  discharged  on  the  nineteenth  hos- 
pital day.  Five  months  after  surgery  the  patient  felt 
well  with  no  limitation  of  activity.  Of  interest  was  the 
change  in  F waves  noted  on  the  first  postoperative 
day  ( Fig.  4).  An  electrocardiogram  in  April,  1964, 
showed  subsidence  of  right  ventricular  preponder- 
ance. Cardiac  x-rays  showed  reduction  in  heart  size 
and  in  particular  the  left  atrium  was  smaller. 


Fig.  4 


Discussion 

Primary  cardiac  neoplasms  are  reported  as  occur- 
ring in  0.03  to  0.05  per  cent  of  unselected  autopsies. 
In  one  center  in  600  operations  for  mitral  stenosis 
three  left  atrial  myxomata  were  discovered.’  Car- 
diac neoplasms  described  have  included  my.xoma, 
sarcoma,  angioma,  rhabdomyoma,  fibroma,  and 
hamartoma.  Myxomata  comprise  fiftv  per  cent  of 
these  tumors  ; they  occur  almost  exclusively  in  the 
atria,  three-epiarters  in  the  left  atrium.  Almost  all 
are  attached  to  or  overlying  the  fossa  ovalis  or 
its  rim. 

The  histology  of  the  present  case  was  identical 
with  the  microscopic  appearance  of  the  myxomata 
described  in  the  literature.  The  old  controversy 
(myxomata  versus  organized  blood  clots)  seems 
to  be  settled  in  the  literature,  recognizing  that  in  the 
absence  of  cardiac  disease,  which  may  predispose  to 
blood  clot  formation,  these  tumors  represent  new 
growths.  Their  exact  origin  is  debatalde,  however. 

Atrial  myxomata  have  been  reported  in  patients 
ranging  in  age  from  newliorn  to  70  years  with  peak 
incidence  between  30  and  60  years.  In  some  collec- 
tive reviews  of  the  literature  a female  preponder- 
ance has  been  noted.  At  the  time  of  diagnosis,  either 
at  surgery  or  autopsy,  cardiac  symptoms  have  been 
present  usually  two  to  four  years  but  frequently 
less  than  one  year.  One  of  the  clinical  features 
usually  present  is  the  unrelenting  progression  of 

continued  on  next  page 
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symptoms  in  spite  of  good  medical  management. 
Lack  of  a history  of  rheumatic  fever  is  not  particu- 
larly heli)ful  in  diagnosis  since  only  about  one-half 
of  patients  with  rheumatic  heart  disease  have  such 
a history.  Right  atrial  myxomata  are  most  fre- 
quently diagnosed  as  tricuspid  stenosis  or  constric- 
tive pericarditis.  1-eft  atrial  myxomata  usually 
imitate  mitral  stenosis  and  less  frequently  mitral 
regurgitation. 

Both  right  and  left  atrial  tumors  share  the  ability 
to  cause  intermittent  atrioventricular  valve  obstruc- 
tion. Syncope,  lightheadedness  and  dyspnea  on 
changing  position  as  well  as  varying  heart  murmurs 
are  cited  as  hallmarks  of  intracardiac  tumors.  In  a 
review  of  65  cases  of  atrial  myxomata.  Campeau 
and  David-  found  that  jjostural  symptoms  occurred 
in  only  one-fifth ; embolic  episodes  were  the  most 
common  feature  being  present  in  over  two-fifths  of 
the  cases.  The  emboli  consist  of  tumor  or  clot  over- 
lying the  tumor.  In  several  instances  the  diagnosis 
has  been  made  after  discovery  of  the  myxomatous 
peripheral  embolus. ^ Among  the  cases  described 
have  been  aortic  saddle,  popliteal,  and  cerebral  em- 
boli. In  the  review  of  David  and  Campeau.  of  45 
patients  with  left  atrial  myxomata.  19  had  clinically 
recognizable  peripheral  emboli.  15  of  which  were 
cerebral.  Autopsy  findings  have  included  in  addi- 
tion. renal.  ])ulmonary.  and  central  retinal  artery 
emboli.  Peripheral  emboli  in  i)resumed  mitral 
stenosis  with  normal  sinus  rhythm  is  cited  as  a 
helpful  clue  in  the  diagnosis  of  atrial  tumors  ; emboli 
may  occur  in  rheumatic  mitral  stenosis  in  normal 
sinus  rhythm,  but  this  is  very  uncommon. 

Of  interest  is  the  association  of  systemic  symp- 
toms with  atrial  myxomata.  Anemia,  fever,  increased 
blood  sedimentation  rate,  and  hypergammaglobuli- 
nemia have  been  described  in  patients  ultimately 
proven  to  have  intracardiac  myxomata.*’  In  one 
reported  case  of  left  atrial  myxoma  Raynaud’s  phe- 
nomenon was  the  presenting  sym])tom.’  In  several 
case  reports  the  presence  of  heart  failure,  changing 
heart  murmurs,  fever,  and  anemia  have  led  to  the 
diagnosis  of  bacterial  endocarditis  in  patients  sub- 
sequently found  to  have  atrial  myxomata. 

.A.S  would  be  expected.  f)bstruction  of  the  mitral 
valve  by  tumor  leads  to  jtulmonary  congestion.  Dys- 
pnea on  exertion,  paroxysmal  nocturnal  dyspnea, 
orthopnea,  cough  and  hemoptysis  have  been  fre- 
quent symptoms  in  left  atrial  tumors.  Peripheral 
edema  is  noted  with  right  atrial  lesions  as  well  as 
intermittent  right  iqjper  quadrant  pain  presumably 
due  to  hejxatic  congestion.  Although  not  as  common 
as  peripheral  emboli,  postural  symptoms  are  fre- 
quent, occurring  in  eighteen  per  cent  of  the  patients 
studied  by  Cam])eau  and  David.  Sudden  dyspnea  or 
a fall  in  blood  pressure  after  turning  in  bed  and 
dvspnea  when  standing  but  not  when  lying  flat 
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have  been  noted. 

Change  in  the  quality  of  the  heart  murmurs  has 
been  a prominent  finding.  Commonly  there  is  varia- 
bility with  change  in  position.  There  may  be  a 
diiiference  in  the  ease  with  which  murmurs  may  be 
heard  from  one  examination  to  the  next.  Systolic 
and  diastolic  murmurs  or  both,  have  been  noted,  and 
left  atrial  tumors  may  produce  auscultatory  findings 
ty])ical  of  mitral  stenosis. 

Phonocardiographic  studies  in  three  cases  of  left 
atrial  myxoma  showed  slight  atypicality  of  findings 
initially  thought  to  be  quite  consistent  with  mitral 
stenosis.  These  included  variation  in  the  intensity  of 
the  diastolic  murmur,  a high-pitched  early  diastolic 
murmur  with  no  presystolic  accentuation  while  in 
normal  sinus  rhythm  and  a third  sound  which  was 
not  really  snapping.  In  two  of  the  cases  a typical 
ojJening  snap  was  heard  and  the  QSl  and  S20S 
intervals  were  in  keeping  with  rather  severe  mitral 
stenosis,  the  QSl  interval  returning  to  normal  after 
surgery.® 

Electrocardiographic  changes  are  common  in 
rejtorted  cases  of  left  atrial  myxomas.  Usually  there 
are  one  or  more  features  commonly  observed  in 
mitral  stenosis.  These  include  P-wave  changes, 
right  axis  deviation  and  right  ventricular  hyper- 
trophy. In  the  report  of  Campeau  and  David. 
P-wave  abnormalities  and  right  ventricular  hyper- 
trophy were  noted  in  fifty  per  cent,  and  in  twenty 
per  cent  left  atrial  enlargement  was  the  only  find- 
ing. In  the  case  presented  the  P-wave  abnormalities 
were  not  ])resent  on  the  day  after  surgery,  presuma- 
blv  because  left  atrial  wall  distention  was  relieved  by 
removal  of  the  space  occupying  lesion. 

Cardiac  x-ray  studies  and  fluoroscopy  may  show 
changes  typical  of  rheumatic  mitral  disease.  There 
mav  be  a disparity  between  the  degree  of  pulmonary 
congestion  and  the  heart  size  with  little  or  no  left 
atrial  enlargement.  In  one  instance’’  there  was 
pulmonary  vascular  congestion  in  only  one  lung 
thought  to  Ije  due  to  selective  obstruction  of  some 
but  not  all  of  the  orifices  of  the  pulmonary  veins. 

Cardiac  catheterization  has  been  helpful  in  sug- 
gesting the  presence  of  atrial  tumor.  A mass  filling 
the  left  atrium  may  interfere  with  closure  of  the 
mitral  valve  during  ventricular  systole  and  compro- 
mise atrial  filling  during  diastole.  An  early  promi- 
nent wave  in  the  wedge  tracing  consistent  with 
mitral  regurgitation  has  been  noted”'’*’  without 
other  evidence  of  this  lesion.  The  giant  waves 
are  due  to  the  restricted  space  available  for  atrial 
filling.  Increased  left  atrial  pressure  with  a diastolic 
gradient  across  the  mitral  valve  has  been  noted. 
Increased  pulmonary  capillary,  right  ventricular, 
and  pulmonary  artery  pressures  may  occur. 
\"arying  pressure  levels  in  the  right  heart  chambers 
are  characteristic  and  presumably  due  to  changes 
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in  tumor  position.  Riglit  atrial  tumors  may  cause  a 
gradient  suggesting  tricuspid  stenosis  or  ventricu- 
larization  of  the  atrial  ])ressure  curve  consistent 
with  tricuspid  regurgitation. 

Cineangiocardiography  may  he  diagnostic  of 
intra-atrial  tumors  hy  demonstrating  a filling  defect 
in  the  atrium.  A large  left  atrial  thrombus  may  be 
mistaken  for  myxoma,  hut  the  former  have  some 
typical  features.  Thrombus  has  irregular  margins 
and  arises  near  the  junction  of  the  auricular  a])pen- 
dage  and  the  atrium  with  sparse  or  no  visualization 
of  the  auricular  appendage. ’’  Left  atrial  myxomata 
usually  attach  to  the  atrial  septal  wall  in  the  region 
of  the  fossa  ovalis,  and  the  attachment  may  he 
visualized.  Because  of  danger  of  dislodging  tumor 
fragments  during  transseptal  left  heart  catheteriza- 
tion, it  is  recommended  that  a right-sided  dye 
injection  he  made  first. 

The  most  common  way  of  diagnosing  left  atrial 
myxoma  is  discovery  at  surgery  for  presumed 
mitral  stenosis.  Early  attempts  at  removal  of  tumors 
at  closed  mitral  commissurotomy  were  unsuccess- 
ful.A more  recent  report  does  describe  the 
successful  e.xtrusion  of  a left  atrial  myxoma  during 
closed  commissurotomy. '■'  In  1955  Crafoord  re- 
])orted  the  removal  of  a left  atrial  myxoma  at  open 
heart  surgery,  and  since  then  several  reports  have 
described  the  surgical  treatment  of  these  lesions 
during  cardio-pulmonary  bypass. 

Following  are  listed  clinical  features  suggesting 
the  presence  of  intra-atrial  tumor  : 1 . Embolic  epi- 
sodes in  presumed  mitral  stenosis  in  normal  sinus 
rhythm  ; 2.  Postural  symptoms  ; 3.  Short  duration 
of  symptoms  which  are  progressive  with  good  treat- 
ment : 4.  Lack  of  history  of  rheumatic  fever ; 

5.  Syndrome  resembling  bacterial  endocarditis ; 

6.  \"ariations  in  intensity  and  quality  of  heart 

murmurs ; 7.  Unex])ected  characteristics  of  dia- 
stolic murmur  of  mitral  stenosis ; 8.  Finding  of 

murmur  of  mitral  stenosis  for  the  first  time  in  a 
])atient  in  severe  heart  failure  ; 9.  Relatively  rapid 
development  of  right  ventricular  hypertrophy  on 
electrocardiogram  ; 10.  Disj^arity  in  the  degree  of 

pulmonary  vascular  congestion  ; and  1 1 . Relatively 
mild  cardiac  enlargement  in  the  face  of  severe 
symptoms. 

Summary 

The  case  of  a 38-year-old  lady  with  presumed 
mitral  stenosis  found  at  open  heart  surgery  to  have 
a left  atrial  myxoma  was  presented  with  a discus- 
sion of  the  pathology  and  clinical  features  of  intra- 
atrial  tumors. 
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JOHN  F.  KENNEY  CLINIC  DAY 

Wednesday,  November  4,  1964 

Nurses’  Auditorium  THE  MEMORIAL  HOSPITAL  Pawtucket,  R.  1. 

Sponsored  by  The  Medical  Staff 

CLINICAL  SESSION,  8:45  A.M. 

8 :45  A.M. 

“Vascular  Complications  of  Disc  Surgerx” 

Michael  E.  Scal.\,  m.d..  Surgeon.  Department  of  Ortliopedics 

9:00  A.M. 

“Primary  Gonadal  Tumors  of  the  Mediastinum’’ 

Robert  W’.  Riemer,  m.d..  Surgeon,  Department  of  Surgery 

9:15  -MM. 

“Ten  Years  of  E.vchangc  Transfusions  at  Memorial  Hospital’’ 

Joseph  H.  Doll,  m.d..  Chief,  Department  of  Pediatrics,  and 

Pietro  Russo,  m.d..  Pediatric  Fellow 

9 :30  A.M. 

“Psychiatric  Referrals:  When  and  HoiV’ 

Laurence  A.  Sensem.an,  m.d..  Chief,  Department  of  Neuropsychiatry 

9 :45  A.M. 

“Memorial  Hospital  E.vpericncc  zoith  Pulmonary  Embolism” 

.•\lton  M.  Paull,  m.d..  Physician.  Department  of  INIedicine 

10  :00  A.M. 

“Small  Bozvel  Obstruction:  200  Consecutive  Operative  Cases” 

P.\UL  J.  ^I.  Healey,  m.d.,  Junior  .Assistant  Surgeon.  Department 
of  Surgery 

Coffee  Break  10:1 3 -10:30  A.M. 

Research  Session,  10:30  H.AL 

SYMPOSIUM  ON  TISSUE  TRANSPLANTATION 

10 :30  A.M. 

“Historical  Development  of  Transplantation” 

Richard  E.  \\'ilson,  m.d.,  .Associate  in  Surgery,  Peter  Bent  Brigham 

Hospital;  .Associate  in  Surgery,  Harvard  Medical  School 

11  .T5  A.M. 

“Current  Status  of  Renal  Transplantation  — Selection  of  Patients  and 

Pollozo  U p” 

|.  Hartwell  Harrison,  m.d.,  Urologist-in-Chief,  Peter  Bent  Brigham 

Hospital ; Clinical  Professor  of  Surgery.  Harvard  Aledical  School 

12  :00  xoo.x 

Discussion  Period 

Buffet  Lunch  12:30  P.M. 

NOTE:  This  program  has  been  approved  for  three  (3)  hours  of  credit 
bv  the  A)nerican  Academy  of  General  Practice. 

Editorials 


THE  DIRECTOR  OE  BUSINESS  REGULATION 
AND  SURGEONS’  EEES 


ON  June  8,  1964  the  Director  of  Business  Regu- 
lation of  the  State  of  Rhode  Island  after  ])ro- 
longed  and  attenuated  hearings  rendered  a decision 
on  the  filing  by  Rhode  Island  Aledical  Society 
Physicians  Service  for  certain  premium  increases 
in  ])lans  long  in  operation  and  for  proposed  pre- 
miums for  a new  plan  with  higher  income  limits. 
The  proposals  had  the  following  objectives. 

1 .  Provision  for  certain  new  benefits  under  Plans 
.\  and  B. 

2.  Conversion  of  the  schedule  of  indemnities  for 
all  plans  to  a national  relative  value  scale. 

3.  Provision  for  increased  e.xi)ense  to  the  c()ri)o- 
ration  due  to  increased  rate  of  utilization. 

4.  Establishment  of  a new  Plan  C having  higher 
income  limits  than  the  present  Plans  A and  B. 

5.  Provision  for  increases  in  ])ayments  to  physi- 
cians “partiallv  to  compensate  for  their  increasing- 
operating  costs.” 

Pursuant  to  the  adoption  of  a national  relative 
value  scale,  the  Professional  Services  Index 
( P.S.I. ) of  the  National  Association  of  Blue  Shield 
Plans  was  recommended. 

Certain  new  benefits  were  also  proposed.  Under 
Plan  A,  ])ayment  woidd  he  made  for  the  first  two 
days  of  in-hospital  medical  care  not  previously  cov- 
ered. In  addition,  under  all  plans  certain  oral  surgi- 
cal ( dental ) procedures  would  he  paid  for  on  a 
service  benefit  basis. 

It  was  pointed  out  that  the  present  Plan  A had 
become  operative  on  August  1,  1951  and  that  the 
schedule  of  indemnities  had  remained  substantially 
unchanged  since  that  time.  4'he  income  limits  were 
then  $2,400  for  individuals,  $3,000  for  husband  and 
wife,  and  $3,600  for  a family  of  three  or  more.  On 
March  1,  1960  the  income  limits  were  increased  to 
$2,800  for  individuals  and  $4,000  for  families  of  two 
or  more.  There  were  no  changes  in  the  fee  schedule. 
Thus,  the  income  limits  for  individuals  were  in- 
creased by  $400,  for  families  of  two  by  $1,000,  and 
for  families  of  three  or  more  by  $400.  In  substance, 
the  present  fee  schedule  for  Plan  A has  been  in 
effect  for  13  years  without  any  change  in  fees, 
during  which  period  the  income  limits  have  been 
substantially  increased. 


The  present  Plan  B fee  schedule  has  been  in 
effect  since  August  1,  1959,  and  has  remained 
nnchanged  during  this  period.  These  fees  were 
actually  originally  i)roposed  for  a family  income 
limit  of  $5,500 ; hut  this  was  voluntarily  increased 
to  $6,000  without  a corresponding  increase  in  fees, 
at  the  urgent  request  of  certain  subscriber  groups 
and  the  plan  administrators. 

The  medical  profession  has  strongly  supported 
the  service  benefit  jdiilosophy  in  the  past,  as  strik- 
ingly evidenced  by  the  fact  that  some  97  per  cent  of 
Rhode  Island  physicians  are  signatory  participants 
in  the  plan.  During  this  period  of  participation 
physicians’  costs  of  doing  business  have  been  rising, 
as  have  all  other  costs.  These  increased  costs 
involve  rent,  salaries,  business  and  professional 
insurance,  e(|ui])ment.  supplies,  transportation, 
telephones,  and  professional  society  memberships. 
It  was  pointed  out  to  the  Director  that  “Physicians 
are  certainly  not  immune  to  the  inflationary  pres- 
sures affecting  all  enterprises  and  individuals." 

In  presenting  the  new  fee  schedules  to  which 
many  hundreds  of  hours  of  work  had  been  devoted 
and  concerning  which  many  consultations  and  con- 
ferences with  administrators,  specialists,  and  gen- 
eral practitioners  had  l)een  held,  it  was  made  clear 
that  the  dual  purposes  of  increasing  fees  and  a start 
toward  conversion  to  a relative  value  schedule  could 
he  accomplished  simultaneously.  The  increase  in 
fees  applicable  to  certain  income  limit  groups  was 
clearly  justified  on  the  basis  that  physicians  should 
prudently  account  for  costs  applicable  to  given 
services  as  do  all  other  groups  or  individuals  in 
the  community. 

W ith  respect  to  Plan  C,  which  also  provided 
increases  in  niedical  and  maternity  benefits,  it  was 
felt  that  large  numbers  of  individuals  would  he 
covered  under  service  benefit  provisions  who  would 
normally  be  expected  to  pay  adequate  fees  for  the 
services  rendered.  Discussions  regarding  “average 
fees.”  “mean  fees,”  “going  rates,”  “above,”  “be- 
low,” “reasonable,”  and  the  like,  inevitably  become 
clouded  in  semantic  and  obfuscating  philosophical 
harangues  as  they  did  in  these  hearings.  The  fees  in 
Plan  C were  set  at  a level  that  the  great  majority  of 

continued  on  next  page 
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surgeons,  surgical  specialists,  and  anaesthetists  felt 
on  the  basis  of  their  exjierience  and  judgment  were 
aj)pr()priate  for  the  groups  covered  and  could  justify 
service  ])articipation.  Two  additional  factors  were 
constantlv  in  mind.  Evidence  was  at  hand  that  a 
S7.500  familv  income  limit  would  cover  80  jier  cent 
of  individuals  in  Rhode  Island.  Also  experience  in 
the  past  had  indicated  ( and  present  experience  con- 
firms this  judgment  with  a vengeance)  that  it  is 
extremely  difficult  to  alter  a fee  schedule  upwards 
once  it  is  in  operation.  There  was  little  disposition 
to  accept  a fee  schedule  for  this  plan  that  would 
involve  anv  contribution  by  the  profession,  since 
the  persons  involved  were  (piite  capable  of  paying 
for  the  services  rendered. 

The  method  ado])ted  for  conversion  to  P.S.I.  was 
one  described  by  Mine  Shield  authorities  in  1961 
when  this  relative  value  concept  was  originally 
proposed,  namely  a step-wise  conversion  with  no 
lowering  of  any  existing  fees.  It  was  pointed  out  to 
us  at  the  time  of  the  original  recommendation  that 
"it  is  not  to  he  ex])ected  that  any  index  such  as  the 
Professional  Services  Index  may  he  applied  in  its 
entirety  to  any  existing  fee  schedule  in  a single  step. 
To  do  so  would  he  to  seriously  disturb  the  relation- 
shi])s  of  many  individual  fees  which  locally  are 
higher  than  the  index  indicates  they  should  he.  . . . 
.■\11  fees  currently  used  which  are  in  excess  of  the 
fees  indicated  by  the  index  should  remain  at  their 
present  level."  It  is  difficult  to  understand  the  imj)!!- 
cations  of  immorality  and  guile  directed  at  this 
method. 

The  conversion  factors  proposed  in  the  filing  for 
I’lans  A and  B would  hold  the  appendectomy  fee. 
the  P.S.I.  standard,  at  the  present  level.  The  fees 
raised  would  provide  an  equitable  overall  percentage 
increase  in  dollar  gross  income.  Ample  evidence 
was  ])resented  at  the  hearings  to  indicate  that  the 
])roposed  fee  schedules  were  equitable  and  the 
increases  justified  on  the  basis  of  increased  costs. 

The  decision  of  the  Director  was  couched  in 
purely  political  terms.  There  had  been  ample  warn- 
ing to  the  profession  that  fee  increases  in  an  election 
year  would  he  ])olitically  im]X)ssihle.  In  a state  with 
biennial  elections,  however,  it  is  tantamount  to 
asserting  that  fee  increases  will  never  be  politically 
feasible. 

.•\t  any  rate  Plan  C was  disallowed  in  its  entirety, 
and  the  ])roposed  increases  in  Plans  A and  B were 
also  disallowed.  The  Director  stated  that  "there  is 
am])le  evidence  . . . that  the  proposed  Plan  C fees 
would  he  based  u])on  the  top  part  of  the  income 
range  covered  by  Plan  C.  rather  than  upon  the 
average  or  median  income  within  the  income  range." 
.Actually  the  great  weight  of  evidence  sui)ported  the 
former  view,  rather  than  the  latter.  Lack  of  interest 
in  a Plan  C is  now  so  general  in  the  profession  that 
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it  may  well  remain  a dead  issue. 

The  Director  further  stated  : "The  most  serious 
defect  in  the  filing,  however,  results  from  the  man- 
ner in  which  it  was  prejiared  in  so  far  as  revisions  of 
doctors’  fees  is  concerned.  The  study  made  by  the 
Professional  Advisory  Committee  of  Phvsicians 
Service  ap])arently  consisted  largely  of  meetings  of 
the  committee,  made  uj)  solely  of  physicians  supple- 
mented by  a single  meeting  of  the  committee's  chair- 
man with  designated  representatives  of  certain 
medical  specialties." 

Many  hours  of  informal  conversations  not  sus- 
cei)til)le  to  minute-taking  were  not  in  evidence,  but 
the  Director  was  well  aware  of  them  nevertheless. 
These  had  an  important  hearing  on  the  decisions  of 
the  committee.  Furthermore,  the  profession  does  not 
intend  to  have  laymen  a ])arty  to  its  fee  discussions. 

The  Director  then  stated  that  “the  testimonv  of 
the  chairman  of  the  P.A.C.  is  susceptible  to  the 
interpretation  that  the  committee  from  the  begin- 
ning had  in  mind  the  desiral)ility  from  the  point  of 
view  of  the  medical  profession  of  higher  fees."  This 
statement  is  entirely  correct.  He  then  added  the 
gratuitous  and  irrelevant  comment  that  " Phvsicians 
Service  was  not  intended  to  serve  as  a vehicle  to 
higher  fees  for  doctors.”  Yet  he  did  concede  that 
"there  was  am])le  and  uncontradicted  testimony"  to 
the  effect  "that  the  existing  fee  schedule  mav  he 
unfair  to  some  segments  of  the  profession.”  His 
conclusion  that  “some  fees  in  Rhode  Island  are  too 
high  and  ought  to  lie  reduced  in  order  to  permit 
others  to  be  raised"  is  not  in  any  sense  supported  bv 
evidence  in  the  filing  or  uncontroverted  testimony 
at  the  hearings.  To  lower  fees  long  established  by 
custom  in  this  State  and  found  accejitahle  by  the 
public  without  serious  difficulty  is  wholly  unaccept- 
able to  the  jirofession. 

.\t  this  writing  any  future  course  of  action  is  in 
doubt.  It  remains  a fact,  however,  that  certain 
surgical  specialties  would  be  seriously  affected  by 
the  lowering  of  selected  fees  as  proposed,  and  recent 
studies  are  highly  suggestive  that  the  same  serious 
effect  would  be  felt  in  general  surgerv.  It  has  long 
been  argued  by  some  that  no  higher  income  limit 
plans  should  be  countenanced,  until  the  feasibility 
of  raising  fees  within  the  jiresent  plans  has  been 
demonstrated.  There  is  much  to  commend  this  point 
of  view. 
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ALCOHOLISM  IN  RHODE  ISLAND 


PriiLisHKD  ELSEWHERE  ill  this  issiieof  the  Journal 
is  an  important  ])aper  hy  Doctor  Laurence  A. 
Senseinan  titled,  “Alcoholism  : A World  I’rohlem,” 
based  on  his  Arthur  H.  Ruggles  Oration  for  1964. 
I)esi)ite  the  far-ranging  scope  of  the  title,  the  most 
cogent  ohservations  in  this  jiajier  have  to  do  with 
the  serions  problem  existing  in  our  own  state. 

.Among  the  frightening  statistics  which  he  cpiotes 
are  the  yearly  per  capita  consnmi)tion  in  Rhode 
Island  of  20  gallons  of  beer.  1.4  gallons  of  sidrits, 
and  1.3  gallons  of  wine.  From  this  traffic  the  state 
and  local  governments  derive  no  less  than  $4.5 


million  in  revenue.  I he  trend  in  consumj)tion  is 
progressively  u])ward.  It  has  been  estimated  that 
there  are  30,000  alcoholics  in  the  state.  W e urge 
our  readers  to  iieru.se  carefully  the  contents  of 
this  ])aper. 

Xot  only  does  Doctor  Senseinan  give  a graphic 
picture  of  the  scope  of  the  jirohlem,  hut  he  outlines 
a comprehensive  program  for  control  of  this  serions 
di.sorder.  Certainly  his  suggestion  that  the  Rhode 
Island  Medical  Society  jiarticijiate  activelv  in  its 
jilanning  and  guidance  deserves  serious  considera- 
tion at  an  early  meeting  of  the  House  of  Delegates. 


CIVIL  RIGHTS  AND  THE  AMERICAN  MEDICAL  ASSOCIATION 


"Y^Ce  are  rightly  proud  of  the  aggressive  stand 
which  the  House  of  Delegates  of  the  Rhode 
Island  Medical  Society  took  last  year  in  the  matter 
of  civil  rights  in  organized  medicine.  We  feel  that 
the  resolution  presented  hy  our  delegate  to  the 
House  of  Delegates  of  the  American  Medical  Asso- 
ciation in  December  of  1963  at  Seattle  was  an 
important  factor  in  bringing  this  issue  to  the  fore, 
and  led  directly  to  the  action  taken  hv  that  bodv  in 
San  Francisco  in  June  of  this  year. 

For  the  interest  of  our  readers  we  reprint  below 
the  strongly  worded  resolution  passed  hy  that  body. 
We  hope  and  trust  that  the  principles  embodied 
therein  will  he  vigorously  and  generally  applied. 

Whereas,  There  is  no  basis  for  the  denial  to  any 
human  being  of  equal  rights,  privileges  and  respon- 


sibilities commensurate  with  his  or  her  individual 
capabilities  and  ethical  character,  regardless  of  race, 
color,  religion,  ethnic  affiliation,  or  national  origin; 
therefore  be  it 

Resolved,  That  this  House  of  Delegates  of  the 
American  Medical  Association  is  unalterably  opposed 
to  the  denial  of  membership,  privileges  and  respon- 
sibilities in  county  medical  societies  and  state  medical 
associations  to  any  duly  licensed  physician  because  of 
race,  color,  religion,  ethnic  affiliation,  or  national 
origin;  and  be  it  further 

Resolved,  That  this  House  of  Delegates  of  the 
American  Medical  Association  calls  upon  all  state 
medical  associations,  all  component  societies,  and  all 
individual  members  of  the  American  Medical  Asso- 
ciation to  exert  every  effort  to  end  every  instance  in 
which  such  equal  rights,  privileges  or  responsibilities 
are  denied. 


EMIGRATION  OF  CANADIAN  DOCTORS 


'^HE  A'm'  York  Times  of  Sunday,  August  2, 
1964,  carried  two  interesting  dispatches  reflect- 
ing on  the  problems  of  medical  practice  in  Canada. 
The  first  from  Regina,  Saskatchewan  reported  that 
that  province’s  experiment  in  socialized  medicine 
appears  to  the  average  citizen  to  be  working 
smoothly.  He  is  receiving  medical  care  when  he 
needs  it,  and  is  not  alarmed  hy  the  threat  of  the 
new  government  to  institute  a utilization  charge  in 
an  effiort  to  meet  the  soaring  costs.  The  Times 
reports,  however,  that  appearances  “hide  the  dis- 
content of  the  leaders  of  the  medical  profession." 
Physicians  predict  a deterioration  of  medical  care 
as  the  demand  for  service  increases.  In  the  mean- 
time the  exodus  of  physicians  continues.  Although 
the  total  number  of  doctors  in  the  province  (760) 
has  not  decreased,  fifty  per  cent  of  those  currently 
in  practice  have  arrived  there  in  the  past  two  years. 


The  total  number  is  not  exjiected  to  increase,  despite 
the  expected  increase  in  demand  for  services. 

The  second  item,  from  Toronto,  reports  on  the 
medical  “brain  drain”  to  the  Lhiited  States,  which, 
it  is  estimated,  is  the  equivalent  of  three  medical 
school  graduating  classes  each  year.  The  twelve 
Canadian  medical  schools  graduate  900  doctors  each 
year,  of  whom  300  move  iiermanently  to  the  United 
States.  The  loss  of  graduates  is  blamed  on  the 
inadequacy  of  funds  provided  for  research.  For 
every  $1  received  hy  a researcher  in  Canada,  his 
Ifnglish  counterpart  receives  $3  and  his  American 
counterpart  $20.  It  is  feared  that  if  the  drain  con- 
tinues it  will  he  difficult  to  maintain  high  standards 
of  medical  education  in  Canada. 

Where,  we  wonder,  did  those  doctors  from 
Saskatchewan  go  ? 


continued  on  next  page 
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EMIGRATION  OF  BRITISH  DOCTORS 


According  to  Medical  A^ezes,  a newspaper  for 
■ British  doctors.  169  graduates  of  medical 
schools  in  Great  Britain  and  Ireland  were  exam- 
ined during  196.1  for  a license  to  practice  medicine 
in  the  United  States.  This  compares  with  174  who 
took  the  examinations  during  1962.  In  the  1963 
group.  51  of  61  from  English  schools  were  success- 
ful : 26  of  32  from  Scottish  schools : four  of  five 
from  ^\’ales ; and  58  of  71  from  Ireland.  It  can  be 
assumed  that  anyone  taking  the  examinations 
intends  to  practice  in  America.  The  writer  con- 
cludes that  this  rate  of  loss  of  doctors  to  the  United 
States  represents  the  annual  output  of  two  large 
medical  schools.  Actually  this  indicates  rather  in- 
com])letely  the  scope  of  the  problem. 

In  March  of  1962  there  appeared  in  the  British 
Medical  Journal  a report  of  a study  by  Doctor  John 
Seale  which  reflected  more  fully  the  magnitude  of 
the  emigration.  According  to  Seale,  during  the 
period  1956-60.  1 .060  doctors  from  the  British  Isles 
registered  in  Australia,  184  in  New  Zealand.  749 
in  the  United  States.  1,071  in  Canada,  202  in  South 
Africa,  145  in  Southern  Rhodesia,  and  119  in 
Northern  Rhodesia.  He  concluded  that  "the  average 
of  over  6)00  registering  annually  in  these  countries 
alone  is  equivalent  to  a third  of  the  annual  output  of 
the  medical  schools  of  Great  Britain  and  Ireland,” 
and  was  “more  than  five  times  the  rate  of  the 
1930's.”  Despite  the  clarity  and  logic  of  his  study, 
there  followed,  in  the  words  of  the  British  Medical 
Journal,  “a  remarkable  explosion  of  wrath,  culmi- 
nating in  a speech  by  the  then  Minister  of  Health, 
Mr.  Enoch  Powell,”  in  which  he  “in  a sustained 
tone  of  righteous  indignation,  dismissed  the  facts  as 
nonsense.” 

Recent  further  studies  by  Seale  and  also  by  Brian 
Ahel-Smith  and  Kathleen  Gales  of  the  London 
School  of  Economics  and  Political  Science  confirm 
the  magnitude  of  the  problem.  According  to  Seale's 
latest  estimates,  during  the  years  1954-63,  4,392 
doctors  ( 3,425  from  Great  Britain  and  967  from 
Ireland)  emigrated  permanently  from  the  British 
Isles  to  Australia,  New  Zealand.  Canada,  the 
United  States,  South  Africa,  and  Southern  Rho- 
desia alone.  He  concludes  “that  the  total  emigration 


during  these  years  to  all  countries  must  have  aver- 
aged nearly  400  per  year  from  Great  Britain  and 
over  100  per  year  from  Ireland.” 

Ahel-Smith  and  Gales  in  a sejiarate  study  reached 
substantially  similar  conclusions,  and  stated  that 
they  were  “in  full  agreement  with  Dr.  Seale  that  the 
scale  of  medical  emigration  has  been  substantially 
greater  than  has  apparently  been  believed  by  the 
Minister  of  Health.'’ 

The  burden  of  both  the  Seale  and  Abel-Smith- 
Gales  reports  is  that  an  average  of  350-400  doctors 
annually  have  been  emigrating  from  the  British 
Isles  including  Eire,  and  that  this  represents  nearlv 
a quarter  of  the  average  output  of  its  medical 
schools.  63ne  of  the  causes  of  emigration  to  the 
United  States  was  stated  to  he  the  attractions  of 
salaried  teaching  and  research  posts.  Two  thirds  of 
British-horn  doctors  engaged  in  academic  work  in 
the  United  States  had  been  trained  in  London  or  at 
( J.xford  and  Cambridge.  The  attractions  mentioned 
included  the  excellence  of  research  facilities,  gen- 
erous salaries,  and  the  enthusiastic  attitudes  among 
colleagues  in  the  research  field.  \\’hile  one  half  of 
British  doctors  residing  in  the  United  States  were 
engaged  in  research  or  full-time  hospital  work,  the 
percentage  was  much  lower  in  Canada  and  Aus- 
tralia, l)oth  of  which  attracted  many  general  prac- 
titioners. Wdiile  these  writers  indicated  that  “the 
commonly  held  view  that  the  majority  of  those 
going  abroad  are  general  practitioners  is  untrue,” 
they  nevertheless  concluded  that  “unwillingness  to 
enter  general  practice,  or  stay  in  general  practice  as 
it  exists  under  the  National  Health  Service,  was 
nevertheless  the  most  common  complaint"  men- 
tioned by  those  who  had  emigrated  to  Canada  and 
Australia.  They  frequently  criticized  the  National 
Health  Service  and  looked  upon  general  practice 
under  the  system  as  a low-status  occupation. 

The  British  Medical  Journal  concluded  editori- 
ally : “This  country  is  losing  more  doctors  than  it 
can  spare.  It  is  at  the  same  time,  and  partly  because 
of  this,  having  to  stafif  N.H.S.  hospitals  with  doc- 
tors from  abroad  whose  training  has  been  different 
from  those  educated  in  British  medical  schools,  and 
whose  work  in  anv  case  is  inadecpiately  supervised.” 


DANGEROUS  NONSENSE 

Two  INSTANCES  of  irresponsibility  touching  on  proper  role  as  a true  health  service  for  the  American 
the  public  health  and  safety  have  come  recently  people.  Among  the  factors  now  encouraging  self- 

to  attention.  medication  in  America  are  higher  education,  greater 

One,  reproduced  in  quotes  from  discretionary  purchasing  power,  the  doctor  short- 

a si)eech  by  an  advertising  expert  as  follows : age,  rampant  commercialism  in  medical  practice. 

“The  time  is  ripe  through  advertising  to  the  delegating  professional  functions  to  semiprofes- 
jnihlic  to  install  sophisticated  self-medication  in  its  sionals.  the  abundance  of  popular  medical  columns 
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in  ne\vspai)ers  and  magazines,  and  medical  shows 
on  television.  Along  with  a breakdown  of  traditional 
totalitarian  authority  of  the  physicians  there  is  also 
a diminishing  public  esteem  where  the  druggist  is 
concerned.”  The  exjjert  went  on  to  make  these 
recommendations,  among  others : 

1.  Produce  still  better  proprietaries  and  package 
them  for  a more  sophisticated  public. 

2.  Find  another  word  for  “proprietary.” 

3.  Make  drugs  available  wherever  the  jnihlic 
wants  to  buy  them  — more  and  more  health  aids 
will  become  available  in  non-drug  outlets. 

The  author  is  entranced  with  the  word  “soj)histi- 
cated.”  Does  he  know  that  it  stems  from  a line  of 
reasoning  that  is  superficially  plausible  but  actually 
fallacious  ? The  promotion  of  self-medication  is  no 
true  health  service.  It  is  not  that  the  drug  itself  may 
do  a person  harm  in  a pharmacologic  sense,  hut  all 
too  often,  false  reliance  is  engendered  and  early 
diagnosis  is  delayed.  \\’ho  is  dumbfounded  when 
the  acid  indigestion  develops  into  a bleeding  ulcer 
or  reveals  itself  as  carcinoma?  Not  the  writer  of 
advertisements,  not  the  manufacturer,  not  the  space 
seller  but  the  patient  himself. 

If  higher  education  is  an  argument  for  self-medi- 
cation then  there  must  be  something  wrong  with 
higher  education.  Its  real  purpose  is  to  teach  people 
to  think  clearly  and  logically. 

Mote  the  outworn  cliche  about  commercialism  in 
medical  practice.  This  denigration  of  the  medical 
and  pharmaceutical  professions  is  a popular  sport 
in  certain  places.  It  is  great  fun,  hut  it  is  like  a two- 
year-old  child  playing  with  matches.  This  sowing 
of  distrust  leads  only  to  the  reaping  of  misery. 

Science  writing  in  the  i)ublic  press  is  all  to  the 
good.  The  writers  are  responsil)le,  check  facts  care- 
fully, and  present  them  clearly. 


If  the  term  “i)roprietary”  is  rei)roachful,  ju'diaps 
it  might  be  changed  to  “sophisticary.”  W hat’s  in 
a name  ? 

The  recommendation  that  ])roprietaries  be  made 
available  everywhere  staggers  the  imagination.  One 
can  foresee  “Sophisticated  Stomach  Spasules”  in  a 
dispemser  next  to  the  chewing  gum  on  the  subway 
l)latform.  Tbe  experts  should  know  that  health  is 
too  precious  a thing  to  he  “sold”  in  this  way.  W'e 
firmly  believe  that  an  intelligent  jmblic  will  not  be 
“sold”  in  this  way. 

The  other  incident  is  even  more  rei)rehensihle. 
As  reported  in  the  i)ress  and  confirmed  hv  a Food 
and  Drug  Administration  representative,  a fringe 
magazine  dealing  in  sex  exj)loitation  instructed  its 
readers  in  a recent  issue  to  dissolve  two  of  its  pages 
in  methyl  alcohol  and  drink  the  results.  The  maga- 
zine stated  that  the  ink  on  pages  15  and  16  was 
mixed  with  a hallucination-provoking  drug.  Read- 
ers were  asked  to  write  to  the  editor  and  say  what 
effect  they  had  from  drinking  the  ink  and  methyl 
alcohol  concoction.  The  publishers  said  the  whole 
thing  was  intended  as  a joke  and  that  they  didn’t 
know  methyl  alcohol  was  a deadly  poison. 

Even  if  the  ink  were  nothing  but  printer’s  ink, 
readers  had  been  directed  to  drink  wood  alcohol. 
This  is  joking  with  blindness  and  death.  Needless 
to  say,  this  issue  was  promptly  removed  from  circu- 
lation, and  we  hope  the  publisher  was  also  promptly 
dealt  with  by  the  responsible  authorities. 

Irresponsibility  of  the  sort  described  will  inevi- 
tably crop  up  from  among  tbe  mendacious  in  our 
society.  This  places  a burden  on  the  responsible  to 
be  on  tbe  watch  and  act  summarily  within  the  due 
process  of  law  set  up  for  our  protection. 

. . . Reprinted  with  permission  of  the 
New  York  State  Journal  of  Medicine. 
From  Journal  of  August  1,  1964. 


17th  ANNUAL 

DR.  ISAAC  GERBER  ORATION 

Sponsored  by  the  Miriam  Hospital  Staff  Association 

'WEDNESDAY OCTOBER  21,  1964,  at  8:30  P.  M. 

At  the  Auditorium  of  the  Miriam  Hospital 

"PSYCHOLOGIC  MECHANISMS  IN 
CARDIO -VASCULAR  AND  RESPIRATORY  DISEASES ’’ 

Speaker:  MARK  D.  ALTSCHULE,  M.D.  of  Boston 
Assistant  Clinical  Professor  of  Medicine 
HARVARD  MEDICAL  SCHOOL 

Director  of  Internal  Medicine  and  Research  in  Clinical  Physiology 
Internal  Medicine  and  Research  in  Clinical  Physiology 
McLEAN  HOSPITAL 
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HOSPITAL  COSTS 


Extracts  from  the  June,  1964,  report  of  the  State  of  Maryland 
Commission  to  Study  Hospital  Costs 


The  parts  of  the  report  of  the  Maryland  Coinniission 
to  Study  Hospital  Costs  in  that  state  noted  hehm'  have 
been  extracted  from  the  z'olinninons  report  of  the  com- 
mission because  the  information,  in  our  opinion,  is 
applicable  to  the  problem  in  Rhode  Island  as  zaell. 

The  Editor 


W^e  do  not  believe  that  any  really  significant  por- 
tion of  the  large  cost  increases  which  have  taken 
place  during  the  last  decade  could  have  been 
avoided. 

One  single  factor,  rising  wage  rates  with  short- 
ened workweek,  caused  sixty  per  cent  of  the  total 
increase  in  the  average  in-patient  costs  per  day 
which  occurred  since  1953.  This  one  factor  was  one 
and  a half  times  greater  than  all  the  other  causes 
])nt  together. 

snhstantial  part  of  the  remaining  increase  in 
average  ])er-day  costs  was  caused  by  the  advances  in 
medical  technology  made  during  this  period.  While 
they  produced  vastly  better  patient  care  and  resulted 
in  many  additional  patients  being  cured,  or  im- 
proved, these  advances  have  inescapably  recpiired 
more  costly  procedures,  addition  of  expensive 
equipment,  highly  trained  paramedical  personnel, 
and  more  complex  jiatient  care. 

Inflation  in  price  levels  generally,  replacement  of 
old  facilities  with  more  costly  new  ones,  and  rising 
standards  for  patient  comfort,  also  added  to  in- 
creased costs  per  day. 

Operating  Expenses  — How  and  W'hy 
Did  They  Increase.^ 

Summary 

1.  Haze'  did  Expenses  Increase? 

Ojierating  expenses  increased  from  $41.2  mil- 
lions in  1953  for  39  hospitals,  to  $105.4  millions 
in  1962  for  44  hospitals  ; the  1962  expenses  were 
2y2  times  as  much  as  in  1953.  Two  thirds  of  the 
total  increase  was  for  salaries  and  w'ages  and  the 
other  third  was  for  all  kinds  of  costs  other  than 
salaries  and  wages.  The  rate  of  increase  in  total 
ojierating  expenses  was  six  times  the  growth  in 
the  numher  of  beds,  four  times  the  growth  of 
inpatient  admissions,  and  more  than  the  growth 


of  outpatient  volumes.  All  types  of  hospitals  were 
atifected.  Expressed  in  the  form  of  a recognized 
unit  measure,  the  inpatient  costs  per  inpatient 
day  for  all  hospitals  combined  rose  from  an 
average  of  $19.34  in  1953.  to  $35.10  in  1962,  an 
increase  of  82%. 

2.  Why  did  Expenses  Increase? 

Five  developments  are  the  princii)al  causes  of 
the  sharj)  rise  in  aggregate  hospital  costs  which 
took  place  over  the  past  decade  or  so.  These  are : 

a.  The  public  increased  its  use  of  hospitals  by 
much  more  than  population  growth  alone  would 
produce ; 

1).  Present-day  medical  technology,  while 
much  more  eft'ective  than  formerly,  requires  more 
manpower  i)er  patient,  more  technicallv  trained 
jieople.and  more  expensive  equipment  and  drugs, 
than  the  technology  of  a decade  ago  ; 

c.  Higher  wage  rates  and  shorter  hours  were 
needed  to  obtain  and  hold  the  type  of  personnel 
now  required  to  operate  a hospital,  as  well  as  to 
correct  the  previous  too-low  pay  levels  ; 

d.  Inflation  in  the  nation’s  price  levels  in- 
creasefl  costs  other  than  wages  ; 

e.  There  has  been  an  increasing  need  to  replace 
obsolete  or  inadequate  (hut  lower  cost ) facilities 
with  more  costly  new  or  upgraded  modern  ones, 
plus  the  need  to  provide  present-day  standards  of 
comfort  in  both  new  and  old  facilities. 

All  sizes  and  types  of  hospitals  were  affected  by 
these  forces. 

P>v  far  the  largest  single  cause  was  the  effect  of 
the  change  in  wage  rates  and  working  hours  which 
took  ])lace  between  1953  and  1962.  They  seem  ade- 
quately justified  in  the  light  of  changes  which  took 
])lace  in  all  other  wage  rates.  Nevertheless,  wage 
and  hour  adjustments  accounted  for  $24  millions 
out  of  the  total  increase  of  $36  millions  in  that  part 
of  total  wage  costs  which  are  devoted  to  inpatient 
care.  The  effect  of  that  one  item  alone  was  equiva- 
lent to  about  $9.26  jier  inpatient  day  out  of  the  total 
increase  of  $15.76  in  costs  per  inpatient  day  which 
occurred  between  1953  and  1962.  This  is  more  than 
all  the  other  factors  put  together. 

Comparison  with  experience  elsewhere  in  the 
nation  reveals  that  Maryland’s  overall  hospital  costs 

continued  on  page  454 


In  Chronic  Illness:  B and  C vitamins  are  therapy 


An  imbalance  of  water-soluble  vitamins  and  chronic  illness  often  go  hand  in  hand. 
STRESSCAPS,  containing  therapeutic  quantities  of  vitamins  B and  C,  is  formu- 
lated to  meet  the  increased  metabolic  demands  of  patients  with  physiologic  stress. 
In  chronic  illness,  as  with  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B | (Thiamine Mononitrate)  10  mg. 


Vitamin  Bq  (Riboflavin)  10  mg. 

Niacinamide  100  mg. 

Vitamin  C (Ascorbic  Acid)  300  mg. 

Vitamin  65  (Pyridoxine  HCI)  2 mg. 

Vitamin  B]2  Crystalline  4 mcgm. 

Calcium  Pantothenate  20  mg. 


Recommended  intake:  Adults,  1 capsule 
daily,  for  the  treatment  of  vitamin  de- 
ficiencies. Supplied  in  decorative  “re- 
minder” jars  of  30  and  100;  bottles  of  500. 
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rose  in  almost  the  identical  degree  as  for  the  country 
as  a whole. 

-A.  division  of  total  costs  into  what  in  apjiroximate 
fashion  may  he  termed  “Hotel-like  Costs"  and 
"Patient-Care  Costs"  shows  that  (per  inpatient 
day  ) the  “Hotel-like  Costs"  ( including  meals  ) rose 
from  S8.94  in  1953  to  S14.44  in  1962,  and  “Patient- 
Care  Costs"  rose  from  $10.42  to  $20.96.  “Patient- 
Care  Costs"  rose  twice  as  much  as  “Hotel-like 
Costs." 

Neither  measurements  of  significant  details  nor 
comparisons  with  experience  elsewhere  indicate 
that  the  hulk  of  the  increases  in  Maryland’s  hospital 
costs  could  have  been  avoided  in  any  significant 
degree  under  the  methods  of  organization  by  which 
the  hospitals  were  actually  operated.  P)Ut  neither  do 
these  findings  necessarily  imply  that  hospital  costs 
could  not  have  risen  less  than  thev  actuallv  did,  or 
could  not  he  lower  than  they  now  are,  if  other 
methods  of  hospital  organization  or  operation  had 
been  in  effect. 

^ ^ 

The  evidence  does  not  indicate  that  hospitals  are 
improperly  used  to  any  significant  extent,  or  to 
a degree  that  could  have  significantly  affected 
hospital  costs  in  the  past  decade. 

^ 

Maryland's  trends  since  1953  as  to  hospital  admis- 
sions, length  of  stay,  occupancy  factors,  and 
costs  have  corresponded  directly  with  the  trends 
in  the  nation.  The  various  levels  in  Maryland 
are  similar  to  those  for  the  nation.  The  conclu- 
sion is  fully  warranted  that  the  rise  in  Alary- 
land’s  hospital  costs  has  been  due  to  factors 
which  are  national  in  scope  rather  than  local. 

^ ^ ^ 

Hospital  costs  for  the  immediately  ensuing  years 
will  continue  to  he  affected  by  two  forces  tvbich 
will  tend  to  make  those  costs  rise  further. 

a.  The  factors  which  caused  the  rise  during 
the  last  decade  are  still  operative,  particularly 
rising  wage  rates  and  more  complex  medical  care 
technique. 

1).  The  public  will  continue  to  want,  and 
expect,  easier  access  to  hospitals  and  greater  use 
of  hospital  services,  notwithstanding  higher  costs. 
This  is  the  result  of  such  social  forces  as  a higher 
standard  of  living,  greater  proportion  of  married 
women  in  outside  employment,  greater  mobility 
of  the  poj)ulation,  better  education,  and  greater 
interest  in  good  health. 


HOSPITAL  COSTS 
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Constructive  solutions  to  the  task  of  holding  down 
hospital  costs  should  not  be  permitted  to  affect 
the  quality  of  medical  care  given  in  our 
hospitals. 

Two  of  the  Commission’s  findings  should  he 
heeded  hy  the  |)nl)lic  and  its  representatives  in  its 
search  for  such  solutions  : 

a.  A voluntary  and  co-operative  mechanism  such 
as  America's  unicpie  hospital  system  intimately 
involves  all  the  i)0])ulation  at  one  time  or  another, 
all  the  ])hysicians.  and  all  the  hospital  personnel. 
In  such  a mechanism,  it  is  inevitable  that  there  will 
always  he  some  margin  of  intended  and  unintended 
misuse.  It  cannot  he  expected  that  there  can  he  a 
total  elimination  of  the  cheat,  “chiseler,”  or  the 
inept.  However,  the  Commission  clearly  finds  that 
in  Maryland  what  is  “wrong"  is  rather  low  and 
what  is  “right"  is  very  high.  It  should  he  so,  for  life 
itself  is  involved. 

h.  A sound  solution  to  the  problem  of  hospital 
costs  does  not  lie  in  restricting  the  proper  use  of 
general  hospitals.  Any  serious  efifort  to  interfere 
with  the  public’s  access  to  hospital  care  by  restrict- 
ing the  supply  of  facilities  will  probably  not  he 
accepted  in  this  era  of  high  economic  well-being. 
It  conld,  if  successful,  be  damaging  to  the  health  of 
the  people  of  Maryland.  As  a related  device  designed 
to  restrict  demand,  the  use  of  “deductible"  or  coin- 
surance provisions  has  been  advocated  in  some 
quarters.  The  evidence  indicates  that  the  case  for 
that  device  is  not  at  all  persuasive. 

It  is  the  Commission’s  opinion  that  the  annual 
operating  cost  of  all  the  general  hospitals  in  the 
State  is  not  of  such  a size  as  to  warrant  a ])olicy  of 
restrictive  actions.  Maryland’s  total  annual  hospital 
costs  rei)resent  only  of  the  disposable  per- 

sonal income  of  the  State’s  population.  The  Com- 
mission notes  that  these  total  hospital  expenses  are 
substantially  less  than  each  of  a number  of  optional 
expenditures  which  Marylanders  already  manage 
to  finance  with  reasonal)le  facility,  such  as  auto- 
mobiles, betting,  gasoline,  tobacco,  and  alcoholic 
beverages. 

The  Commission  finds  that  up  until  now,  the 
devices  of  building  other  facilities  (such  as  nursing 
homes  or  special-purpose  facilities  ) to  keep  down 
the  demands  upon  general,  acute  short-term  hospi- 
tals, have  not  really  reduced  hospital  costs.  These 
facilities  unquestionably  improve  health  care  avail- 
able to  the  public,  hut  they  apparently  do  not  reduce 
hospital  costs. 

* * * 

The  Commission  recommends  that  steps  be  taken 
which  will  avoid  the  inequitable  burden  im- 
posed on  many  of  the  hospital  users,  for  costs 
which  should  be  spread  over  the  entire  com- 
munity, thereby  making  it  possible  to  substan- 


tially reduce  the  hills  for  those  hospital  users 
u'ho  are  note  paying  more  than  their  share. 

Two  situations  outside  the  area  of  hospital  costs 
and  operations  are  now  compounding  the  i)roblems 
of  rising  costs.  These  two  situations  may  be  phrased 
as  (jnestions  : 

a.  “Who  pays  the  hill  for  the  patient  who 
doesn't  pay  his  own  hill?" 

1).  “W  ho  pays  the  co.sts  for  the  more  expensive 
hospital  patient  groups  of  the  community,  after  the 
preferred  risks  repre.sented  by  tbe  active  workers 
in  the  business  community  ( including  government ) 
are  siphoned  off  and  covered  at  group  insurance 
rates  applicable  oidy  to  them?” 

The  Commission  finds  that  the  size  of  these  two 
burdens  is  now  of  major  magnitude.  The  failure  to 
meet  these  costs  on  an  effective  commnnitv-wide 
basis  is  a principal  factor,  from  the  individual  citi- 
zen’s viewi)oint,  in  causing  his  own  hospital  bill  to 
be  higher  than  it  would  otherwise  need  to  be.  This 
very  unevenness  of  the  burden  of  hosi)ital  costs  is 
itself  a principal  burden. 

* * ❖ 

It  is  not  proper  to  place  the  heavy  burden  of  the 
hospital  costs  of  that  portion  of  the  hospital 
users  who  do  not  pay  their  own  proper  propor- 
tionate shares  onto  the  hospital  users  who  do 
pay  their  own  share.  It  is  also  wrong  to  place 
this  cost  burden  on  the  hospitals.  A proper 
allocation  of  these  costs  will  reduce  the  costs 
to  the  patients  who  pay  their  own  way,  either 
directly  or  in  part  by  insurance  other  than 
Blue  Cross. 

Since  (a  ) Blue  Cross  does  not  pretend  to  pay  for 
tbe  costs  of  serving  other  patients  which  the  hospi- 
tal must  care  for  without  reimbursement,  ( b ) com- 
mercial insurance  companies  pay  limited  amounts 
regardless  of  how  large  the  patient’s  bill  may  be  or 
what  a hosi)itars  costs  may  he,  and  do  not  generally 
insure  high-cost  groups  or  pretend  to  pay  for 
serving  nonpaying  patients,  and  (c)  State  and  local 
governments  do  not  pay  full  costs  of  caring  for 
those  indigents  who  are  referred  to  the  hospitals 
for  treatment,  it  follows  that  the  charges  which 
hosi)itals  make  to  other  paying  patients  are  defi- 
nitely affected  hy  the  fact  that  these  other  groiq^s 
contribute  nothing  toward  the  cost  of  caring  for 
those  other  patients  who  cannot  pay  for  their  share. 
It  also  follows  that  if  all  groups  did  hear  an  appro- 
priate share,  the  charges  to  this  last  group  could  he 
substantially  reduced. 

The  heavy  burden  of  unpaid  hospital  costs  cannot 
be  met  primarily  by  the  patient  who  is  not  insured 
(whether  Blue  Cross  or  otherwise)  or  hy  charity. 
It  must  he  borne  by  all  the  community  whether  in 
the  form  of  ta.x  levies  or  by  other  equalization 
methods. 

concluded  on  page  459 
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BOOK  REVIEWS 


CORRECTABLE  REXAL  HYPERTEXSIOX 
l)y  Chester  C.  Winter,  m.d.  Lea  & Fehiger,  Phila- 
delphia, 1964.  $7.50 

A review  of  this  relatively  new  clinical  entity  is 
provided  in  concise  form.  The  well  illustrated  mono- 
graph contains  121  figures  and  16  tables  in  its  153 
pages.  The  te.xt  is  factual  and  has  a minimum  of 
speculation  on  editorial  comment. 

The  author  draws  freely  from  the  extensive  hihli- 
ogra])hv  in  discussing  theories,  mechanisms,  and 
the  ])athology  of  renal  hypertension.  Over  one-third 
of  the  book  is  devoted  to  diagnosis.  Special  empha- 
sis is  placed  upon  radioisotope  renography,  a pro- 
cedure that  Winter  himself  has  made  popular. 
-Methods  of  therapy  and  their  results  are  briefly 
reviewed. 

This  hook  should  he  regarded  as  an  introduction 
to  renal  hypertension.  It  is  recommended  to  those 
who  deal  with  hypertensive  patients  and  are  not 
comj)letely  familiar  with  this  aspect  of  the  disease. 

Martin  L.  Felder,  .m.d. 

CASE  STUDIES  IX  OBSTETRICS  AXD 
GY X ECOLOGY  by  F.  Jackson  Stoddard,  m.d. 
W.  B.  Saunders  Co.,  Philadelphia,  1964.  $8.50 

This  new  volume  consists  of  sixty  well-selected 
case  studies  covering  many  of  the  rare  and  common- 
])lace  clinical  entities  in  obstetrics  and  gynecology. 
The  range  of  the  tojiics  selected  for  discussion,  the 
detailed  discussions  of  the  therapy  emjiloyed,  and 
the  frank  summation  of  the  outcome  in  each,  mark 
the  author  as  a highly  knowledgeable  and  experi- 
enced clinician  M’ith  an  orderly  and  animated 
a])proach  to  medical  pedagogy. 

I’hysicians  in  this  area  will  find  the  method  of 
jiresentation  similar  to  that  of  the  weekly  clinico- 
])athological  exercises  of  the  Xezv  Eiu/hnid  Journal 
of  Medicine.  Those  who  devote  their  time  solely  to 
obstetrics  and  gynecology  will  find  most,  hut  not 
all,  of  the  suggested  diagnostic  techniques  and 
therapeutic  recommendations  current  and  ortho- 
do.x.  Some  of  the  case  presentations  lack  the  stimu- 
lation of  the  difficult  diagnosis,  hut  are  of  value 
because  they  jiortray  well  a common  clinical 
jirohlem. 

This  hook  is  not  designed  as  a replacement  for 


the  standard  te.xts  of  obstetrics  and  gynecologv.  but 
to  present  to  the  student  certain  types  of  practical 
information  not  usually  included  in  such  volumes. 
-•\s  such,  it  should  jirove  of  value  not  only  to  the 
student  but  also  to  the  house  officer  and  practitioner. 

-\ndrew  S.  Blazar,  m.d. 

COMMOX  COMPLAIXTS.  A Collection  of 

Medical  Articles  front  Consultant  Magazine. 

Smith  Kline  and  French  Laboratories,  Phila- 
delphia, 1964.  $3.00 

Common  Conqilaints  is  descrilied  by  the  pub- 
lisher as  a collection  of  medical  articles  from 
Consultant  magazine.  More  specifically  it  is  a series 
of  short  essays  by  various  medical  specialists  which 
revolves  about  the  diagnosis  and  treatment  of  fre- 
quent complaints  M'hich  the  practicing  physician 
encounters  in  the  treatment  of  the  ambulatory 
patient  in  office  practice.  The  hook  was  apparently 
written  primarilv  for  the  family  physician  ; how- 
ever, the  internist  and  pediatrician  will  find  much 
in  it  of  interest. 

For  the  most  part  the  fields  of  medicine,  pedi- 
atrics. minor  surgery,  minor  orthopedic  problems, 
jisychiatrv.  ophthalmology  and  dermatology  are 
covered.  This  is  accomplished  by  using  the  format 
of  ten  major  categories  which  are  as  follows: 
nuisance  complaints,  respiratory  problems,  gastro- 
intestinal disturbances,  eye  complaints,  emotional 
disturbances,  slight  injuries,  skin  diseases,  foot  dis- 
turbances. diseases  peculiar  to  women,  and  difficult 
to  manage  problems. 

This  hook  discusses  many  conditions  which  a 
physician  is  expected  to  know  hut  for  M’hich  little  or 
no  training  is  received  in  medical  school,  internship 
or  residency,  i.e.  minor  common  complaints.  Most 
practicing  physicians,  hoM’ever,  learn  about  these 
common  problems  through  the  e.xperieuce  of 
])ractice. 

In  my  opinion  the  hook  would  he  e.xtremely  valu- 
able to  the  physician  who  has  just  begun  jirivate 
practice.  It  will  also  .serve  as  a good  reference  book 
for  the  e.xperienced  physician  as  the  material  which 
is  presented  is  not  readilv  available  in  the  .standard 
medical  texts  or  else  would  be  difficult  to  find.  The 
stvle  of  the  hook  makes  it  easy  to  read.  I reconi- 
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mend  it  as  a useful  addition  to  the  practicing  physi- 
cian’s library. 

Xathax  Son  kin.  m.u. 

COMMl'NICJBLE  AND  INFECTIOUS  DIS- 
EASES])}- Franklin  H.  Top,  m.d.  Fifth  edition. 

The  C.  V.  IVIoshv  Company,  St.  Louis,  1964. 

$21.00. 

Rapid  adyances  in  yirus  disease  technology  hac  e 
made  it  increasingly  difficult  for  medical  authors  on 
communicable  diseases  to  produce  texts  which  still 
retain  some  currency  by  the  time  they  are  published. 
Dr.  Top  and  his  collaborators  haye  demonstrated 
considerable  awareness  of  this  problem  in  the  cur- 
rent fifth  edition  of  their  well-known  text,  which 
follows  precious  editions  liya  much  shorter  interyal. 
Many  chapters  haye  been  recised,  seyeral  hace  been 
rewritten  completely,  and  many  new  illustrations 
of  high  quality  haye  been  added.  The  chajiter  by 
•Alfred  S.  Eyans  on  acute  respiratory  infections  is 
an  e.xcellent  summary  of  current  knowledge  of  yiral 
respiratory  agents.  The  chapter  on  jiicornayiruses 
(polioyirus,  coxsackie  yirus,  ECFIO  yirus,  and 
rhinoyirus ) by  Karl  AI.  Johnson  is  equally  superb 
and  contains  oyer  one  hundred  references  to  the 
most  current  medical  literature.  Other  yery  well- 
written  and  up-to-date  disease  chapters  coyer  myco- 
plasmal pneumonias  (Eaton  agent ),  staphylococcal 
infections  and  enteropathogenic  Escherichia  coli 
infections.  Mark  Fi.  Lepper  has  contributed  an 
extremely  comprebensiye  ( 196  references ) section 
on  antibiotics  coyering  dosage,  combined  therapy. 
])rophylactic  use.  metabolism,  to.xicity,  sensitiyity 
spectra,  and  mechanisms  of  action.  Recommended 
procedures  for  the  care  of  infectious  cases  in  the 
hosiiital  and  in  the  home  comprise  additional  well- 
coyered  areas. 

The  system  of  arranging  chapters  on  the  yarious 
diseases  by  portal  of  entry  into  the  body  seems  to 
create  needless  discontinuity,  howeyer,  since  dis- 
eases are  more  customarily  classified  by  clinical 
syndromes  or  by  etiological  agent.  A simple  alpha- 
betical listing  of  diseases  or  disease  agents  might 
haye  been  more  appropriate  for  a reference  te.xt  of 
this  nature.  Salmonella  infections,  which  are  dis- 
cussed in  fragmentary  fashion  in  three  different 
chapters,  deserye  more  comprebensiye  coyerage  in 
a single  unified  chapter  which  should  be  entitled 
“Salmonelloses.”  The  chapters  on  the  yenereal 
diseases,  although  generally  quite  good,  create  the 
imjiression  that  syphilis  has  all  but  disajipeared  as 
a public  health  problem.  Nothing  could  be  more 
erroneous.  Certain  parasitic  diseases  such  as  hook- 
worm, pediculosis,  and  scabies  are  discussed,  but 
other  equally  common  or  more  common  infesta- 
tions such  as  ascariasis,  enterobiasis,  trichuriasis, 
taeniasis,  and  schistosomiasis  are  not  mentioned  at 

continued  on  next  page 
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all.  Yellow  fever,  cholera,  and  dengue  fever  also 
should  have  been  considered  worthy  of  discussion 
in  this  age  of  high  speed  international  travel.  The 
former  two  are  internationally  qnarantinable  dis- 
eases and  immunization  against  them  is  increasingly 
common  among  traveling  Americans.  The  chapter 
on  si)ecific  immunization  against  certain  diseases, 
and  the  chapters  on  streptococcal  infections,  diph- 
theria and  ])oliomyelitis  are  still  in  need  of  addi- 
tional revision  and  streamlining.  Nevertheless, 
despite  the  criticisms  listed,  the  text  compares  quite 
favorably  with  similar  works.  Its  generally  compre- 
hensive character,  its  many  references  to  the  current 
literature,  and  its  informative  appendices  make  it  a 
worthwhile  reference  source  for  physicians  and 
hospitals  who  must  frequently  face  comnnmicable 
disease  problems. 

Joseph  E.  Can.xox,  m.d.,  :m.p.h. 

PArilOPHYSIOLOGY  OF  PEPTIC  ULCER. 

Edited  by  Staidey  C.  Skoryna,  m.d.  J.  B.  Eippin- 

cott  Company,  Philadelphia,  1964.  $20.00 

The  proceedings  of  the  Second  World  Congress 
of  Gastroenterology,  held  in  Munich,  Germany  in 
1962,  are  ])nl)lished  in  this  text.  Thirty-six  papers 
written  by  investigators  from  all  parts  of  the  world 
are  included.  Practically  all  phases  of  gastric  physi- 
ologv  and  ulcer  pathology  are  covered. 
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There  is  wide  variance  in  the  nature  of  the  indi- 
vidual articles  presented.  Some  deal  entirely  with 
cellular  physiology  and  biochemistry.  Others  pre- 
sent pure  laboratory  experimentation.  Only  a few 
are  concerned  with  clinical  iiroblems.  The  book  is, 
therefore,  of  very  limited  value  to  the  clinician 
whereas  it  should  be  quite  helpful  to  those  working 
in  the  basic  medical  sciences. 

The  bibliography  following  each  paper  is  exten- 
sive. Unfortunately,  the  individual  references  do 
not  give  the  titles  of  the  work  to  which  they  refer. 
This  is  the  major  limitation  of  this  volume  which 
otherwise  would  he  an  excellent  reference  text. 

Martin  E.  Felder,  m.d. 

TEXTBOOK  OE  OTOLARYXCOLOCY  In- 
David  D.  DeWeese,  m.d.,  and  William  H.  Saun- 
ders. M.D.  Second  edition.  The  C.  V.  Mosby 
Company,  .St.  Louis.  1964.  $9.25 

The  first  paragraph  of  the  preface  states  verv 
well  the  summary  of  this  book  — “This  textbook  is 
designed  primarily  for  the  medical  student  and 
general  jiractitioner.  Emphasis  is  on  diagnosis  and 
treatment.  The  discussions  of  anatomy  and  physi- 
ology contain  adequate  data  for  orientation  but  are 
not  so  detailed  that  the  student  is  overburdened. 
The  selected  readings  indicate  sources  of  additional 
information.” 

This  brings  us  to  the  first  section  in  the  hook 
concerning  examination  which  is  very  elementary. 
l)ut  fortunately  the  chapters  get  better  and  better  as 
the  book  gets  longer.  The  book,  however,  is  not 
overburdened  with  words,  is  well  supplied  with 
e.xcellent  photographs  and  copies  of  X-rays.  The 
hook  takes  into  account  the  newer  procedures  such 
as  stapedectomy  and  the  correction  of  otosclerosis. 

1 find  it  easy  reading  and  would  recommend  it  for 
the  medical  student  and  for  the  intern  and  begin- 
ning resident  in  otolaryngology.  The  chapters  on 
the  labyrinth  and  hearing  losses,  tinnitus,  and  physi- 
ology  of  hearing  are  especially  good. 

Rudolph  W.  Pearson,  m.d. 


ACCREDITED  NURSING  HOMES 
The  National  Council  for  the  Accredita- 
tion of  Nursing  Homes  has  reported,  as  of 
June  30,  1964,  the  following  homes  in  Rhode 
Island  as  accredited  by  it: 


Facility 

Level 

Beds 

Hattie  Ide  Chaffee  Nursing 

Home,  East  Providence 

Intensive 

.59 

Health  Havens,  East  Providence 

Skilled 

58 

Theinert  House,  Greenville 

Skilled 

14 
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in  treating  topical  infections,  no  need  to  sensitize  the  patient 


USE  ‘POLYSPORINL. 

POLYMYXIN  B-BACITRACIN 

ANTIBIOTIC  OINTMENT 

broad-spectrum  antibiotic 
therapy  with  minimum  risk 
of  sensitization 

Caution:  As  with  other  antibiotic  products,  prolonged  use  may  result  in  overgrowth 
of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures  should  be 
taken  if  this  occurs.  Contraindication:  This  product  is  contraindicated  in  those 
individuals  who  have  shown  hypersensitivity  to  any  of  its  components. 

Supplied:  In  Vb  oz.  and  1 oz.  tubes 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,N.Y. 


HOSPITAL  COSTS 

concluded  from  page  455 

The  ine([uital)ility  of  these  Imrdeiis  will  increase 
as  demands  for  public  welfare  increase  and  con- 
comitantly the  concept  of  hospital  care  as  a “right" 
is  accepted  hy  public  authorities. 

The  Commission  recommends  that  a hard  and 
realistic  recognition  he  given  to  the  truth  that  under 
today's  expanded  welfare  concepts  it  is  no  longer 
reasonable  to  screen  out  certain  large  costs  ajipli- 
cable  to  the  community  as  a whole  and  assess  them 
against  only  some  of  the  hospital  users  instead  of 
against  all  of  them. 


Under  Maryland's  policy  of  preserving  the  system 
of  voluntary  hospitals,  which  the  Commission 
recotnmends  should  be  continued,  practical 
solutions  must  he  evolved  for  equitably  spread- 
ing the  cost  of  "Free  Care”  patients  and  other 
unpaid  bills. 


Should  the  public  adopt  methods  to  restrain  the 
use  of  its  general  hospitals  in  order  to  hold 
down  costs? 

( 1 ) The  notion  of  restricting  the  supply  of  hospi- 
tal beds  is  not  a sensible  one  and  the  Commission 
does  not  advocate  it.  (2  ) The  theory  that  building 
other  and  less  costly  special-purpose  facilities  as  a 


method  for  reducing  the  demands  upon  general 
hospitals  and  thereby  holding  down  costs  is  not  at 
all  ])roven,  and  more  experimentation  in  this  area 
is  required  before  a substantial  outlay  of  funds  is 
warranted.  ( d ) The  use  of  a deductible  provision 
in  Blue  Cross  policies  has  many  advantages,  hut 
the  disadvantages  probably  outweigh  the  proposal. 
There  is  much  to  say  on  either  side  of  the  question. 
The  Commission  concludes  there  is  no  clear  superi- 
ority of  the  deductible  or  co-payment  plan  as  a 
method  of  significantly  affecting  hospital  costs,  and 
suggests  that  the  issue  is  one  that  may  well  he 
settled  by  the  market  place. 

^ ^ 

I.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

Two  Convenient  Locations 

5 North  Union  Street  Pawtucket,  R.  I. 

140  Central  Avenue  Seekonk,  Mass. 

7 Registered  Pharmacists 

Pharmacy  License  #226 


^otyspoll 

iotibiotic  OinMlIi 


460 


RHODE  ISLAND  MEDICAL  JOURNAL 


A HUSH . . . 

fell  over  the  saloon  as  all 
eyes  turned  toward  the  tall 
man  in  the  white  hat. 

"Bully”  Jones,  range  boss  of  U 

the  Bar-X,  rose  from  his  \ 

seat, gun  in  hand.  "And  who  / 

might  you  be,  stranger?”  he 
snarled.  "Smith,”  came  the 
calm  reply,  "H.  O.  Smith.” 

"Not  — not  the  Smith 
who  tamed  Dodge  City?” 
quavered  Jones,  suddenly 
death-white.  "The  same,” 
answered  the  tall  man,  "and 

I’ve  come  for  a sparkling 
glass  of  Warwick  Club  Pale 

Dry  Ginger  Ale,  available 
in  tbe  full  32-ounce  quart 
bottle.  It  sings  in  the 
glass  . . .” 

M A C '' 

JOHN  R.  McDonald 

CRISS  CADILLAC  CO.,  INC. 

555  ELMWOOD  AVENUE 
PROVIDENCE,  R.  I. 

(^rr-  < HO  7-6600  Home 

Uttice  - ST  1-9500  WI  1-0639 

“Available  To  Satisfy  Any  of  Your  Motoring  Needs” 

Modern  Cadillacs  24-Hour  Service 

Radio  Dispatched  Oxygen-Equipped 

SERVING  RHODE  ISLAND 

Physician's  Ambulance  Service,  Inc. 

f/eMvar" 

138  Atwood  Street  Providence,  R.  1. 

Phone:  UN  1-7200 

HE  WILL  BE  EAMILY’S  7th  DOCTOR 

It  seems  one  sure  way  of  becoming  a medical 
doctor  is  to  be  related  to  Mrs.  Hyman  Seltzer,  86. 

She  has  seen  four  sons  graduate  from  the  U.  of  T. 
medical  school  and  now  is  getting  ready  to  attend 
the  June  I"'  graduation  of  her  third  grandson.  All 
seven,  honor  students  at  U.  of  T.,  worked  summers 
to  finance  their  education. 

Her  M.D.  sons  are:  Dr.  Edward  Seltzer,  class  of 
’25,  now  a surgeon  in  Providence,  R.  I.;  Dr.  Joseph, 
’3.5,  specialist  in  disorders  of  the  blood  in  Orlando, 
Fla.;  Dr.  Morris,  ’38,  internal  medicine,  Daytona 
Beach,  Fla.,  and  Dr.  Ben,  ’39,  internal  medicine, 
Hollywood,  Fla. 

Dr.  Marvin  Lester,  ’55,  was  the  first  grandson  to 
get  his  M.D.  He’s  a dermatologist  in  Toronto. 
Dr.  Robert  Lester,  ’61,  is  a skin  surgeon  at  Ford 
hospital,  Detroit.  Michael  Lester  will  get  his  degree 
June  17,  then  intern  at  Toronto  General  Hospital. 
All  three  grandsons  first  got  their  B.A.’s  at  U.  of  T. 

Now  a familiar  figure  in  Convocation  Hall, 
having  attended  all  ten  graduations,  Mrs.  Seltzer 
was  particularly  moved  at  Robert’s  graduation. 
Chancellor  F.  C.  A.  Jeanneret  came  over  to  her 
before  the  ceremonies  and  kissed  her  hand. 

She  and  her  late  husband,  a plumber,  came  to 
Canada  from  Russia,  practically  penniless. 

. . . From  Toronto  Telegram,  June  1.  1964 


THE  NURSING  SHORTAGE  STUDIED 

Reasons  why  an  estimated  230,000  graduate 
nurses  throughout  the  United  States  are  not  em- 
ployed at  nursing  and  ways  to  hasten  their  return 
to  nursing  positions  are  reflected  in  the  data  of  a 
12-State  survey  conducted  by  the  Public  Health 
Service,  U.S.  Department  of  Health,  Education, 
and  Welfare. 

In  cooperation  with  the  State  Boards  of  Nurse 
Examiners,  the  Public  Health  Service  sent  a ques- 
tionnaire to  all  currently  registered  but  inactive 
nurses  in  each  of  12  States*  to  determine  why  they 
are  not  employed  in  nursing  and  how  many  intend 
to  return  to  their  profession. 

Some  10,000  nurses,  or  nearly  four-fifths  of  those 
canvassed,  responded.  The  reason  most  often  given 
for  inactive  status  was,  "I  believe  a mother  should 
be  in  the  home  while  her  children  are  young.”  The 
second-ranking  reason  was  inability  to  make  suit- 
able arrangements  for  care  of  immediate  family. 
Other  major  reasons  included  low  salaries  of  nurses 
and  difficulty  in  arranging  working  hours  com- 
patible with  home  responsibilities. 

Some  4,500  of  tbe  respondents  said  they  expect 
to  return  to  nursing,  either  full  or  part-time.  The 
majority  of  those  who  intend  to  return  within  three 
years  want  to  take  "refresher”  courses  to  reorient 
them  to  current  practice. 

The  results  of  the  study  suggest  that  working 
schedules  should  be  developed  in  the  light  of  the 
part-time  availability  of  nurses  and  that  day  centers 
be  established  for  the  care  of  their  preschool  and 
school  age  children. 

*.\labama,  Georgia.  Kansas,  Mississippi,  Montana, 
New  Mexico,  North  Carolina,  Oregon,  Rhode  Island, 
South  Dakota,  \'ermont,  and  3\'isconsin. 


Fiske  Fund  Prize  Dissertation 
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The  Trustees  of  the  Fiske  Fund  of  The  Rhode  Island  Medical 
Society  announce  the  following  subject  for  the  Prize  Dissertation 


of  1964: 


For  the  best  dissertation  on  the  subject  worthy  of  a premium 
they  offer  the  sum  of  five  hundred  dollars  ($500.00).  The  disser- 
tation will  he  particularly  graded  on  the  basis  of  original  work  by 
the  author.  Each  competitor  for  the  premium  is  expected  to  con- 
form with  the  following  regulations : 

To  forward  to  the  secretary  of  the  Trustees  on  or  before  the 
eleventh  day  of  December  1964,  free  of  all  expense,  a copy  of  his 
dissertation  with  a motto  thereon,  and  also  accompanying  it  a sealed 
envelope  hearing  the  same  motto,  inscribed  on  the  outside,  with  his 
name  and  address  within. 

Previous  to  receiving  the  premium  awarded,  the  author  of  the 
successful  dissertation  must  transfer  to  the  Trustees  all  his  right,  title 
and  interest  in  and  to  the  same,  for  the  use,  benefit,  and  advantage 
of  the  Fiske  Fund. 

Dissertations,  other  than  the  successful  one,  will  be  returned  to 
the  authors. 

The  dissertations  must  be  typew'ritten,  double  spaced  on  standard 
typewriter  paper  and  should  not  exceed  10,000  words. 


TRUSTEES,  CALEB  FISKE  EUND 


Secretary 

John  E.  Earrell,  Sc.D. 

106  Erancis  Street 
Providence  3,  Rhode  Island 


John  C.  Ham,  M.D. 
Robert  W.  Drew,  M.D. 
William  A.  Reid,  M.D. 


A Doctor  Asked  . . . 


‘HOW  CAN  I DETERMINE  THE  ELIGIBILITY  OF  A 
SUBSCRIBER  FOR  THE  FULL  PAYMENT  FEATURE?” 

There  are  probably  several  ways  to  determine  a subscriber’s  eligi- 
bility. The  one  that  has  proved  most  acceptable  to  the  subscriber 
and  the  doctor  is  to  discuss  Physicians  Service  Benefits  with  the 
subscriber  before  the  services  are  performed. 


THIS  APPROACH  HAS  THESE  ADVANTAGES: 

1.  It  is  in  accord  with  the  AMA  and  Rhode  Island  Medical  Society 
policy  that  a doctor  discuss  his  fee  with  the  patient. 

2.  The  subscriber’s  eligibility  for  service  benefits  depends  basically 
upon  whether  the  subscriber  is  over  or  under  the  income  limit. 
(See  Part  II  of  the  Physicians  Service  contract  for  details.) 

3.  It  gives  the  doctor  an  opportunity  to  explain  to  the  subscriber 
any  charges  he  will  be  making  for  services  which  are  not  covered 
under  the  terms  of  the  subscriber’s  contract. 

4.  It  gives  the  subscriber  a sense  of  security  to  know  exactly  what 
his  financial  obligation  will  be. 

5.  It  proves  to  the  subscriber  that  the  Participating  Doctor 
actively  supports  Physicians  Service  as  a voluntary  prepayment 
health  care  program. 

And,  Physicians  Service  personnel  welcome  questions  from  doctors 
and  secretaries  about  subscriber  service  benefit  conditions. 

PH  Y Si  CM  A NS  SER  VICE 


31  Canal  Street,  Providence,  Rhode  Island 


OCTOBER,  1964 


J%^G€ttc€MZ  ^Tc^urncMZ 


Vol.  XLVII,  No.  10 
Table  of  Contents,  Page  463 


AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side- Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning— May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 


AMYTAE 

AMOBARBITAL 


<S^ 
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THE  CLAFLIN  CO. 


. . . create 
the  proper  professional  image 
in  the  patient’s  mind 


ITE  43  • • . OR  LEASE 


See  this  beautiful  suite 
designed  for  the  general  practitioner 
and  available  in  a variety 
of  colors  of  both  enamel  and 
upholstery.  This  suite  has  all  the 
design  features  and  conveniences 
desired  by  the  physician 
in  general  practice.  Scale  and 
lamp  are  extra.  Come  in  today. 


1 ACORN  STREET 
PROVIDENCE  3,  R.  I. 
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WHAT  IS  AREA-WIDE  PLANNING? 


Much  has  been  written  and  said 
about  the  concept  of  health  care 
facilities  being  planned  accord- 
ing to  community-wide  needs.  This 
premise  is  referred  to  as  “Area- 
Wide  Planning,”  and  is  generally 
recognized  as  perhaps  the  most 
important  long-range  answer  to 
the  most  economical  use  of  health 
care  dollars. 

The  concept  of  voluntary  com- 
munity health  care  planning  has 
been  supported  by  such  groups  as 
the  American  Hospital  Associa- 
tion, the  American  Medical  Asso- 
ciation, Blue  Cross  and  Blue 
Shield,  as  well  as  scores  of  health 
care  experts  (such  as  Marion  B. 
Folsom,  former  Secretary  of 
Health,  Education,  and  Welfare 
under  President  Eisenhower). 

Not  A Negative  Concept:  The 

possible  dollar  savings  of  such 
health  care  planning  is  often  em- 
phasized because  it  is  an  estab- 
lished fact  that  once  a hospital 
bed  is  provided,  it  gets  used,  and, 
as  a result,  increases  the  commu- 
nity’s health  care  bill. 

But  it  is  important  to  remem- 
ber that  area-wide  planning  is 
not  against  building  new  hospital 
beds  or  health  care  facilities.  The 

basic  objective  is  to  improve  the 
quality,  quantity,  and  distribu- 
tion of  health  care  within  a com- 
munity— to  build  needed  facili- 
ties, according  to  over-all  com- 
munity health  considerations. 

The  first  objective  is  to  collect 
all  pertinent  information  about 
existing  hospital  facilities,  as 
well  as  nursing  homes,  rehabili- 


tation centers,  chronic  care  serv- 
ices, etc.  Such  items  as  population 
trends,  trading  areas  (as  a guide 
to  locating  medical  facilities), 
land  use,  and  attitudes  toward 
medical  care  are  considered  on  a 
community-wide  basis. 

With  this  knowledge,  then,  a 
community  can  plan  and  build 
the  kind  of  facilities  which  will 
be  best  for  the  patient.  For  ex- 
ample, a new  acute  hospital  may 
be  planned  when  there  are  al- 
ready sufficient  acute  beds  and 
the  real  need  is  for  adequate  con- 
valescent care  facilities.  Through 
a voluntary  planning  agency,  the 
backers  of  the  new  hospital  might 
understand  the  greater  need,  and 
instead  build  convalescent  or 
long-term  facilities  to  better 
serve  the  community  . . . and  at 
less  cost. 

The  high  cost  of  providing  to- 
day’s complex  health  care  makes 
it  all  the  more  imperative  that 
such  community  planning  be  un- 
dertaken. For  example,  the  cost 
of  building  a new  acute  hospital 
bed  can  be  as  high  as  $30,000  per 
bed.  And,  once  built,  the  cost  of 
providing  the  services  for  each 
bed  will  average  $20,000  every 
three  years. 

Therefore,  area-wide  planning 
is  simply  an  attempt  to  consoli- 
date the  community  resources — 
dollar  resources,  skilled  health 
personnel  resources  (of  which 
there  is  a shortage),  and  other 
resources  — into  a community- 
wide program  that  will  best 
serve  the  entire  area. 
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Just  turned  hypertensive 


A 15  nun.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg.'-^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS;  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 

LEDEKLK  LABORATORIES,  A Division  of  AMERICAN 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962, 


CYANAMID  COMPANY,  Pearl  River, N,Y, 

0 3 73-4 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  Washington  Office 
of  the  American  Medical  Association 


PHYSICIAN  OWNERSHIP  of  pharmacies  is  ethical 
as  long  as  the  patient  is  not  exploited,  the  Amer- 
ican Medical  Association  told  Congress. 

Robert  B.  Throckmorton,  AMA  general  counsel, 
testified  before  the  Senate  Subcommittee  on  Anti- 
trust and  Monopoly  that : 

“The  ownership  of  a pharmacy  by  a physican 
cannot  in  itself  be  equated  with  exploitation.  The 
confidence  and  trust  that  the  patient  reposes  in  his 
doctor — to  use  his  knowledge,  his  skill,  his  judg- 
ment in  prescribing  medicines,  and  his  understand- 
ing of  the  patient’s  financial  problems — preclude  a 
blanket  charge  of  physician-pharmacy-exploitation. 

“It  would  he  a disservice  to  the  public  and  to  the 
medical  profession  if  from  these  hearings  there 
issued  the  unwarranted  impression  that  physicians 
could  not  he  trusted  to  own  pharmacies  or  to  carry 
on  their  professional  practices  in  other  more  impor- 
tant respects  without  exploiting  their  patients.  It 
would  be  unfortunate  ...  if  a small  incidence  of 
violations  and  alleged  violations  came  to  be  accepted 
as  ‘proof’  of  widespread  unethical  practices.’’ 

Throckmorton  pointed  out  that  both  the  AMA 
House  of  Delegates  and  the  AMA  Judicial  Council 
had  ruled  that  it  is  not  wrong,  per  se,  for  a physi- 
cian to  have  a financial  interest  in  a pharmacy. 
However,  he  added,  the  AMA  House  of  Delegates 
last  year  adopted  flat  prohibitions  against  physician 
ownership  in  a drug  repackaging  company  or  con- 
trolling interest  in  a pharmaceutical  company  while 
engaged  in  the  practice  of  medicine.  He  said  that 
there  were  relatively  few  cases  of  such  ownership. 

Throckmorton  said  that  less  than  two  per  cent 
of  the  nation's  280,000  physicians  have  any  finan- 
cial interest  in  drug  repackaging  companies. 

“Most  physicians  who  acquired  financial  inter- 
ests in  repackaging  firms  prior  to  the  AMA  state- 
ment of  policy  acted  in  good  faith,’’  he  said.  “Unless 
they  were  a part  of  the  tattered  fringe  of  practi- 
tioners who  intended  to  exploit  their  patients,  they 
had  no  reason  to  believe  that  they  were  engaging 
in  any  unethical  act.  Many  of  these  physicians  who 
still  retain  their  ownership  can,  at  the  most,  be  cen- 
sored only  for  ‘good  faith  misbehavior.’  However, 
anv  continued  ownership,  beyond  a reasonable 
period  of  time  to  permit  severance  without  undue 
hardship,  should  call  for  the  institution  of  prompt 
discii)linary  action  within  the  ranks  of  medicine." 
^ ^ ^ 

Congressional  prospects  brightened  for  legisla- 
ti(jn  exempting  community  and  other  non-profit 


blood  banks  from  the  antitrust  laws. 

The  chief  counsel  of  the  Senate  Antitrust  and 
Monopoly  Subcommittee,  Bernard  Finsterwald. 
Jr.,  said  he  believed  Congress  eventually  would 
approve  this  legislation,  hacked  by  the  AMA. 

The  bill  was  introduced  by  Sen.  Edward  Long 
( D.,  Mo.)  after  a Federal  Trade  Commissioner 
examiner  ruled  that  community  blood  banks  are 
subject  to  antitrust  laws  and  charged  the  Kansas 
City  area  community  blood  bank  with  restraint  of 
trade  by  refusing  to  purchase  blood  from  commer- 
cial. profit  firms. 

Dr.  Gunnar  Gundersen,  chairman  of  the  AMA 
Blood  Bank  Committee  and  a past  president  of 
AMA.  told  the  Senate  subcommittee  that : 

“The  AMA  views  with  great  concern  the  recent 
decision  of  the  hearing  examiner  of  the  Federal 
T rade  Commission  finding  that  human  whole  blood 
is  a commodity  or  article  of  commerce  and  as  such 
is  subject  to  ‘trade’  and  ‘commerce’  within  the 
meaning  of  those  terms  as  used  in  the  Federal 
Trade  Commission  Act.  The  import  of  this  deci- 
sion is  fraught  with  many  dangers  and  creates 
serious  problems  for  the  physician.  Based  upon  this 
decision,  the  physician’s  and  hospital’s  freedom  of 
choice  in  selecting  blood  is  severely  restricted,  lest 
they  be  deemed  in  restraint  of  trade.’’ 

if.  if 

Congress  sent  to  the  White  House  a record  $1 
billion  budget  for  the  National  Institutes  of  Health. 

All  told,  the  bill  contained  $6.5  billion  for  the 
HEW  Department’s  activities  during  the  current 
fiscal  year. 

The  lawmakers  provided  $1  million  for  the  long- 
delayed  environmental  health  center  but  specified 
that  it  be  located  no  closer  than  50  miles  from  the 
Washington,  D.  C.  area.  The  Administration 
sought  to  have  the  center  located  in  the  Washing- 
ton suburbs  at  Beltsville,  Aid. 

Congress  approved  $222.6  million  for  the  Hill- 
Burton  program  of  Federal  aid  for  hospital  con- 
struction. $110.8  million  for  Federal  aid  to  medical 
education,  and  $8  million  for  tuberculosis  control 
activities. 

As  the  measure  finally  cleared  Congress,  the 
HEW  total  was  $605  million  less  than  the  Admin- 
istration requested,  hut  $942  million  more  than  the 
House  had  originally  voted. 

^ ^ 

A five-year,  $283  million  program  of  federal  aid 

continued  on  page  468 
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When  you  put  patients  on*‘speciar*fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

And  oncethey’vetried  it,  they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert's  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100% corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Of  thetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1,7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


^ AM  A Council  on  Foods  and  Nutrition;  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41 1-423  (Aug- 
ust 4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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Desipers  £ Suppliers  of  Offices 

150  Dorrance  Street  • Providence  3,  R.  I.  • GAspee  1-5228 


HEALTH  HAVENS 


NATIONALLY  ACCREDITED 
SKILLED  NURSING  HOME 


REGISTERED  NURSES 
24  HOURS  DAILY 

Spacious  Private  and  Semi-Private  Rooms 
at  Reasonable  Rates  According  to  needs 

Nursing,  Convalescent  and  Retirement  Care 

ETHICALLY  MANAGED 

PROFESSIONALLY  ORIENTED 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE.  R.  I. 

438-4275 

(Less  than  12  min.  from  all  Providence  Hospitals) 
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to  spur  the  training  of  nurses  was  signed  into  law 
by  President  Johnson. 

The  measure,  supported  in  principle  hy  the 
American  Aledical  Association,  provides  for  con- 
struction grants  for  collegiate  schools  of  nursing, 
for  grants  to  help  defray  the  cost  of  nurses  train- 
ing, for  traineeships  for  advanced  training  and 
student  loans. 

The  new  law  authorizes  $35  million  over  four 
years  as  grants  to  assist  in  the  construction  of  new 
facilities  for  collegiate  schools  of  nursing,  or  for  the 
replacement  or  rehabilitation  of  existing  facilities  of 
that  type. 

It  also  provides  for  $55  million  in  four  years  for 
the  construction  of  new  facilities  for  associate  de- 
gree or  diploma  schools  of  nursing,  or  for  their 
replacement  or  rehabilitation. 


NURSE  EDUCATION  BILL 

The  professional  nurse  education  hill.  H.R. 
11241,  was  passed  by  the  House  on  Julv  21.  It 
calls  for  a five-year  program  ending  June  30.  1969, 
j with  a total  estimated  cost  of  $287,630,000,  includ- 
ing $4.6  million  for  administrative  expenses.  The 
loan  program — a maximum  of  $1000  a year  for  a 
full-time  student  at  collegiate,  diploma,  or  associate 
degree  nursing  schools,  repayable  over  a 10-vear 
period  beginning  the  first  year  after  graduation — 
carries  a forgiveness  provision.  This  would  permit 
up-to-50  percent  cancellation  of  the  amount  of  the 
loan  at  the  rate  of  10  per  cent  for  each  complete 
year  of  full-time  employment  as  a professional  nurse 
in  any  public  or  nonprofit  jwivate  institution  or 
agency. 

The  hill  revised  the  original  language  pertaining 
to  the  ])roposed  five-year  program  of  grants  total- 
I ing  $41  million  to  public  and  nonprofit  private 
diploma  schools  of  nursing  for  training  costs.  The 
grants  would  "defray  a portion  of  the  cost  of  train- 
ing students  of  nursing  whose  enrollment  in  such 
[ schools  can  he  reasonably  attributable  to  this  legis- 
lation. in  order  to  prevent  further  attrition  of  these 
schools  and  to  promote  their  development.” 

The  grants  would  be  paid  on  a formula  basis  as 
follows:  “For  each  fiscal  year  of  the  ])rogram  each 
school  would  he  entitled  to  an  amount  equal  to  the 
product  of  $2a0  and  the  number  of  students  en- 
rolled in  the  school  on  a full-time  basis  who  received 
a loan  for  that  year  of  $100  or  more  under  this  leg- 
islation plus  the  number  Iw  which  the  full-time 
enrollment  in  such  school  during  the  vear  e.xceeds 
I the  average  enrollment  in  such  school  during  a 
three-year  base  period  estalilished  by  the  legisla- 
tion. In  no  case  could  a school  for  anv  year  receive 
more  than  the  product  of  $100  and  tlie  full-time 
j enrollment  in  the  school  for  that  year." 

1 ( This  Month  in  M'ashington,  .4..  H.  .•\. — .\u.s;ust  1%4) 
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ANY  PAIN 

not  severe  enough 
to  require  morphine 
is  an  indication  for 

‘Empirin’ Compound 
with  Codeine 


‘EMPIRIN’ 

Compound  iO 

with 

Codeine  Phosphate,  No.  3 


Each  lobtet  contains 
Codeine  Phosphate  (32.4  mg.) 

Worning.— Moy  Be  Hobit  Foo 
Phenocetin  gr.  2-1/2 

Aspirin  " 'Si.  gr,  3-1/2 

Codeine  X tfc.  A gf.  i/2 


1/2 


ceded 

D DRY  J808 


BURROUGHS  WELLCOME  & CO. 

(U.S.A.)  Inc.,  Tuckohoe,  N.Y. 
Mode  in  U.S.A. 


‘EMPIRIN’  COMPOUND  with  CODEINE  No.  3 
KEEPS  THE  PROMISE  OF  PAIN  RELIEF 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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Indications:  Anxiety  and  tension  states.  Also  as  adjunctive  therapy  when  anxiety  may  be  a causative  or 
disturbing  factor. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate. 

Important  precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the 
dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  mepro- 
bamate. Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Grand  mal  seizures  may  be  precipitated  in  persons  suffering  from  both  grand 
and  petit  mal.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or  withdrawal 
reactions  including,  rarely,  epileptiform  seizures. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia,  or  allergic  or  idiosyncratic  reactions,  generally 
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The  One  Tranquilizer  that 
Belongs  in  Every  Practice 

Miltown* 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio- low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

Wallace  LABORAXORIES/Cranbury,  N.  J. 


developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  are  characterized  by  an  urticarial  or  erythem- 
atous, maculopapular  rash.  Acute  nonthrombocytopenic  purpura  with  peripheral  edema  and  fever,  transient 
leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  administration  of  meprobamate  and  prednisolone 
have  been  reported.  More  severe,  and  very  rare,  cases  of  hypersensitivity  may  produce  fever,  chills,  fainting 
spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive  crises  (1  fatal  case),  anuria,  stomatitis,  proctitis, 
and  anaphylaxis.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and  a single  fatal  instance 
of  aplastic  anemia,  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions  were  given 
concomitantly.  Fast  EEG  activity  has  been  reported,  usually  after  excessive  meprobamate  dosage.  Massive 
overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse. 

Usual  adult  dosage:  One  or  two  400  mg.  tablets  t.i.d.  Doses  should  not  exceed  2400  mg.  daily. 

Supplied:  400  mg.  scored  tablets,  200  mg.  coated  tablets. 

Consult  package  circular  before  prescribing. 
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BOOK  REVIEWS 


GASTROENTEROLOGY  by  Henry  L.  Bockus, 

M.i).  \’olume  II.  ^\^  B.  Saunders  Company, 
Phil,  1964.  $28.00 

This  is  the  second  edition  of  Volume  II  treating 
of  the  small  intestine,  absorption  and  nutrition,  the 
colon,  peritoneum,  mesentery  and  omentum. 

The  first  edition  of  this  work  was  i)uhlished  in 
1946.  This  present  edition  is  a completely  rewritten 
volume  rather  than  a simple  revision.  Dr.  Bockus 
has  enlisted  the  help  of  numerous  colleagues  to 
contribute  their  specialized  knowledge  so  that  the 
review  of  this  hook  is  a thorough  review  of  intes- 
tinal anatomy,  physiology,  biochemistry,  and  path- 
ologv.  I believe  the  functions  of  the  small  intestine, 
colon,  mesentery  and  omentum,  and  the  blood 
supply  thereof  are  frequently  misunderstood  or 
often  overlooked  and  that  too  often  in  the  face  of  a 
“negative"  X-ray  series,  the  patient’s  complaints 
are  treated  as  purely  psychogenic  in  nature. 
X’olume  II  of  Gastroenterology  contains  a complete 
description  of  the  many  tests  available  for  the 
understanding  of  small  and  large  bowel  malfunction 
and  disease,  as  well  as  of  a detailed  account  of 
anemias  and  other  related  subjects. 

It  would  appear  to  he  a valuable  aid  for  the  clini- 
cian who  strives  to  he  as  able  a diagnostician  as 
])ossihle. 

Jeannette  E.  Vidal,  m.d. 

YOUR  CHILD:  STEP  BY  STEP  TOWARD 

MATURITY  by  Dorothy  X'oyes  Sproul. 

Douhleday  & Companv,  Inc.,  Garden  Citv,  X".Y. 
1963.  $4.30 

As  the  name  implies,  a good  doctor  should  lie  a 
teacher.  “One  of  the  most  amusing  and  regrettable 
aspects  of  parenthood  is  that  most  of  us  have  so 
little  preparation  for  the  role."  It  is  more  important 
to  help  a mother  raise  a good  citizen  than  to  care  for 
illnesses.  Mrs.  Sproul  has  written  a very  good  and 
readable  hook  which  we  can  safely  recommend  to 
onr  mothers. 

The  author  writes  a syndicated  health  column 
and  is  President  of  the  John  Slade  Ely  Center  for 
Health  Edneation.  Although  she  has  had  no  medical 
training  she  has  absorbed  an  amazing  lot  of  medi- 
cal information. 

She  covers  the  whole  range  inclnding  disease  pre- 


vention, and  emotional  and  spiritual  handling.  De- 
serving of  special  mention  are  chapters  on  “Listening 
to  the  Child  “What  Can  be  Learned  from  a Child 
“Accidents  Are  Wore  Dangerous  than  Illness  and 
“Helping  Your  Child  Grow  Spiritually." 

In  fact  my  only  adverse  criticism  is  a tendenev  to 
exaggerate  the  truth  when  she  is  emphasizing  a 
point.  For  instance,  in  stressing  the  value  of  love  — 
which  no  one  doubts  — she  writes:  “Babies  in 
unsatisfactory  foster  homes  lost  their  appetite, 
became  emaciated,  and  died  from  lack  of  love.”  That 
isn't  true  today,  .\gain : “Children  react  to  stress 
much  the  same  way  as  adults  — with  headache, 
nervous  indigestion,  ulcers,  and  high  blood  jires- 
sure.”  Casually  they  are  merely  nnhapjw  and  eat 
jioorly. 

In  another  place,  “In  institutional  nurseries, 
infants  cry  more  than  at  home  because  nurses  don't 
have  time  to  give  each  hahy  individual  attention” 
— as  a rule  they  cry  less  after  the  first  few  hours. 
It  is  not  wise  to  arouse  fear  of  hospitals. 

Writing  about  diseases,  she  says : “A  large  per- 
centage of  all  children  (hoys  as  well  as  girls)  have 
some  disorder  of  the  urinary  tract  before  thev  reach 
their  teens.”  Urinary  tract  disease  is  certainly  not 
rare,  hut  it  is  not  that  prevalent. 

Mothers  should  not  he  unduly  frightened.  Faith 
and  serenity  are  valuable  qualities  to  cultivate. 
However,  the  advice  and  facts  are  usually  good  and 
sound,  and  the  hook  can  he  recommended  and  safely 
put  in  the  hands  of  our  mothers. 

Harold  G.  Calder,  m.d. 

SURGICAL  PATHOLOGY  by  Lauren  V. 

Ackerman,  m.d.  In  Collaboration  with  Harvey 

R.  Butcher,  Jr.,  m.d.  Third  Edition.  The  C. 

Moshy  Company,  St.  Louis.  1964.  $18.73 

Surgical  Pathology  by  Lauren  Ackerman, 
in  collaboration  with  Harvey  R.  Butcher,  Jr.,  is  an 
excellent  and  imposing  hook.  It  would  lie  a worth- 
while addition  to  any  library.  Individual  surgeons 
or  jiathologists  would  do  well  to  choose  it  as  their 
personal  volume  on  the  subject.  One’s  first  impres- 
sion on  receiving  this  hook  for  review  was  one  of 
wonderment  on  its  size,  1244  jiages.  Incidentally, 
it  is  of  fine  quality,  handsomely  done,  and  contains 
many  excellent  black  and  white  illustrations.  It  is 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maieate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  14  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


Winthrop  Laboratories 
New  York,  N.Y. 


effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 


Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 


Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Winfhrop 
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DID  YOU  KNOW.^ 

• That  insurance  companies  paid  out  an  average 
of  S5.6  million  a day  in  1963  to  insured  persons  to 
help  them  pay  their  hospital  bills. 

• That  hospital  benefit  payments  by  insurance 
companies  for  all  of  1963  totaled  52,050,000,000. 

• That  an  estimated  145,000,000  Americans  had 
hospital  expense  protection  provided  by  insurance 
companies.  Blue  Cross,  Blue  Shield,  and  other 
health  care  plans. 


S.  O.  B.  ETC* 

E.  R..  58  year  old  colored  widow  admitted  to 
M.  H.  on  7-8-64. 

C.  C.  Severe  SOB  and  persistent  XPC. 

H . P.  I.  1 week  PTA  she  developed  some  FUO 
as  diagnosed  by  her  LAID.  She  improved  after 
.\SA  p.  o..  tid  and  was  a febrile  until  2 days  PTA 
when  she  developed  XPC.  PR  of  120  and  symp- 
toms of  X"ACM.  Her  lungs  were  IPP.\.  There  was 
some  tenderness  in  her  LCM  as  well  as  in  her 
LC\’A.  hut  LKS  were  not  palpable.  Her  EKG  was 
at  that  time  normal  except  for  occasional  PVCS. 
The  next  day  the  patient  quite  suddenly  developed 
rather  severe  SOB.  Her  XPC  became  very  per- 
sistent and  she  was  brought  by  RS  to  M.  H. 

P.  M.  H.  revealed  T & A at  age  15,  TAH  at  age 
of  46,  recurrent  URI  in  last  2 years.  FMP  at  age 
of  13,  regular,  9 pregnancies,  2 SB  after  MLE, 
4 XSD  and  3 XSSCD.  Chronic  PID  due  to  some 
\’D  probably  GC  in  origin.  Surgical  secondary 
sterility  after  TAH  at  age  of  46.  The  discharge 
summary  from  OB-GYX"  Dpt.  in  RIH  revealed 
that  she  was  admitted  about  12  y PTA  with  chronic 
PID.  The  DDC  was  done,  and  Dx  of  cervical  malig- 
nant lesion  proved  after  TAH. 

P.  U.  Father  died  after  TL^RP  and  the  mother 
after  some  CBS.  X’o  history  of  VD  in  the  family. 

P.  E.  T 99.6  P 130  R 22  BP  100/60.  A WD&X 
colored  woman  with  obvious  SOB,  persistent  X"PC, 
who  complains  of  severe  pain  in  LCM  radiating  to 
LCV'A.  PEREA,  EXT  negative  except  for  some 
XACM.  Lungs  IPPA,  Heart  XSR,  rate  130  occa- 
sional PVC.,  sys.  murmur  gr  1 11  with  PAH  at 
apex.  Ahd.  soft,  LKS  not  palpable.  Some  tender- 
ness in  LCVA  and  pain  radiated  to  LCM.  Ques- 
tionable tenderness  in  LLQ. 

Impression:  R/ O Metastatic  lesion  of  lung. 

Pinal  Dx:  Chronic  Alphabetosis. 

*A11  abbreviations  have  wide  currency.  See  Resident 
Physician,  July  1964,  P.  114.  Tadeusz  Rozyeki,  M.D., 
Miriam  Hospital,  Providence,  R.  I. 
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concluded  from  page  4'^2 

much  larger  and  more  complete  than  so-called  basic 
pathology  texts  of  only  a few  short  years  ago.  Much 
of  its  size  is  due  to  the  ex]>ansion  of  surgical  treat- 
ment into  every  organ  system.  So  completely  are 
the  subjects  covered  that,  iu  comparing  systemic 
and  organic  pathology  sections  in  basic  texts  and  in 
this  modern  surgical  pathology  textbook,  one  finds 
that  the  child  has  certainly  outgrown  the  parent. 

There  is  an  engrossing  section  on  electron  micro- 
scopy. containing  illustrations  before  which  a 
reader  fifteen  years  out  of  medical  school  stands  in 
awe.  But  one  wonders  whether  this  subject  is  not 
prematurely  included  in  a surgical  patholog\-  text- 
book and  whether  it  is  in  and  of  itself  a subject  for 
a formal  text. 

There  has  always  existed  what  might  sometimes 
euphemistically  he  referred  to  as  a system  of  checks 
and  balances  between  the  surgeon  and  the  patholo- 
gist. and  this  is  as  it  should  he.  But  exception 
should  he  taken  to  Dr.  Ackerman’s  comment  to  the 
effect  that  the  modern  surgeon  should  not  ask.  “Can 
I get  away  with  this  operation  ?’’  but  rather.  “What 
does  the  future  hold  for  this  patient  ?’’  This  tends  to 
imply  that  previously  surgeons,  or  at  least  a signifi- 
cant percentage  of  them,  did  not  stop  to  ask  this 
question.  This  simply  is  not  true.  Contemplative 
surgeons  of  all  eras  — past,  present,  and  those  to 
come  — have,  and  will  continue  to  ask  this  impor- 
tant question.  The  surgical  world,  to  be  sure,  con- 
tains its  “Mount  Everest  surgeons”  who  operate 
largely,  or  sometimes  solely,  because  the  lesion  is 
there.  But  this  is  an  individual  characteristic  and 
its  recognition  should  not  cast  aspersions  on  the 
entire  surgical  world.  One  suspects  that  perhaps  all 
specialties,  and  indeed,  all  endeavors  in  life  are 
sprinkled  with  such  individuals. 

The  sections  entitled  Clinical  Pathological  Cor- 
relation are  valualile  commentaries  and  it  is  gratify- 
ing to  find  they  are  kept  short  and  to  the  point. 

J.  E.  Caruolo,  m.d. 
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».«.,CHLORPROMAZINE 


1954-1964 


one  of  the  fundamental  drugs  in  medicine 


Smith  Kline  & French  Laboratories 
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PEPTIC  ULCER  • FUNCTIONAL  H Y P E R M O T I L I T Y . IRRITABLE  COLON 


PRO-BANTHiNE  (propantheline  bromide)  AsSUreS  AuthoNtative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthine  (^propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach'  “.  . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthine  (propantlieline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pslorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy-  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthine]  and  propantheline 
[Pro-Banthine]. 


The  name  Pro-Banthine  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
senim-t\'pe  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
iJ5.136.139  (April)  1963. 

2.  Slcinberg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Modell,  W.  (editor):  Dnigs  of  Choice 
-1964-1965.  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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Summary 

1.  Physical  Medicine  or  Physical  Therapy  is  an 
essential  service  in  every  hospital  for  complete 
patient  care. 

2.  Start  physical  therapy  as  early  as  possible  in 
the  chronically  disabled  patient  in  order  to  prevent 
secondary  disability. 

3.  The  rehabilitation  of  the  chronically  disabled 
patient  is  the  responsibility  of  the  physician  in 
charge  of  the  acute  care. 

4.  Eighty  per  cent  of  all  chronically  disabled 
people  suitable  for  rehabilitation  can  he  restored  to 
independent  living  in  the  community  hospital  and 
in  the  community. 

5.  There  are  many  community  agencies  to  pro- 
vide whatever  services  are  not  available  in  the 
hospital  to  help  restore  the  chronically  disabled 
patient. 

Medicine  today  and  in  the  future  will  have  to 
accept  increasing  responsibility  for  the  problems  of 
an  aging  population,  an  increase  in  chronic  dis- 
ability among  all  ages,  and  the  mounting  problem  of 
congenital  anomalies. 


Tt  IS  IMPOSSIBLE  TODAY  to  talk  ahout  Physical 

Therapy  or  Physical  Medicine  ( the  terms  are 
synonymous  ) without  talking  about  Rehabilitation 
since  a large  part  of  Physical  Therapy  is  an  essen- 
tial part  of  Rehabilitation. 

I have  chosen  to  discuss  briefly  the  background 
of  Physical  Medicine  and  of  Rehabilitation  and  to 
say  a little  hit  ahout  each  in  relation  to  the  commu- 
nity hospital.  I believe  what  I have  to  say  will  apply 
to  nearly  everv  physician  who  treats  patients. 

*Presented  at  the  lS3d  Annual  Scientific  Assembly  of 
the  Rhode  Island  Medical  Society,  at  Providence,  R.  I., 
May  5,  1964. 


History  of  Physical  Medicine 

Physical  Medicine  is  the  oldest  form  of  medicine 
known  to  man.  The  earliest  records  we  have  of  man 
mention  the  use  of  heat,  water,  light,  massage,  and 
exercises  in  the  treatment  of  disease  and  injury. 
For  many  centuries  Physical  Medicine  had  no  real 
connection  wdth  the  medical  profession. 

It  wasn’t  until  1918,  during  World  War  I,  when 
two  orthopedic  army  surgeons.  Doctors  Joel  Ciold- 
thwait  and  E.  (.1.  Rrackett,  recognized  the  need  for 
Physical  Medicine  in  the  pre-  and  post-operative 
care  of  their  jiatients.  At  the  same  time  Doctor 
Frank  R.  Granger  was  using  Physical  Medicine  at 
the  Boston  City  Hospital.  The  services  of  Doctor 
Granger  were  enlisted  by  the  army,  and  he  was 
jdaced  in  charge  of  all  Physical  Therapy  in  the 
army  hospitals.  It  was  Doctor  Granger  who  was 
largely  responsilile  for  Physical  Medicine  being 
recognized  by  the  Surgeon  General  as  an  important 
part  of  medical  care  in  orthopedic  cases.  For  several 
years  thereafter  it  was  customary  to  think  of  Physi- 
cal Medicine  in  terms  of  injuries  only,  and  it  was 
used  almost  exclusively  by  the  orthopedic  surgeons. 

In  1918,  as  is  customary  today  with  only  few 
exceptions.  Physical  Medicine  was  prescribed  by 
the  physician  hut  was  administered  by  a physical 
therapist.  In  1918  there  were  very  few  trained 
physical  therapists.  To  fulfill  the  needs  of  the  army 
surgeons  for  therapists,  courses  for  training  them 
were  organized  at  the  Walter  Reed  General  Hospi- 
tal. To  he  eligible  for  this  training,  the  applicant 
had  to  be  either  a graduate  nurse  of  a recognized 
school  of  nursing  or  a graduate  of  a recognized 
school  of  physical  education.  The  course  of  study  at 
the  W’alter  Reed  Hospital  consisted  of  nine  months 
training  in  the  use  of  the  various  modalities  of 
Physical  Medicine  known  at  that  time.  At  the  same 
time,  through  the  efforts  of  the  Surgeon  General, 
communications  were  sent  to  a number  of  colleges 
with  organized  departments  of  Physical  Education 
and  to  schools  of  Physical  Education.  Fourteen  of 
these  colleges  and  schools  responded  and  estab- 

continued  on  next  page 
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lislied  courses  in  Physical  Therapy  which  met  the 
requirements  as  outlined  by  the  Office  of  the 
Surgeon  General. 

During  the  mid-1920's  another  group  of  physi- 
cians became  interested  in  Physical  Medicine.  This 
group  was  composed  mostly  of  well-seasoned  re- 
searchers. Up  until  this  time  very  little  was  known 
about  the  physiological  responses  of  the  tissues  of 
the  body  to  the  various  kinds  of  physical  therapy 
being  used.  As  a result  of  the  work  of  this  group  of 
researchers,  equipment  was  standardized,  new  and 
improved  techniques  were  developed,  and  many 
other  uses  for  Physical  Medicine  were  discovered. 
.\lso  electrical  energy  was  introduced  as  a form  of 
physical  therapy.  Today  there  is  scarcely  a single 
medical  specialty  which  treats  patients  which  does 
not  find  some  need  for  Physical  Medicine.  It  was 
the  result  of  the  work  of  this  particular  group  of 
physicians  that  Physical  Medicine  was  recognized 
as  a medical  specialty. 

As  early  as  1923,  the  American  Medical  Associa- 
tion established  the  “Council  of  Physical  Therapy" 
which  later  became  known  as  the  “Council  of  Physi- 
cal Medicine."  At  this  same  time,  the  American 
Medical  Association  began  to  advocate  courses  of 
instruction  in  Physical  Medicine  in  all  medical 
schools.  In  spite  of  the  careful  and  rigid  supervision 
and  control  by  the  .American  Medical  Association, 
many  poorly  trained  charlatans  entered  the  field  and 
caj)italized  on  it.  This  group  still  flourishes  today. 

In  the  United  States  at  the  present  time  there 
are  forty-two  schools  and  colleges  approved  by  the 
American  Medical  Association  and  the  American 
Physical  Therapy  Association  for  training  thera- 
pists. The  graduates  of  these  schools  are  well 
trained  in  all  the  related  basic  medical  sciences  and 
in  the  use  of  all  the  known  modalities  in  Physical 
Medicine,  including  a relatively  new  area  of 
therapy  called  Functional  Physical  Therapy.  The 
physical  therapist  of  today  is  trained  to  carry  out 
the  orders  not  only  of  the  specialist  in  Physical 
^ledicine,  but  of  every  medical  specialist  who 
refers  patients  to  them.  Xot  only  has  the  number  of 
schools  giving  degrees  in  Physical  Therapy  in- 
creased rapidly  in  recent  years,  but  also  the  number 
of  graduates  from  each  school  has  increased.  In 
spite  of  this,  it  is  estimated  that  the  supply  of  well- 
trained  physical  therapists  will  not  meet  the  demand 
for  at  least  another  ten  years  at  the  present  rate  of 
expansion  and  growth. 

The  physical  therapist  is  one  of  the  most  impor- 
tant members  of  the  rehabilitation  team  which  func- 
tions to  restore  the  chronically  disabled  person  to 
indei)endent  living.  The  average  physical  theraj^ist 
today  s])ends  two  to  three  times  as  much  of  his  time 
trying  to  reduce  the  additional  ])reventahle  dis- 
ability allowed  to  develop  in  a chronically  disabled 
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person,  as  he  does  in  trying  to  reduce  the  primary 
disability.  Today  nearly  every  hospital,  regardless 
of  size,  has  found  the  need  either  to  e.xpand  its 
Physical  Medicine  department  or  to  provide  these 
services  if  it  had  none.  The  greatest  stumbling  block 
is  the  lack  of  trained  physical  therapists  to  staff  the 
departments ; this  condition  will  persist  for  a long 
time  to  come  unless  physicians  conserve  their  time 
and  efforts  by  the  prevention  of  disability. 

History  of  Rehabilitation 

The  history  of  Rehabilitation,  in  many  respects. 
])arallels  the  history  of  Physical  Medicine.  For  as 
long  as  mankind  has  made  use  of  Physical  Medi- 
cine, so  too  have  some  chronically  disabled  people 
taught  themselves  how  to  live  and  often  to  work 
with  their  disability.  Like  Physical  Medicine,  for 
many  centuries  Rehabilitation  had  little  connection 
with  the  practce  of  medicine.  It  is  not  known  when 
the  word  “Rehabilitation"  found  its  way  into  the 
medical  dictionary,  except  that  it  was  during  the 
present  century.  Like  Physical  Medicine  its  growth 
has  been  stimulated  by  wars. 

The  first  major  effort  to  help  the  chronically  dis- 
abled was  the  \'ocational  Rehabilitation  Program 
of  the  L’nited  States  government.  This  program 
began  in  1920  and  originally  was  geared  to  the 
disabled  veterans  of  \\Mrld  War  1.  The  services 
provided  consisted  of  some  social  services  but 
mostly  of  vocational  counseling,  guidance,  and 
training.  At  that  time  only  the  physical  aspects  of 
disability  were  recognized,  and  no  effort  was  made 
towards  total  restoration.  If  the  veteran  had  lost  an 
arm  or  a leg,  or  had  lost  the  use  of  an  arm  or  a leg. 
his  rehabilitation  consisted  of  the  efforts  to  train 
and  place  him  in  a sitting  down  job  or  a one-armed 
job.  The  more  severely  disabled  paraplegic  was  not 
a ]iroblem  in  rehabilitation,  because  his  life  expec- 
tancy was  a little  less  than  a year  in  most  cases. 

It  wasn’t  until  \\'orld  A\’ar  II  that  the  concept 
was  formulated  that  Rehabilitation  is  the  process  of 
restoring  the  disabled  to  his  maximum  physical, 
mental,  social  and  economic  capacity,  and  that  a 
team  of  medical  and  paramedical  sjiecialists  was  the 
most  practical  means  of  accomplishing  this  goal. 
This  concept  was  developed  in  our  army  hospitals. 
Since  the  same  disabilities  existed  in  the  civilian 
population  in  far  greater  numbers,  the  same  prin- 
ciples were  adopted  to  help  restore  the  disabled  in 
the  civilian  population.  The  greatest  supporter  of 
our  present-day  ])hilosophy  of  rehabilitation  has 
been  the  United  States  government.  In  1954,  the 
\'ocational  Rehabilitation  .Amendments  were  passed 
bv  the  Congress  which  provided  the  framework  for 
a broad  expanding  program  of  services  designed 
ultimately  to  bring  Rehabilitation  within  the  reach 
of  all  who  could  benefit  from  it.  The  federal  pro- 
gram is  managed  by  the  \’ocational  Rehabilitation 
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Administration  under  tlie  Department  of  Health, 
Education  and  Welfare.  Every  state  has  its  own 
subdivision.  Today  the  \h)cational  Rehabilitation 
■Administration  provides  medical,  surgical,  and  psy- 
chiatric services ; hospitalization  and  convalescent 
care ; all  types  of  self-help,  prosthetic,  and  orthotic 
devices ; physical  thera])y,  occupational  therapy, 
speech  therapy,  social  services,  psychological  test- 
ing, and  prevocational  guidance  and  training.  The 
United  States  government  is  very  much  concerned 
with  Rehabilitation,  not  only  to  maintain  the  dignity 
and  self-respect  of  human  beings  hut  also  in  its 
economic  values.  For  the  fiscal  year  ending  June 
1962,  the  \Tcational  Rehabilitation  Administration 
rehabilitated  102,396  people.  In  this  group.  16,700 
were  receiving  Public  Assistance  at  a cost  of 
$18  million  per  year.  The  cost  of  rehabilitating  this 
group  of  16.700  people  was  $17  million,  a one-time 
non-recurring  expense.  The  entire  group  of  102,396 
had  a combined  income  of  $47  million  in  the  year 
prior  to  their  rehabilitation,  while  the  following 
year  their  combined  income  was  $205  million.  This 
group  will  pay  in  income  taxes  alone  $10  for  each  $1 
spent  on  their  rehabilitation. 

The  services  provided  by  the  Vocational  Rehabili- 
tation Administration  are  as  yet  not  available  to 
every  disabled  person,  but  only  to  those  who  can  he 
made  employable.  In  this  State  at  least,  there  is  a 
rather  broad  interpretation  given  to  the  words 
‘‘who  can  be  made  employable.” 

Rehabilitation  is  almost  always  a prolonged  and 
expensive  form  of  treatment,  a burden  which  most 
jjeople  are  not  prepared  to  meet.  In  addition  to 
financial  help  from  the  government,  most  insurance 
companies  today  provide  coverage  for  rehabilitation 
services. 

Scope  of  the  Problem 

It  has  been  said  that  the  United  States  is  the  best 
place  in  which  to  have  an  acute  illness  hut  one  of  the 
worst  in  which  to  have  a chronic  illness  with  a 
chronic  disability.  In  this  day  of  specialization  in 
medical  practice,  there  is  a tendency  for  physicians 
to  treat  diseases  instead  of  patients.  In  the  United 
States  today  there  are  between  28  and  33  million 
chronically  disaliled  people,  and  we  add  to  this  total 
at  the  rate  of  300,000  to  350,000  each  year.  As  medi- 
cine continues  to  discover  ways  to  conquer  disease 
and  save  lives,  although  at  times  with  residual 
disability,  the  incidence  of  chronic  disability  will 
continue  to  rise.  It  has  been  estimated  that,  if 
nothing  is  done  about  the  problem,  by  the  year 
1980,  for  every  able-bodied  worker  in  the  United 
States  there  will  be  one  person  over  the  age  of  65 
years  and  also  one  chronically  disabled  person 
besides  the  members  of  his  dependent  family. 
American  medicine  is  largely  responsible  for  cre- 


ating this  problem  and  therefore  must  accept  the 
leadership  iu  resolving  it.  Today  medical  care  can- 
not be  considered  to  be  complete  until  the  jxitient 
with  a chronic  disability  bas  been  taught  to  live, 
and  if  possible,  to  work  with  what  he  has  left. 

There  are  over  150  rehabilitation  centers  in  the 
United  States.  It  is  (juite  obvious  that  this  uumber 
cannot  accommodate  the  large  number  of  chroni- 
cally disabled  ])eople  in  our  country.  There  must  be 
an  e.xi^ansion  of  rehabilitation  services,  and  the 
logical  place  for  this  expansion  to  take  place  is  in 
the  community  hospitals.  For  it  is  here  that  such 
services  can  be  provided  to  the  patient  at  the  earliest 
l)ossible  time.  Neglect  of  the  chronically  di.sabled 
patient  guarantees  the  continued  deterioration  of 
many  less  severely  disabled  peojfie  to  a state  of  total 
dej)endency.  Neglect  is  far  more  costly  in  both  time 
and  money  than  an  early  program  of  rehabilitation. 
Of  even  far  greater  importance,  neglect  frequently 
destroys  the  greatest  potential  for  rehabilitation  a 
person  has.  his  motivation.  Without  motivation, 
rehabilitation  is  impossible. 

.Any  hospital  with  a rehabilitation  minded  pro- 
fessional staff,  social  services,  and  a Physical  Medi- 
cine Department  has  the  necessary  ingredients  for 
the  beginning,  and  in  many  instances  the  comple- 
tion. of  the  restoration  to  independent  living  of  all 
physically  disabled  patients.  If  the  services  of  other 
paramedical  specialists  that  make  up  a complete 
team,  such  as  the  orthotist,  the  prosthetist,  the 
speech  therapist,  the  psychologist,  and  the  occupa- 
tional therapist,  are  necessary,  such  services  are 
usually  available  in  the  community.  It  has  been 
estimated  that  only  about  20  per  cent  of  the  chron- 
ically disabled  population  suitable  for  rehabilitation, 
representing  the  very  severely  disabled,  need  to  lie 
sent  to  a Rehabilitation  Center.  The  remaining  80 
per  cent  can  and  should  be  rehabilitated  in  the 
community  hospital  and  in  the  community  itself. 

Rehabilitation,  with  only  few  exceptions,  is  a 
prolonged  form  of  therapy  and,  with  hospital  beds 
in  short  supply  as  well  as  for  many  other  reasons, 
it  is  not  usually  practical,  feasible,  or  possible  to 
keep  a disabled  person  in  the  hospital  until  his 
rehabilitation  is  completed.  If  the  patient  can  be 
kept  in  the  hospital  until  he  can  be  made  ambula- 
tory with  some  personal  assistance  or  with  mechan- 
ical aids,  his  treatment  program  can  be  continued 
on  an  ambulatory  service  basis.  In  every  instance, 
when  the  patient  is  discharged  from  the  hospital, 
it  is  important  that  his  program  continues  at  home 
daily.  It  is  impossible  in  most  cases  to  secure  the 
services  of  a jdiysical  therapist  in  the  home  daily, 
but  it  is  possible  to  teach  some  member  of  the  family 
or  in  some  instances  the  patient,  how  to  continue  his 
program  at  home.  It  is  extremely  important  that  the 
patient,  as  well  as  whoever  is  going  to  help  him  at 

concluded  on  pageA9\ 
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PREVALENCE  OF  DENTAL  CARIES  IN  PERMANENT  AND  PRIMARY 
TEETH  ELEVEN  YEARS  FOLLOWING  FLUORIDATION 

A Study  of  10,630  Providence,  R.I.  School  Children 

Bruce  D.  Forsyth,  d.d.s.,  m.p.h. 


The  Author.  Bruce  D.  Forsyth,  D.D.S.,  M.P.H. .Chief, 
Division  of  Dental  Public  Health,  Rhode  Island  Depart- 
ment of  Health,  Providence,  Rhode  Island,  and  Assist- 
ant Suryeon  General  (Retired),  U.S.  Public  Health 
.Service. 


OVER  22  YEARS  AGO.  it  liad  been  adequately 
demonstrated  that  the  use  of  fluoride-hearing 
waters  produces  a marked  reduction  in  the  incidence 
of  dental  caries.^  - Over  20  years  ago,  it  was  also 
known  that  this  beneficial  effect  occurs  in  popula- 
tions using  water  supplies  containing  fluoride  from 
natural  sources.  This  was  true  even  in  concentra- 
tions below  the  level  established  as  the  threshold  for 
mottled  enamel  or  endemic  fluorosis.’ - 

Such  epidemiology  studies  suggested  the  hypoth- 
esis that  the  restoration  of  fluorides  to  public  water 
su])plies  deficient  in  such  fluorides  would  result  in 
a substantial  reduction  in  dental  caries.  To  test  this 
hvpothesis  and  to  evaluate  the  procedure  as  a 
method  of  dental  caries  control,  three  independent 
studies  were  begun  in  1944-45  in  the  United  States 
and  Canada  — at  Grand  Rapids-Muskegon.  Mich- 
igan. at  Xewhurgh-Kingston.  New  York,  and  at 
Brantford.  Ontario.-  A number  of  additional  study 
projects  have  been  initiated  in  the  United  States 
since  that  time. 

During  the  past  15  years,  preliminary  and  peri- 
odic annual  reports  of  these  studies  have  shown 
favorable  results  and  clearly  indicate  that  the 
fluoridation  of  municipal  water  supplies  is  a safe, 
beneficial,  inexpensive,  and  practical  public  health 
procedure.  These  studies  further  demonstrate  that 
it  is  possible  during  the  formative  period  of  the 
teeth  ( birth  to  age  8 years  ) to  reduce  the  incidence 
of  dental  caries  by  as  much  as  65  per  cent.’’  ’’ 

Fluoridation  of  the  municii)al  water  supply  of 
the  greater  metropolitan  area  of  Providence  was 
initiated  on  August  13.  1952. 

In  order  to  justify  the  expense  and  later  to  dem- 
onstrate the  health  benefits  of  this  proved  public 
health  procedure,  it  was  determined  that  accurate 
scientific  base  line  data  should  he  collected  at  the 
earliest  convenience. 


Between  X'ovemher  10.  1952  and  February  5, 
1953.  a D.M.F.  Dental  Caries  Survey*  was  con- 
ducted by  the  Rhode  Island  State  Department  of 
Health.  It  involved  a significant  sample  (8,853 
children  i of  the  35,142  children  in  the  Providence 
school  systems  l)Oth  parochial  and  public.’’  Grades 
included  kindergarten  through  grade  IX,  and  ages 
4-17  inclusive. 

Study  Plan 

This  study  was  designed  to  determine  the  preva- 
lence of  dental  caries  in  this  same  community  in 
the  same  six  geographic  areas  as  were  surveyed 
1 1 years  previously  : namely  Smith  Hill,  Mt.  Pleas- 
ant, East  Side,  Fox  Point,  South  Providence  and 
Federal  Hill  sections.  This  again  involved  a signifi- 
cant sample  ( 10,630  children  ) of  the  39,403  children 
in  the  Providence  school  system.  The  same  grades 
were  included,  kindergarten  through  grade  IX, 
while  the  ages  were  4 to  17  inclusive.  This  study  is 
unique  in  that  it  was  designed  to  determine  the 
prevalence  of  dental  caries  in  a community  school 
population  following  1 1 years  of  water  fluoridation 
without  regard  to  length  of  residence.  The  number 
of  normal  permanent  and  primary  teeth  present  per 
child  was  recorded  as  was  the  total  number  of  per- 
manent and  primary  teeth  present.  Age  and  sex  of 
the  children  were  recorded. 

Dental  examinations  were  started  in  Providence 
in  Xovemher  1963  and  continued  into  April  1964. 
Findings  were  recorded  on  specially  designed  den- 
tal examination  cards.  These  findings  were  trans- 
ferred to  specially  designed  dental  record  sheets. 
Later  these  data  were  put  on  punch  cards  and 
analyzed. 

All  dental  examinations  were  conducted  by  two 
trained  dentists,  the  author  and  Dr.  Angelo  M. 

*Expl.\x.\torv  Note:  D.M.F.  is  an  actual  count  of  the 
number  of  Decayed,  Missing,  and  Filled  permanent  teeth. 
Missing  teeth  include  ( 1 ) teeth  previously  extracted  and 
(2)  e.xtractions  indicated  (both  due  to  tooth  decay),  d.e.j. 
is  an  actual  count  of  decayed,  extractions  indicated  due  to 
tooth  decay  beyond  repair,  and  filled  primary  teeth.  tooth 
previously  filled,  but  showing  evidence  of  new  dental  caries, 
is  recorded  as  a D-decayed  tooth.  Specific  rates  for  D.M.F. 
and  d.e.f.  are  obtained  by  dividing  the  actual  counts  by  the 
number  of  children. 
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Parente,  staff  dentist.  Division  of  Dental  Public 
Health,  school  staff',  and  carefully  selected  and 
indoctrinated  students  who  acted  as  recorders. 
These  precautions  helped  to  establish  consistency 
among  examiners  and  recorders. 

Table  I shows  the  dental  experience  in  Perma- 
nent and  Deciduous  teeth,  and  a comparison  of 
Dental  Caries  Experience  Rates,  by  age  groups  for 
1952-53  and  1963-64. 

There  has  been  a striking  reduction  in  the  amount 
of  dental  caries  in  both  the  permanent  and  deciduous 
teeth.  For  example,  in  1953-54  the  average  7-year- 
old  had  1.69  D.M.F.  ( Decayed,  Missing,  or  Filled  ) 
l)ermanent  teeth  ; in  1963-64  the  average  7-year-old 
had  .73  D.M.F.  teeth.  This  represents  a reduction 
of  about  57  per  cent.  The  average  7-year-old  had 
4.94  d.e.f.  (decayed,  e.xtraction  indicated,  or  filled  ) 
deciduous  teeth  in  1953-54 ; in  1963-64  the  average 
7-year-old  had  2.57  d.e.f.  teeth.  This  represents  a 
reduction  of  about  48  per  cent. 


RHODE  ISLAND  DEPARTMENT  OF  HEALTH 
DIVISION  OF  DENTAL  PUBLIC  HEALTH 

Key  to  Dental  Code 

PERMANENT  TEETH 

D =r  Decayed  Permanent  Teetli 
M Mis.sing  Permanent  Teeth  or  Badly  Decayed 
and  Indicated  for  Immediate  Extraction 
F = Filled  Permanent  Teeth 
D.M.F.  Sum  Total  of  Individual  D,  M,  and  F 
N = Normal  Permanent  Teeth 
T.P.T.  Total  of  D.M.F.  + N 

(Total  Permanent  Teeth) 

DECIDUOUS  TEETH 

d = Decayed  deciduous  ( baby)  teeth 
e = Missing  deciduous  teeth  or  badly  decayed  and 
indicated  for  immediate  extraction 
f = Filled  deciduous  teeth 
d.e.f.  = Sum  total  of  individual  d,  e,  and  f 
n = Normal  deciduous  teeth 
T.d.T.  = Total  of  d.e.f.  -\-  n (Total  deciduous  teeth) 

continued  on  next  page 
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*Two  children,  agee  18  and  19*  were  not  included  in  this  data  and  are  listed  separately. 
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Figure  I shows  a comparison  of  D.iM.F.  perma- 
nent teetli  experience  by  age  groups  for  1952-53 
and  1963-64. 

Table  II  shows  a comparison  of  D.M.F.  and  d.e.f. 
rates,  and  per  cent  reduction  in  these  rates  from 
1952-53  to  1963-64  by  age  groups. 

Table  III  shows  the  dental  caries  experience 
(D.M.F.  and  d.e.f.)  by  sex  among  the  10,630  school 
children  examined  in  1963-64. 

In  Table  IV  is  shown  what  percentage  of  T.P.T. 
(Total  Permanent  Teeth)  and  T.d.T.  (Total  decid- 
uous Teeth)  is  D.iM.F.  and  d.e.f.,  X (normal) 
permanent  teeth,  n (normal)  deciduous  teeth,  by 
sex  among  the  10,630  school  children  examined  in 
1963-64. 

In  Figure  II  is  shown  what  per  cent  of  the  T.P.T. 
(Total  Permanent  Teeth  ) and  T.d.T.  (Total  decid- 
uous Teeth)  are  normal  teeth  and  D.M.F.  and  d.e.f. 
teeth. 

Table  V shows  dental  caries  experience,  D.M.F. 
and  d.e.f.  by  districts  for  1952-53  and  1963-64.  This 
shows  the  amount  of  decayed,  missing  and  filled 
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D.M.F.  4 d.e.f.  PREVALENCE  BY  SEX 
1963-64 

TABLE  III 


PERMANENT  TEETH 

PRIMARY  TEETH 

TOTAL  NO. 

D. 

K. 

F. 

TOTAL  LVF 

N 

TOTAL  TPT 

d. 

e. 

f. 

TOTAL  def 

n 

TOTAL  tdt 

MILE 

‘5586 

5580 

R 1 .00 

961 

.16 

5979 

1.11 

12320 

2.29 

61790 

15-le 

94110 

17.47 

3250 

.60 

1505 

.26 

5236 

.60 

7991 

.48 

30851 

5.72 

38622 

7.20 

FEMALE 

*5242 

4185 

R .80 

777 

.15 

7011 

1.54 

11973 

2.29 

83444 

15.92 

95417 

18.21 

2966 

.57 

929 

.16 

5256 

.62 

7151 

1.57 

26870 

5.13 

54001 

6.50 

BOTH 

*10650 

9565 

R .90 

1758 

.16 

12990 

1.22 

24293 

2.29 

165254 

15.55 

189527 

17.84 

6216 

.59 

2434 

.23 

6472 

.61 

15122 

1.42 

57701 

5.45 

72823 

6.65 

• TOTAL  NO.  OF  CHILBREN 
R - RATE 

PERCENTAGE  of  N,  D.M.F.  & n,  d.e.f.  by  SEX 
1963-64 


TABLE  IV 


PERMANENT  TEETH 

PRIMARY 

TEETH 

TOTAL 

TOTAL 

SEX 

D.M.F. 

N 

T.P.T. 

^oN 

^D.M.F. 

d.e.f. 

n 

t.d.t. 

'fon 

«^d.e.f. 

MALE 

*5388 

12320 

8I79O 

94110 

86.91 

15.09 

7991 

30831 

58822 

79.42 

20.58 

FEMALE 

*5243 

11923 

83444 

95417 

87.45 

12.55 

7131 

26870 

34001 

79.03 

20.97 

BOTH 

*10630 

24293 

165234 

1 89527 

87.18 

12.82 

1 5122 

57701 

72825 

79.23 

20.77 

1965-64 


FEMALE 


PERMANENT 

TEETH 


N 

% D.M.F. 


PRIMARY 

TEETH 


^ n 


ia  d.e.f. I 


teeth  by  district  as  well  as  the  individual  rates  for 
each  district. 

In  Figure  III  is  shown  the  percentage  reduction 
of  D.AI.F.  and  d.e.f.  by  district. 

Summary 

10,630  public  and  parochial  school  children  (ages 
4-17  years),  Icindergarten  through  grade  IX,  were 
given  dental  examinations  in  a study  to  determine 
the  prevalence  of  dental  caries  among  the  permanent 
and  deciduous  teeth  after  eleven  years  of  fluorida- 
tion of  the  Providence  water  supply  at  approxi- 
mately 1 part  per  million  fluoride. 

All  children  present  in  these  schools  on  date  of 
dental  examinations  were  counted.  N^o  attempt  was 
made  to  eliminate  noucontinuous  residents.  Flad 
only  dental  examinations  of  continuous  residents 
been  counted,  an  even  greater  reduction  in  the 
prevalence  of  dental  caries  would  he  demonstrated. 

The  results  after  eleven  years  of  fluoridation  of 
the  Providence  public  water  supply  system  are  as 
follows ; 

1 . .A  striking  reduction  in  the  prevalence  of  den- 
tal caries  in  the  permanent  teeth  of  the  children 
in  this  age  group  (4-17 ) was  effected.  It  was 
reduced  on  the  average  by  about  .^5  per  cent. 

2.  There  was  a marked  reduction  in  the  preva- 

continued  on  next  page 
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lence  of  dental  caries  in  the  deciduous  teeth. 
■At  approximately  the  peak  of  prevalence, 
namely  7 years  of  age,  the  d.e.f.  rate  for  the 
deciduous  teeth  was  reduced  by  about  48 
per  cent. 

3.  A comparison  of  D.M.F.  (permanent  teetb  ) 
experience  1952-53  to  1963-64  by  age  shows 
a marked  reduction  in  all  age  groups  (6-16 
years). 

4.  A comparison  by  age  groups  of  D.M.F.  and 
d.e.f.  rates  for  1952-53  to  1963-64  shows  a 
reduction  in  each  age  group  of  either  or  both. 
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5.  comparison  of  D.M.F.  and  d.e.f.  by  sex  for 
1963-64  reveals  no  significant  difference.  The 
percentage  of  Xormal  Permanent  Teeth  and 
Deciduous  Teeth  are  also  about  equal  by  sex. 

6.  Tins  study  shows  that  the  dental  health  prob- 
lem in  Providence  has  been  greatly  reduced 
and  brought  under  better  control  during  the 
past  11  years  since  the  Providence  Public 
Water  Supply  bas  been  fluoridated. 
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THE  FUTURE  OF  GENERAL  PRACTICE* 

Julius  Michaelson,  m.d. 


The  Author.  Julius  Michaelson,  M.D.,  of  Foley, 
Alabama.  President,  American  Academy  of  General 
Practice. 


There  were  those,  some  in  high  places,  who 
said  that  the  family  doctor  is  on  his  way  out. 
that  he  would  soon  have  no  place  in  “the  scheme 
of  things  to  come."  He  would  be  replaced  by  highly- 
trained  specialists  who  would  restrict  their  medical 
or  surgical  practices  to  a handful  of  human  ailments 
or  a clearly-defined  segment  of  the  human  body. 

This  hasn't  hapi>ened.  and  let  me  assure  you  that 
it  is  not  going  to  hai)pen.  The  family  doctor,  a 
skilled  physician  in  the  general  practice  of  medi- 
cine and  surgery,  is  here  to  stay. 

I am  going  to  give  you  a straight  from  the 
shoulder  talk.  In  presenting  the  facts  as  I see 
them.  I am  not  going  to  be  a diplomat,  as  I have 
been  accused,  or  a lady,  which  I hope  I am  obviously 
not.  Both  a diplomat  and  a lady  are  very  tactful  in 
their  manner  of  speech,  hut  still  there  is  a dilifer- 
ence  between  them.  This  difference  has  been  ex- 
plained as  follows : 

When  a diplomat  says  “yes.”  he  means  “maybe."’ 
when  he  says  “maybe.”  he  means  “no."  When  he 
says  "no.”  he  is  no  diplomat. 

When  a lady  says  “no.”  she  means  “maybe.” 
W hen  she  says  “maybe.”  she  means  “yes.”  When 
she  says  “yes.”  she  is  no  lady. 

Well.  I am  going  to  l)e  neither  a diplomat  nor  a 
lady.  I’ll  tell  you  the  truth  and  give  you  the  facts 
just  as  I see  them.  You  are  all  intelligent  doctors 
and  I see  no  good  reason  to  heat  around  the  bush, 
or  talk  in  so-called  “glittering  generalities.”  I may 
from  time  to  time  insert  a few  cogent  observations 
of  my  own — hut  we’re  going  to  stay  with  the  facts. 

Some  of  you  may  call  yourselves  “partial  special- 
ists.” -As  far  as  I’m  concerned  and  this  opinion  is 
shared  by  the  American  .Academy  of  General  Prac- 
tice. there  just  isn’t  such  an  animal.  By  any  logical 
reasoning,  and  I am  not  talking  now  about  associa- 
tion by-laws  or  requirements,  a specialist  should 
restrict  his  practice  to  one  of  the  recognized  spe- 
cialty fields  or  disciplines.  The  minute  he  steps  over 
the  line,  unless  responding  to  an  emergency  situa- 

*Presented at  the  153r(l  .Annual  Scientific  .Assembly  of 
the  Rhode  Island  Medical  Society,  at  Providence.  R.  I., 
.May  5,  1964. 


tion.  he  is  no  longer  a specialist  and  should  not 
designate  himself  as  one.  In  many  cities  I know 
dozens  of  doctors  who  call  themselves  specialists 
and  are  listed  in  the  .AAI.A  directory,  yet  these  men 
are  active,  practicing  general  practitioners.  In  fact, 
the  .Academy  counts,  among  its  past  presidents,  a 
dues  paying  hoard-certified  surgeon  who  will  tell 
you.  very  honestly,  that  he  does  no  surgerv — and 
hasn’t  for  many  years.  I would  encourage  you  not 
to  go  half-way.  Don’t  be  a maverick  in  medicine ; 
be  either  a good  competent  G.P.  or  a true  specialist. 

Only  a few  short  years  ago.  a doctor  didn’t  have 
to  make  such  a key  decision.  In  those  days,  a med- 
ical graduate  was  a medical  graduate.  He  took  a 
rotating  internship  and  entered  practice.  If  he 
wanted  to  specialize,  he  joined  a preceptor  in  a 
specialty  of  his  choice,  built  a reputation,  then  lim- 
ited his  practice.  This  is  no  longer  possible  todav. 

Limitation  of  practice  without  a formal  residenev 
training  has  all  hut  gone  to  the  wind.  .Also,  starting 
the  general  practice  of  medicine  after  one  year  of 
rotating  internship  is  a rapidly  dying  custom.  With 
the  development  during  the  past  generation  of 
nineteen  specialties,  five  sub-specialties  and  twenty- 
seven  divisions  of  specialties,  a total  of  fifty-one 
recognized  types  of  special  medical  practice,  it  has 
become  impossible  for  any  one  physician  to  cover 
the  medical  horizon.  Xo  family  doctor  e.xpects  or 
wants  to  do  so. 

Much  has  been  written  about  the  general  practice 
of  medicine  during  the  past  decade.  Controversy 
has  raged  in  our  medical  schools  concerning  the 
tendency  to  subjugate  the  individual  and  his  per- 
sonality to  this  pathology ; in  the  hospitals,  where 
the  family  doctor  has  been,  until  recently,  crowded 
to  the  wall  by  the  advent  of  specialization,  and  in 
our  medical  societies  where  action  has  sometimes 
been  taken  on  l)ehalf  of  the  family  physician. 

A’ou  may  he  aware  of  Doctor  Weiskotten’s  fig- 
ures which  indicate  that  three  out  of  every  four 
medical  graduates  have  in  recent  years  been  enter- 
ing a specialty-.  It  is  now  four  out  of  five.  Many  of 
you  have  attended  medical  schools  where  general 
])ractice  LMD  are  dirty  words  to  the  faculty. 

.Several  years  ago  one  prominent  so-called  med- 
ical educator  said  that  “the  pressure  to  train  gen- 
eral practitioners  is  a threat  to  sound  scientific 
teaching.”  He  called  an  undergraduate  course  in 
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general  practice  ‘‘a  flagrant  anachonisni.”  No  won- 
der that  some  of  onr  recent  graduates  have  never 
seen  a family  doctor.  No  wonder  that  they  are 
nnderstandalilv  afraid  that  they  will  never  he  able 
to  practice  scientific  medicine  unless  they  devote 
themselves  to  a special  field. 

One  recent  medical  stndent  described  his  educa- 
tion for  general  practice  like  this ; “Here  there  is 
no  subject  matter  of  general  practice,  no  family  to 
visit  and  follow  through  our  medical  teachings,  as 
in  some  other  medical  schools ; here,  we  have 
marked  dogmatism  in  each  department  and  appar- 
ently little  attempt  to  look  at  the  patient  as  a whole. 
If  it  is  an  itch — to  the  allergy  clinics.  If  it’s  an  itch 
with  a rash — to  the  dermatology  clinic.  If  she  is 
bleeding  GYN  gets  her.  If  she’s  not  bleeding,  send 
her  to  the  endocrine  clinic.  If  it’s  a joint  ache,  then 
the  orthopods  have  to  fight  over  it.  One  by  one,  so 
it  goes  down  the  line.  This  all  begins  with  the 
universitv  itself  frowning  on  rotating  internships. 

I have  little  wonder  that  this  school  and  many 
others  are  producing  a plethora  of  specialists  who 
are  experiencing  difficulty  in  locating  where  they 
can  make  a living  from  a populace  that  is  craving 
for  an  increase  in  family  physicians. 

You  have  undoubtedly  heard  that  for  every  gen- 
eral practice  residency  available  there  are  fifty  spe- 
cialty residences  open,  and  that  many  of  the  general 
practice  residencies  are  just  not  worth  two  years 
of  time. 

You  have  probably  read  the  Rockefeller  Foun- 
dation report  on  the  medical  practice  in  North 
Carolina,  with  its  verified  observation  of  some 
practitioners  who  examined  through  five  thick- 
nesses of  clothing,  don’t  use  an  ophthaloscope,  and 
fail  to  do  vaginal  examinations ; and,  you  have 
heard  or  read  of  the  rapid  growth  of  panel  practice 
with  groups  of  from  four  to  seventy-five  physicians 
working  together,  all  specialists  without  one  gen- 
eral practitioner  on  their  staff.  You  have  heard  that 
the  internists  are  now  trying  to  term  themselves 
“family  physicians”  and  today  there  is  even  a new 
society  of  internists  with  socioeconomic  purposes. 

All  of  these  you  have  heard  are  based  on  truth. 
There  is  inadequate  preparation  for  general  prac- 
tice in  our  medical  schools.  There  is  a dearth  of 
good  general  practice  in  residencies.  There  is  dis- 
crimination against  family  doctors  in  hospitals. 
There  are  instances  of  general  practice  at  a low 
level.  All  these  conditions  do  exist  and  we  would 
all  he  wise  to  recognize  them.  However,  there  have 
been  many  changes  in  the  last  ten  years  and  the 
big  question  for  us  to  answer  is  this : What  does 
the  future  hold  for  general  practice  ? Has  the  pen- 
dulum of  specialization  swung  too  far?  Is  there  a 
return  to  the  general  practice  of  medicine  in  keep- 
ing with  the  demands  of  the  people  who  consume 
medical  services  and  who  pay  for  them? 


Family  Doctor  of  Tomorrow 

It  is  a wise  man  who  can  look  into  the  crystal 
hall  and  answer  these  questions.  Let’s  have  a look 
at  some  of  the  facts. 

A few  years  ago  there  appeared  a little  tliree 
page  article  in  the  Reader’s  Digest  titled  “Family 
Doctor,”  by  Dr.  Paul  DeKruif.  In  it  the  author 
described  the  modern  family  physician  who  has 
adequate  formal  training,  who  keeps  ])ace  with  the 
advance  of  scientific  medicine  with  post-graduate 
studies,  who  is  competent  to  care  for  the  great 
majority  of  a family’s  illnesses.  At  the  end  of  this 
article  he  stated,  that  if  the  reader  wished  to  secure 
such  a family  doctor  and  didn't  have  one,  he  should 
send  a letter  to  the  office  of  the  American  Academy 
of  General  Practice.  This  magazine  had  hardly  hit 
the  newsstands  when  an  avalanche  of  mail  started 
to  pour  in.  Within  three  weeks,  ninety  thousand 
letters  arrived,  all  asking  for  a list  of  family  physi- 
cians, members  of  the  Academy,  who  fnlfilled  the 
qualifications  listed.  On  another  occasion.  Doctor 
Walter  Alvarez  wrote  a similar  article  for  his  news- 
paper column,  and  the  Academy  offices  were  again 
snowed  under. 

What  does  this  mean?  To  me,  it  means  just  this ; 
That  the  American  family  wants  and  demands  a 
family  physician,  a well-trained  doctor  of  medicine 
who  will  assume  continuing  responsibility  for  the 
health  of  the  individual  and  the  family  as  a unit, 
who  will  call  consultation  when  indicated,  Init  who 
is  qualified  to  care  for  the  great  majority  of  their 
illnesses. 

The  American  people  are  not  ignorant  of  the 
advance  of  medical  knowledge.  They  are  erudite 
and  they  are  informed.  They  know  of  the  tremen- 
dous development  of  the  specialized  techniques  in 
anesthesiology,  in  medicine,  in  surgery,  in  radio- 
therapy and  in  many  other  fields.  And  yet,  they 
sense  that  with  today's  super-specialization,  with 
today’s  panel  practice  of  physicians  rotating  on  an 
eight  honr  day  something  precious  has  been  lost  in 
the  triumph  of  scientific  medicine. 

On  every  hand  in  popular  magazines,  in  medical 
magazines,  in  scientific  meetings,  such  as  this,  you 
read  and  you  hear  the  appeal  of  the  patient,  for  some 
one  doctor  to  advise  and  guide  and  counsel  him, 
and  to  assist  him  through  this  maze  of  medical  spe- 
cialist attention  about  which  he  understood  too  little 
to  chart  his  own  course,  and  this  is  as  true  in  Provi- 
dence, Rhode  Island,  and  New  York  City  as  it  is  in 
Foley,  Alabama.  .Something  has  been  lost,  and  that 
something  is  the  human  individual  himself,  the 
human  being  with  a soul,  emotions,  desires,  preju- 
dices, ambitions,  character,  and  an  intellect,  as  well 
as  a body  containing  an  appendix  to  he  removed, 
eyes  to  he  refracted,  lungs  that  succumb  to  the  rav- 
ages of  pneumonia,  tuberculosis  and  cancer. 

The  treatment  of  the  sufferer  or  man  unit  as  just 
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a mass  of  diseased  protoplasm  with  a hospital  num- 
her  attached  to  him  goes  far  afield  from  the  tender 
solicitude  of  a competent  modern  family  doctor  who 
breathes  confidence  and  courage  into  his  patients 
as  well  as  having  with  him  specific  agents  and  con- 
sultants at  his  command. 

Recognition  of  Total  Care  Vital 

While  the  modern  trend  of  specialization  has  ele- 
vated the  science  of  medicine,  while  neglecting  its 
art,  one  cannot  accuse  today’s  medicine  of  a fault 
which  is  of  recent  birth.  Centuries  ago.  Plato  com- 
plained. “For  this  is  the  great  error  of  our  day  in 
the  treatment  of  the  human  body  that  the  physi- 
cians separate  the  body  from  the  soul.”  Voltaire 
was  just  as  critical,  hut  a bit  more  spicy.  He  said, 
physician  is  one  who  pours  drugs  of  which  he 
knows  little  into  a body  of  which  he  knows  less.” 

Recently  Edward  Rist  put  the  problem  in  these 
words,  “How  many  errors  have  been  committed 
because  the  physician  has  not  been  able  to  discern, 
behind  the  masque  of  the  invalid,  a man.”  These 
are  all  simple,  different  modes  of  expression  of  the 
same  thought ; that  the  patient,  the  sick  person, 
whether  in  Plato’s  time  or  \"oltaire’s,  or  in  our 
time,  values  the  treatment  of  his  soul  equally  with 
the  treatment  of  his  body. 

There  are  manv  indications  that  some  segments 
of  American  medicine  are  just  as  concerned  with 
the  total  care  of  the  patient  as  were  Plato  and 
\’oltaire. 

The  medical  schools,  the  AMA,  the  AAGP  and 
the  specialties  are  all  as  concerned.  This  concern, 
and  the  action  resulting  therefrom,  are  all  of  im- 
l)ortance  to  the  general  practice  of  medicine,  and 
the  young  physicians  seeking  to  find  their  proper 
place  in  the  medical  economy  of  tomorrow.  It  may 
be  premature  to  state  this  opinion,  but  I do  so 
without  hesitation. 

It  is  my  considered  opinion  that  you  and  I are 
watching  the  pendulum  return,  that  superspeciali- 
zation has  absorbed  much  too  high  a percentage  of 
the  young  physicians,  and  that  the  law  of  the  sup- 
ply and  demand  will  lead  to  the  entrance  of  much 
larger  numbers  of  recent  graduates  into  the  gen- 
eral practice  of  medicine.  There  is  already  much 
evidence  to  support  this  contention. 

I base  this  opinion  on  several  attitudes  which 
have  found  their  expression  in  official  actions  of 
medical  educators,  the  hospitals,  the  AMA,  and 
the  AAGP. 

AAIA  Actions 

Xot  too  long  ago,  the  AMA  House  of  Delegates 
asked  the  Committee  on  Medical  Practices,  “to 
utilize  all  means  possible  to  stimulate  the  forma- 
tion of  a department  of  general  practice  in  each 
medical  school”  and  approved  of  “all  medical  school 
teaching  programs  which  afford  opportunities  for 
experience  in  the  general  practice  of  medicine.” 
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This  committee  said  in  its  report  to  the  House  of 
Delegates:  “We  are  in  agreement  that  it  is  desir- 
able for  medical  schools  to  offer  the  kind  of  educa- 
tional program  designed  to  aid  the  students  in 
developing  the  basic  knowledge  essential  to  any  and 
all  aspects  of  medical  practice.  They  should  include 
the  opportunity  to  gain  a concept  of  the  challenges 
and  responsibilities  of  the  family  physician  or  gen- 
eral j)ractitioner  as  well  as  those  inherent  in  the 
specialty  field.” 

There  is  probably  more  genuine  concern  todav 
than  ever  before  in  regard  to  a patient  as  a person 
in  a given  environmental  situation  on  the  part  of 
those  concerned  with  medical  education.  The 
American  Academy  of  General  Practice  strongly 
supports  this  AMA  policy. 

The  AMA  is  also  interested  in  general  practice 
residency  programs  and  has  appointed  a residency 
review  committee  jointly  with  the  American  Acad- 
emy of  General  Practice  for  the  purpose  of  raising 
standards  and  providing  two  year  residency  pro- 
grams of  solid  worth  to  prepare  adequately  every 
physician  planning  on  entering  general  practice. 
There  are  presently  more  than  five-hundred  such 
residencies  being  offered.  Some  are  excellent,  and 
some  are  worthless.  The  Academy  of  General 
Practice  has  asked  its  state  chapters  to  assist  hos- 
pitals in  meeting  high  standards,  and  to  assist 
internes  in  locating  high  grade  general  practice 
residencies. 

The  AMA  has  been  specific  in  spelling  out  its 
official  attitude  on  the  hospital  privilege  question 
in  these  words  adopted  unanimously  by  the  House 
of  Delegates : 

“Hospital  staff  appointments  should  depend 
on  the  qualifications  of  the  physician  to 
render  proper  care  to  hospitalized  patients 
as  judged  by  the  professional  staff  of  the 
hospital  and  not  on  special  society  mem- 
bership.” 

The  House  then  directed  its  Committee  on  Med- 
ical Practices  to  “Use  its  influence  to  discourage 
any  arbitrary  restrictions  against  general  practi- 
tioners as  a group  or  as  individuals.”  It  further 
recommended  to  Doctor  Babcock’s  Joint  Commis- 
sion on  Accreditation  of  Hospitals  that  the  com- 
mission : “Study  the  problem  of  the  exclusion  from 
hospitals  and  the  arbitrary  limitation  of  the  hos- 
pital privileges  of  the  general  practitioner,  and  to 
study  methods  whereby  the  following  stated  prin- 
ciples may  be  achieved : 

“1.  The  privileges  of  each  member  of  the  med- 
ical staff  shall  be  determined  on  the  basis  of  the 
professional  qualifications  and  demonstrated  ability. 

“2.  Personnel  of  each  service  of  the  department 
shall  be  qualified  by  training  and  demonstrated 
competence,  and  shall  be  granted  privileges  com- 
mensurate with  their  individual  abilities.” 
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lust  recently  the  joint  coninhssion  has  published 
a hnlletin  which  indicates  to  ns  that  in  the  future, 
if  there  is  arbitrary  discrimination  against  physi- 
cians in  a hospital,  it  will  he  denied  their  accredita- 
tion. These  statements  of  principle  and  policy  by 
the  AAIA  House  of  Delegates  constitute  the  official 
attitude  of  the  AAIA.  When  their  observance  has 
become  uniform  by  all  hospital  staffs,  there  will  l)e 
no  jjrohlems  associated  with  undue  limitation  of 
the  hospital  privileges.  Is  there  any  indication  that 
perhaps  this  is  approaching  a reality  ? 

I wondered  about  this,  attempted  to  find  out  the 
truth,  and  I turned  first  to  an  Academy  survey 
dating  hack  several  years  and  directed  to  the  offi- 
cers of  the  various  state  chapters.  It  posed  this 
question:  “Subject:  Arbitrary  discrimination 
against  family  doctors  in  the  matter  of  hosi)ital 
privileges.  In  your  areas,  has  the  overall  situation 
l)ecome  better  or  worse?  Please  answer  yes,  no, 
or  the  same."  Ninety-eight  correspondents  from  46 
states,  three  territories,  and  the  District  of  Colum- 
bia answered  this  question. 

Of  these  there  was  an  astounding  thirty  four  that 
said,  “A"es,  the  situation  is  better.”  Only  eleven 
said,  “NO,  the  situation  is  worse.”  and  fifty-three 
said,  “The  condition  is  the  same.”  However,  of 
these  S3,  tw’enty  six  or  half,  said,  “By  the  same, 
we  mean  it  is  excellent,  and  couldn’t  he  improved.” 
Thus,  we  find  a surprising  sixty  percent  of  the 
total  respondents  submitting  encouraging  reports 
about  hospital  privilege  problems  which  have  been 
the  subject  of  so  much  controversy  over  the  past 
decade.  And  this  was  three  years  ago.  Today,  it 
may  he  lietter  or  worse. 

It  is  thus  quite  obvious  that  the  official  attitude 
of  the  AAIA  and  the  Academy  has  had  an  impact 
on  the  Hospital  staff  relationships.  And  it  is  signi- 
ficant that  perhaps  seventy-five  percent  of  the 
AAIA  delegates  voting  unanimously  for  these  pro- 
visions for  the  protection  of  the  family  doctor,  were 
specialists.  Thus,  it  can  be  seen  that  on  every  front 
— student  training,  residencies,  and  in  hospital 
relationships — there  is  a tremendous  recrudescence 
of  interest  and  activity  in  the  whole  field  of  general 
practice. 

I do  not  believe  this  is  a temporary  episode  in  a 
long  term  march  toward  superspecialization.  I be- 
lieve this  represents  the  true  action  of  the  laws  of 
supply  and  demand.  Let’s  face  it:  In  many  com- 
munities, there  are  just  too  many  general  surgeons 
and  too  few  family  physicians. 

As  medical  education  is  presently  constituted 
with  four  years  in  medical  school  and  one  year  of 
rotating  internship,  the  result  is  not  always  a well- 
trained  and  competent  family  physician.  In  addi- 
tion, the  value  of  two  years  of  military  service  varies 
with  the  luck  of  the  draw ; some  training  is  good. 
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some  not  so  good.  It  is  more  and  more  coming  to 
he  generally  conceded  that  two  years  of  in-hospital 
training  is  necessary  for  most  physicians  entering 
general  practice.  Of  course,  some  men  will  he  better 
doctors  with  one  year  of  rotating  internship  than 
others  with  three  or  even  ten  years.  Competency 
IS  not  just  a matter  of  time. 

As  presently  constituted,  however,  one  cannot 
in  general  consider  the  present  one  year  internship 
as  adecpiate  preparation.  If  I were  jilanning  on 
general  practice  training  today,  1 should  certainly 
consider  two  years  of  residency  training,  or  one 
year  of  general  practice  or  internal  medicine  or 
surgical  residency  after  internship  as  the  irreduc- 
ible minimum. 

Internal  Medicine 

This  brings  up  the  question  of  internal  medicine. 
W hy  not  spend  those  two  years  in  internal  medi- 
cine alone,  and  he  a specialist?  It  depends  on  what 
the  young  doctor  wants  to  he.  whether  he  wishes 
to  he  a family  physician  or  a general  practitioner. 
No  internist  can  be  a complete  familv  doctor. 
Neither  can  a pediatrician.  Roth  lack  the  broad 
field  of  training.  They  have  depth  of  training  in  a 
special  field,  Imt  not  the  wide  range  or  breath  of 
experience  necessary  to  he  a competent  general 
practitioner. 

I believe  the  time  is  coming  in  the  not  too  distant 
future  when  there  will  he  fewer  practicing  pedia- 
tricians and  fewer  practicing  internists  and  more 
well-trained  general  practitioners  working  in  both 
fields. 

I have  not  discussed  surgery,  hut  I’ll  he  brief. 
I do  want  to  point  out,  however,  that  the  day  has 
come  when  no  voung  physician  can  expect  to  do 
major  surgery  without  training — formal  training 
in  a residency.  If  he  plans  on  entering  practice  in 
a locality  where  he  will  do  major  surgery,  then  he 
should  take  surgical  training  to  prepare  for  that 
field. 

There  are.  of  course,  thousands  of  competent 
surgeons  who  do  not  have  board  certification,  and 
there  are  thousands  of  general  practitioners  who 
have  perfected  surgical  technique  and  judgment 
through  years  of  experience.  For  their  right  to 
exercise  their  skills  in  the  hospital  of  their  choice, 
the  American  Academy  has  fought  and  will  con- 
tinue to  fight,  with  individual  competence,  the  basis 
of  allocation  of  surgical  privilege.  There  are  thou- 
sands of  physicians  who  have  had  surgical  resi- 
dencies, but  who  prefer  to  live  and  work  in  smaller 
communities,  doing  a general  practice,  and  utiliz- 
ing their  surgical  training.  It  is  becoming  apparent 
that  the  struggle  for  proper  recognition  of  com- 
petency and  performance  regardless  of  the  size  of 
the  community  with  according  of  privilege  based 
on  demonstrated  competence,  is  achieving  success. 
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All  of  this  ]3laces  on  local  groups  a grave  respon- 
sibility— a responsibility  calling  for  action — action 
with  medical  students,  action  with  general  practice 
residents.  Action  on  the  county  level  and  action  on 
the  hospital  staff  level.  And  on  this  action  will  the 
future  of  all  American  Medicine,  as  we  know  it, 
de])end. 

This  is  no  unilateral  effort.  W’e  may  be  ever  so 
successful  with  medical  schools ; we  may  put  G.  P. 
into  the  bands  of  everv  one  of  the  seven  thousand 
senior  students.  \\’e  may  have  a general  practice 
training  program  in  every  one  of  our  eighty  medical 
schools.  \\A  may  have  general  i)ractice  residencies 
in  several  thousand  hospitals.  But  if  we  fail  in  the 
solution  of  the  hosi)ital  privilege  problem,  we  have 
failed  completely,  because  these  young  physicians 
wilt  drift  into  a s])ecialty. 

Conversely,  we  may  settle  all  the  hosj^ital  prob- 
lems, hut  if  the  student  and  intern  has  had  no 
knowledge  of,  and  no  contact  with,  the  general  prac- 
tice of  medicine,  he  will  still  end  up  in  a specialty. 

The  program  is  multilateral.  All  phases  must  he 
developed  if  the  American  people  are  to  he  supplied 
with  an  adequate  (juantity  of  well  trained  general 
practitioners  who  are  qualified  to  fulfill  the  requi- 
sites of  the  Academy's  adopted  definition  which 
states  that,  “General  Practice  is  the  area  of  medi- 
cine in  those  fields  of  diagnosis  and  therapy  com- 
mensurate with  his  professional  competence,  as- 
suming a total  continuing  res])onsihility  for  the 
health  of  the  individual  family  as  a unit.” 

W hen  this  has  been  accomplished,  and  we  have 
defined  its  content  more  adequately,  the  future  of 
general  j)ractice  will  not  he  a matter  of  conjecture. 

The  problems  inherent  in  and  that  actually  exist 
in  the  medical  structure,  in  regard  to  the  lopsided- 
ness or  top-heaviness  of  the  practicing  profession 
are  (|uite  apparent.  W’e  know  that  with  only  one 
out  of  every  five  graduating  medical  students  indi- 
cating a desire  to  go  into  general  practice,  that  we 
are  going  to  have  many  problems,  and  though  our 
system  has  continued  to  function,  there  are  signs 
which  are  becoming  increasingly  more  apparent ; 
that  there  is  dissatisfaction,  not  only  in  many  quar- 
ters within  medicine,  hut  also  among  the  general 
])uhlic  and  their  representatives  in  government. 

Members  of  the  medical  profession  are  clearly 
aware  of  the  continuing  needs  for  the  services  of 
general  practice  over  the  coming  years.  Although 
some  specialists  have  seemingly  inflated  the  value 
of  their  specialties,  others  see  a more  balanced  com- 
])limenting  of  roles  between  specialists  and  general 
practitioners  in  the  future. 

The  crux  of  the  argument  between  specialists 
and  general  jmactitioners  seems  to  he  the  evalua- 
tion of  family  centered  medicine.  To  the  general 
practitioners,  this  solving  of  a great  many  medical 
j)rohlems  of  varying  importance  is  a very  signifi- 
cant function.  Some  physicians  seem  to  feel  that 
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there  is  too  little  awareness  among  the  specialists 
of  the  sheer  volume  of  medical  problems  solved  at 
the  general  practice  level. 

The  specialist,  on  the  other  hand,  sees  many  of 
the  problems  handled  by  the  general  practitioners 
as  relatively  unimportant  medically.  The  special- 
ists tend  to  think  of  the  general  practitioners  as  a 
referral  service  or  a clearing  house  for  important 
medical  problems  the  general  practitioners  can’t 
handle,  while  the  general  practitioner  thinks  of 
himself  as  performing  an  imj^ortant  primary  med- 
ical function.  He  sometimes  resents  being  consid- 
ered as  a convenience  for  the  specialist  who  steals 
his  patients.  An  example  of  this  recrudescence  of 
interest  in  medicine,  is  the  AMA  financed  Citizen's 
Commission  on  Graduate  Education  which  is  often 
called  the  Alillis  Commission,  the  purpose  of  which 
is  to  explore  all  the  facets  of  the  post  M.D.  educa- 
tion of  the  American  physician.  W’ere  it  not  con- 
cerned with  these  trends,  this  commission  would 
not  have  been  established. 

Let  us  not  forget  that  the  Millis  commission  may 
well  have  as  great  an  imjjact  on  graduate  medical 
education  as  the  Flexner  study  had  on  undergrad- 
uate education  in  procedures  and  philosophy  more 
than  fifty  years  ago. 

No  Schism  in  Profession 

Another  problem  of  great  concern  to  me  is  the 
present  trend  in  the  halls  of  medicine  where  rival- 
ries are  becoming  apparent  between  members 
within  definitive  groups.  W itness  some  of  the  more 
celel)rated  among  controversies  that  have  arisen 
from  intra-specialty  delimitation  attempts  : the  con- 
flict between  the  otolaryngologists  and  general  sur- 
geons over  tonsil  operations,  the  gynecologists  and 
the  general  surgeons  over  pelvic  surgery,  and. 
thoracic  surgeons  and  general  surgeons  over  chest 
surgery.  Certain  general  surgeons  attempted  to 
hand  together  and  establish  a new  certifying  hoard 
in  abdominal  surgery.  These  people  suddenly  found 
themselves  face  to  face  with  the  American  College 
of  Surgeons.  Sidits  have  developed  in  areas  other 
than  surgery.  The  most  serious  rift  has  come  up 
between  the  American  College  of  Physicians  and 
the  American  Society  of  Internal  iMedicine.  This 
controversy,  which  might  well  prove  insoluble,  re- 
volves around  j)hilosophical  disagreements ! These 
conflicts  dramatically  point  up  the  oft-forgotten, 
hut  extremely  important  fact,  that  there  are  med- 
ical jurisdictional  problems  not  only  between  the 
general  practitioners  and  the  sj^ecialists  hut  also 
among  and  within  the  several  specialties  them- 
selves. 

I am  convinced,  and  firmly  convinced,  that  there 
actually  is  no  schism  in  the  medical  profession,  that 
it  is  not  divided  into  general  practitioners  vs.  spe- 
cialists camps.  Where  such  difficulties  occur,  the 
fault  may  he  ])laced  on  the  heads  of  a few  selfish. 
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unscru])ulous,  unethical  or  poorly  motivated  indi- 
viduals. These  few  are  individuals  who  are  out  of 
step  with  their  national  organizations. 

My  concern,  and  that  of  the  American  Academy 
of  General  Practice,  is  that  American  medicine 
should  close  its  ranks  in  harmony,  call  an  abrupt 
halt  to  the  inclination  toward  strife  and  begin 
devoting  all  of  its  energies  to  the  health  care  of 
the  American  people. 

General  practitioners  will  continue  to  seek  the 
solution  to  those  ])rol)lems  which  we  feel  must  he 
solved  if  a still  very  large  segment  of  America’s 
effective  physicians  is  to  he  properly  utilized  in  the 
interests  of  the  consuming  public.  There  are  many 
agencies,  let  me  remind  you,  including  the  federal 
government,  which  are  attempting  to  solve  these 
problems  for  us.  Modern  American  medicine  is 
large  enough  to  contain  all  of  us,  the  medically 
oriented,  the  surgically  oriented,  the  general  prac- 
titioners so  some  of  all  areas  of  medical  practice. 
Xo  matter  what  the  content  of  your  own  personal 
practice  may  he,  let  us  he  tolerant  each  of  the  other 
for  the  good  of  all. 

There  are  few  questions  of  such  gigantic  com- 
plexity that  they  cannot  be  analyzed  and  solved  by 
reasonable,  intelligent,  well-motivated  men.  work- 
ing together,  around  a conference  table.  Those 
problems  which  sometimes  loom  so  large,  will 
evaporate.  This  will  be  a process  beneficial  not 
only  to  the  general  j^ractitioner,  the  specialist,  and 
all  of  American  medicine,  hut  to  the  too  often  for- 
gotten man — the  patient. 

PHYSICAL  MEDICINE  AND  REHABILITATION 
IN  COMMUNITY  HOSPITAL 
concluded  from  page  479 

home,  clearly  understand  the  importance  of  carrying 
out  the  home  program  daily  exactly  as  prescribed. 

I should  like  to  say  a few  words  about  the  more 
common  secondary  disabilities  allowed  to  develop 
in  many  chronically  disabled  people.  These  are  apt 
to  be  far  more  disabling  than  the  primary  disability. 
All  are  easily  avoided.  If  they  are  permitted  to 
develop,  however,  their  elimination  may  extend  the 
rehabilitation  process  threefold  or  fourfold  or  more. 

One  of  the  most  frequently  seen  preventable  sec- 
ondary disabilities  is  joint  contractures  and  limita- 
tions in  the  normal  joint  ranges  of  motion.  The 
time  to  start  the  prevention  of  this  disability  is  when 
the  patient  is  first  seen.  W’ith  proper  positioning  of 
the  patient  in  bed.  use  of  sand  bags  or  pillows,  use 
of  foot  boards,  use  of  night  splints,  daily  passive 
e.xercises  to  the  joints,  and  finally,  when  the  patient 
can  tolerate  it,  active  exercises  daily  to  all  joints, 
this  crippling  disability  can  be  prevented.  This  dis- 
ability, like  most  of  the  others,  comes  on  very 
insidiously,  and  may  require  months  to  reduce  once 
it  develops.  In  addition  pain  is  usually  associated 
with  its  reduction. 


Another  freciuently  seen  i)reventable  secondary 
disability  is  muscle  weakness  and  atrophy  of  disu.se 
ill  muscle  groups  not  involved  in  the  primary 
disease.  The  time  to  start  preventing  this  disability 
is  as  soon  as  the  jiatient’s  general  condition  warrants 
it.  The  only  method  of  prevention  is  by  active  exer- 
cises performed  repeatedly  up  to  the  patient’s 
tolerance. 

The  third  jireventahle  secondary  disabilitv  fre- 
quently encountered  in  the  chronically  disabled 
jiatient  is  osteoporosis.  This  is  seen  usually  in  the 
bed  bound  or  wbeelcbair  bound  jiatient  or  the 
jiatient  who  is  extremely  limited  in  standing.  Osteo- 
porosis leads  to  serious  urinary  tract  diseases  and 
occasionally  to  fractures  of  the  osteojiorotic  bones. 
It  can  be  prevented  by  the  use  of  a device  called  the 
tilt  table.  The  patient  is  strapjied  to  the  tilt  table  in 
the  supine  position  with  the  feet  resting  on  a plat- 
form. The  table  is  then  tipped  to  the  perpendicular 
position,  allowing  the  patient  to  stand  upright. 
Many  bed  bound  or  wheelchair  bound  patients 
develop  disturbances  in  protein  metabolism.  This 
same  procedure,  in  addition  to  preventing  osteo- 
porosis in  the  long  bones  of  the  lower  extremities 
and  the  vertebrae,  also  aids  protein  metabolism  in 
some  unknown  manner.  Patients  wbo  develop 
decubitus  ulcers  will  heal  quite  readily  when  placed 
upright  on  a tilt  table  two  hours  a day. 
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Editorials 


IS  BUERGER’S  DISEASE  A RESPECTABLE  DIAGNOSIS? 


'^iiE  TITLE  OF  AX  EDITORIAL  ajijiearing  in  the 

Medical  Journal  of  Australia.  “Buerger’s  Dis- 
ease Rehalhlitated,"  is  an  indication  of  how  far  we 
have  traveled  in  the  half  century  since  Leo  Buerger 
through  his  brilliant  researches  brought  a clearer 
understanding  of  peripheral  arterial  occlusive  dis- 
eases. His  classical  description  of  thronihoangiitis 
obliterans  and  its  differentiation  from  arterio- 
sclerosis obliterans  have  had  a lasting  impact  on  the 
understanding  of  vascular  disorders.  Yet  in  recent 
years  it  has  become  fashionable  to  doubt  the  very 
existence  as  a disease  of  this  clinical  entity  which 
has  come  to  be  associated  with  his  name. 

In  1957  Fisher,  a neurologist  at  the  Alassachu- 
setts  General  Hospital,  in  a monograjih  based  on 
his  studies  of  cases  that  had  been  described  as 
cerebral  thromboangiitis  obliterans  developed  the 
concept  that  peripheral  Buerger's  disease  probably 
“represents  atherosclerotic  occlusion  of  the  aortic, 
iliac  or  femoral  vessels  associated  with  distal  throm- 
bosis due  to  slowed  collateral  blood  flow  with  sub- 
sequent organization  of  the  thrombus.’’ 

Gore  and  Burrows  in  1958  found  that  the  basic 
lesion  in  Buerger’s  disease  was  arterial  thrombosis 
which  starts  distally  in  small  arteries  and  pro- 
gresses by  retrograde  extension  to  the  larger  prox- 
imal channels.  They  were  unable  to  find  evidence 
of  primary  arterial  inflammation.  The  larger  vis- 
ceral channels  in  many  of  these  patients,  however, 
manifested  advanced  degrees  of  atherosclerosis.  A 
careful  reading  of  their  paper,  nevertheless,  reveals 
an  apparent  reluctance  to  discard  completely  the 
term  Buerger’s  disease  or  the  concept  of  an  entity 
separate  from  the  more  usual  forms  of  athero- 
sclerosis. 

De  Bakey  et  ah,  in  1964  reported  47  patients  with 
occlusive  disease  of  the  lower  extremities  in  the  age 
group  16  to  37  years.  All  were  studied  arteriograph- 
ically,  38  were  subjected  to  reconstructive  surgery, 
and  21  provided  specimens  for  pathological  exami- 
nation. Seventy-six  per  cent  of  the  group  revealed 
the  characteristic  findings  of  arteriosclerosis  or 
atherosclerosis.  The  remainder,  however,  yielded 
histojiathological  findings  “similar  to  those  pre- 
viously described  for  Buerger’s  disease.’’ 

W'essler  has  been  in  the  forefront  of  those  object- 
ing to  the  retention  as  a pathological  entity  of  the 


he  wrote  that  “it  seems  evident  that  the  disease 
originally  described  by  Buerger  is  indistinguishable 
from  atherosclerosis,  systemic  embolization  or 
jieripheral  thrombosis  singly  or  in  combination.’’ 
He  concluded  that  thromboangiitis  obliterans  can- 
not be  considered  an  entity  in  either  the  clinical  or 
jiathological  sense,  and  we  therefore  recommend 
that  the  term  be  discarded.’’  Later,  in  an  editorial, 
he  urged  “those  physicians  who  still  believe  in  the 
entity  of  Buerger’s  disease  to  review  critically  their 
own  e.xperiences  with  thromboangiitis  obliterans.’’ 

This  writer  has  reviewed  his  own  experience  and 
finds  that  the  evidence  is  compelling  in  favor  of 
Buerger’s  disease  being  a separate  disease  entity. 
Three  personal  cases  of  long-term  survival  are 
worthy  of  mention.  The  first  is  that  of  a male,  now 
aged  59,  first  seen  with  acute  disease  in  1937  at  the 
age  of  32.  At  that  time  his  condition  had  already 
been  present  at  least  two  years  totaling  29  years  to 
date.  He  still  survives,  although  he  was  sulijected 
to  a major  amputation  10  years  ago,  following  an 
exacerbation  of  acute  disease  brought  on  hv  a 
severe  trauma  to  his  foot.  The  specimen  in  this  case 
showed  arterial  occlusive  disease  consistent  with 
thromboangiitis  obliterans,  including  dense  areas 
of  chronic  inflammation,  but  no  atheroma.  This 
patient  had  resumed  smoking  about  1945. 

The  second  patient,  a male  first  seen  in  1940  at 
the  age  of  40,  still  survives  at  the  age  of  64,  without 
having  had  a major  amputation.  Since  his  disease 
had  originally  existed  over  five  years,  the  present 
duration  is  29  years.  This  patient  has  not  smoked 
since  1940. 

The  third  case  is  that  of  a male  first  seen  in  1951 
at  the  age  of  39.  He  still  survives  without  major 
amputation  and  remains  essentially  symptom-free 
after  13  years.  This  patient  also  gave  up  tobacco. 

It  is  fair  to  say  that  none  of  these  cases  has  had 
a course  characteristic  of  atherosclerosis,  nor  of 
any  other  occlusive  syndrome  except  that  desig- 
nated as  thromboangiitis  obliterans. 

A recent  study  by  Szilagyi  and  his  group  in 
Detroit  has  contributed  immeasurably  to  the  re- 
habilitation of  Buerger’s  disease  as  a clinical  entity. 
The  study  comprised  22  cases  seen  during  the  years 
1954-1963.  They  were  observed  periodically  and 
studied  with  repeated  angiography.  The  clinical 

continued  on  next  page 
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features  were  those  usually  associated  with  throm- 
hoangiitis  obliterans.  Pain  was  always  the  present- 
ing symptom.  In  80  per  cent  of  cases  the  pain  was 
localized  in  the  area  of  severest  ischemic  changes, 
usuallv  the  toes  or  foot,  and  was  present  at  rest. 
\’'erv  severe  pain  was  often  present  when  ischemic 
changes  were  limited  to  bluish  discoloration  and 
some  surface  coolness.  Local  tenderness,  often 
excessive,  was  striking.  Intermittent  claudication 
occurred  as  a first  symptom  in  about  10  per  cent  of 
cases,  hut  in  these  cases  usually  appeared  in  the 
arch  of  the  foot,  only  later  ascending  to  the  calf. 
Other  classical  criteria  were  found  with  varying 
degree  of  consistency : use  of  tobacco,  male  sex. 
relative  youth,  coexisting  thrombophlebitis,  and 
involvement  of  the  upper  extremities. 

The  angiographic  changes  consisted  of  a variable 
extent  of  narrowing  or  occlusion  of  medium  and 
small-sized  arterial  trunks  and  branches.  The  find- 
ings were  grouped  under  three  headings:  1.  Dis- 
seminated segmental  occlusion  of  the  primary  and 
secondary  branches  of  the  popliteal  (or  brachial  i 
arterv.  generally  in  the  distal  portions  of  the 
branches  down  to  the  plantar  ; 2.  Distal  infrapop- 
liteal  occlusion  of  the  primary  branches  of  the 
])opliteal.  commencing  in  the  middle  third  of  the 
branches  and  becoming  more  accentuated  distal- 
ward  ; and  3.  “rippling.”  described  for  the  first 
time,  an  unusual  and  unique  symmetrical  change  in 
the  outline  of  the  larger  trunks,  principally  the 
femoropopliteal  and  its  primary  branches.  “Rip- 
pling” or  corrugation  showed  in  the  x-ray  shadows 
as  ring-like  circular  segments  of  stenosis  2-3  mm. 
in  width  alternating  at  constant  intervals  with  seg- 
ments of  normal  diameter  (likened  to  a goose 
trachea).  Lesions  1 and  2 occurred  only  in  seg- 
ments distal  to  the  popliteal,  while  lesion  3 was 
seen  only  proximal  to  the  primary  divisions  of  the 
popliteal. 

Szilagyi  concluded  that  “the  presence  of  oblitera- 
tive lesions  in  the  infrapopliteal  arterial  tree  in 
complete  absence  of  occlusive  involvement  of  the 
femoral  artery  is  a finding  quite  specific  to  Buer- 
ger’s disease,  and  is  never  seen  in  arteriosclerosis.” 

COMPETITION,  COOPE] 

■C  AIR  AND  HONEST  COMPETITION  usually  results  in 

superior  performance  on  the  part  of  the  compet- 
ing parties  be  they  individuals  or  groups.  It  is 
equally  true  that  individuals  and  groups  can  obtain 
results  by  concerted  effort  that  would  be  impossible 
to  achieve  if  they  acted  independently.  Both  of  these 
well  known  principles  can  be  applied  to  hospitals. 
Competition  of  the  right  sort  can  consist  of  honest 
efforts  of  a hospital  to  gain  a reputation  for  kind 
and  competent  patient  care,  and  for  excellence  in 
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The  three  types  occurred  in  all  possible  combina- 
tions. while  it  was  rare  to  see  only  one  type  of 
involvement  in  a case.  Histological  studies  on  13 
cases  ( 6 biopsy  and  7 amputation)  vielded  charac- 
teristic findings  in  small  vessels  of  chronic  inflam- 
mation of  all  coats,  with  thickening  of  the  intima. 
luminal  thrombus,  and  preservation  of  the  media 
despite  occasional  marked  round-cell  infiltration 
and  fibrosis  of  that  coat.  In  most  instances  the  con- 
comitant vein  showed  the  same  pathological  changes 
as  the  artery. 

The  original  discoveries  of  Buerger  led  over  the 
years  to  much  confusion  in  the  minds  of  physicians. 
Many,  many  cases  of  arteriosclerosis  obliterans  a 
generation  ago  were  incorrectly  labeled  “Buerger's 
disease.”  always  a relatively  rare  disorder.  Then 
the  iiendulum  swung ; during  the  past  ten  years  it 
has  become  a little  old-fashioned  and  perhaps  a 
little  unsophisticated  to  suggest  a diagnosis  of 
thromboangiitis  obliterans.  The  knowing  were 
quite  sure  that  no  such  disorder  existed.  Many  of 
us.  however,  felt  that  the  newer  explanations  were 
insufficient  to  account  adequately  for  a unique 
clinical  entity  established  by  a half  century  of  care- 
ful clinical  observation.  The  excellent  studies  of 
Szilagyi  now  reassure  us  in  our  faith. 

Seebert  J.  Goldowsky.  m.d. 
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^TION  AND  CONTROL 

educational  and  research  activities.  Such  competi- 
tion does  not  interfere  with  cooperation  between 
hospitals,  which  may  result  in  mutual  advantage, 
economy,  and  advantage  to  the  public. 

If  we  admit  that  the  free  competition  which 
hospitals  now  enjoy  may  occasionally  result  in  the 
duplication  of  expensive  equipment,  we  must  also 
point  out  what  would  result  if  “centralized  plan- 
ning and  effective  public  controls”  were  established. 
Take  away  from  the  hospitals  their  freedom  in 
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planning  tlieir  progress  in  improvement  of  ])atient 
care  and  the  necessary  increase  in  equipment  and 
in  professional  education  on  which  it  dei)ends  and 
yon  will  commit  the  comnnmity  to  a reduction  in 
the  (jnality  of  medical  and  surgical  services  to  their 
sick  and  injured.  Force  them  to  “cooperate”  under 
the  direction  of  a centralized  agency  and  you  intro- 
duce the  evils  of  political  maneuvering  and  domina- 
tion which  would  he  inevitable. 

Voluntary  cooperation  between  the  hospitals  of 
Rhode  Island  does  exist  at  the  professional,  trustee, 
and  administrative  levels.  The  membership  of  phy- 
sicians and  surgeons  on  the  active  staffs  of  two  or 
more  hospitals  makes  professional  cooperation  and 
mutual  understanding  a natural  result.  On  the 
administrative  and  trustee  level,  active  membership 
in  the  Hospital  Association  of  Rhode  Island  and 
friendly  informal  discussion  of  mutual  problems  in 
their  day  to  day  administrative  activities  ensure  a 
spirit  of  service  to  the  community  which  could 
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easily  he  destroyed  by  the  establishment  of  an 
agency  with  dictatorial  power  and  with  an  inevi- 
table susceptibility  to  being  influenced  in  favor  of 
this  or  that  institution. 

.\lthongh  a nnmher  of  instances  of  inter-hospital 
cooperation  in  avoiding  duplication  of  ex])ensive 
e(|nii)ment  are  a matter  of  record,  it  is  not  intended 
to  indicate  that  the  situation  is  so  perfect  that  no 
improvement  is  possible.  Hospitals  are  urged  to 
work  together  more  effectively  in  all  clinical  areas, 
as,  for  example,  in  situations  in  which  expensive 
equipment  can  he  used  jointly.  The  millenium  has 
not  been  reached.  What  is  stressed,  however,  is  that 
the  present  situation  of  free  competition  and  free 
cooperation  between  hospitals,  developed  and  im- 
plemented by  the  hospitals  themselves,  offers  a 
much  better  opportunity  for  continued  improve- 
ment in  the  care  of  our  sick  and  injured  citizens  than 
does  any  arhitary  control  by  an  outside  agency. 


PROGRESS  IN  FLUORIDATION 


A RECENT  NEWS  ITEM  reflects  the  continued  prog- 
ress  in  this  State  toward  general  fluoridation  of 
water  supplies.  The  institution  of  fluoridation  at  the 
Ouonset  Foint-Davisville  naval  complex  on  July  16 
marked  the  fulfillment  of  plans  initiated  in  19.58  to 
])rovide  fluoridation  in  all  naval  installations  in 
this  area. 

Progress  has  not  always  come  easy.  It  is  reported 
from  Dublin,  for  example,  that  the  Irish  Supreme 
Court  recently  ruled  that  it  is  not  unconstitutional 
to  fluoridate  public  water  supplies.  Pursuant  to  that 
decision  it  dismissed  the  action  of  one  Mrs.  Cladys 
Ryan,  a Dublin  housewife,  who  had  challenged  the 
validity  of  the  act  which  directed  local  authorities 
to  fluoridate  public  water  supplies.  The  not  incon- 
siderable costs  of  litigation,  amounting  to  some 
£60,000,  will  have  to  he  borne  by  Mrs.  Ryan. 

Published  elsewhere  in  this  issue  of  the  Journal 
is  an  im])ortant  paper  from  the  Division  of  Dental 
Public  Health  of  the  Rhode  Island  Department  of 
Health  rejiorting  on  another  asjiect  of  progress  in 


the  field  of  fluoridation.  Doctor  Bruce  D.  Forsyth, 
until  recently  Chief  of  the  Division  of  Dental  Public 
Health,  summarizes  the  results  of  a survey  of  school 
children  conducted  by  him  with  the  assistance  of 
Doctor  Angelo  AT  Parente  to  assay  the  effects  of 
eleven  years  of  fluoridation  of  the  Providence  water 
sujiply.  Highly  significant  samples  of  8,8.53  children 
in  1952-53  and  10,630  in  1963-64  are  compared. 
The  study  shows  conclusively  that  dental  caries  was 
reduced  by  55  per  cent  (“55  per  cent  fewer  cavi- 
ties!”) in  permanent  teeth  and  48  per  cent  in 
deciduous  teeth  during  this  period.  These  striking 
results  most  certainly  vindicate  the  proponents  of 
general  fluoridation.  Providence  has  been  more 
fortunate  than  many  communities  in  not  having  to 
contend  with  the  obstructionist  tactics  of  die-hard 
opponents  of  progress  in  this  field.  Let  this  encour- 
aging report  put  to  rest  here  and  elsewhere  any 
lingering  doubts  as  to  the  efficacy  and  safety  of 
fluoridation  and  let  no  one  demand  a douhle-hlind 
study ! 


ULCERATIVE  COLITIS 


Tn  a review  of  57  cases  of  ulcerative  colitis  and 
18  cases  of  regional  enteritis  in  which  portions 
of  both  colon  and  small  intestine  were  resected, 
Saltzstein  and  Rosenberg  found  that  35  per  cent 
of  patients  with  ulcerative  colitis  had  involvement 
of  the  ileum,  while  22  per  cent  of  the  patients  with 
regional  ileitis  also  had  involvement  of  the  colon. 
Regardless  of  the  segment  of  bowel  involved,  the 
lesions  of  ulcerative  colitis  were  primarily  of  the 
mucosa  while  those  of  regional  enteritis  were  pri- 


marily submucosal  and  serosal.  They  concluded 
that  irrespective  of  the  portion  of  bowel  involved, 
the  two  diseases  are  always  distinct  and  distin- 
guishable.^ 

Madore  et  al.  have  reported  three  cases  of 
regional  enteritis  involving  areas  other  than  the 
terminal  ileum.  In  the  first  case  lesions  were  found 
in  the  descending  colon,  sigmoid,  and  rectum ; in 
the  second  case  in  the  terminal  ileum,  stomach,  and 
duodenum ; and  in  the  third  case  in  the  descending 

continued  on  next  page 
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colon  only.  All  cases  presented  various  combina- 
tions of  non-specific  chronic  infiamination,  granu- 
loma formation,  and  submucosal  involvement  char- 
acteristic of  regional  enteritis.  In  the  two  cases 
involving  the  left  colon,  symptoms  suggested  ulcera- 
tive colitis.  X-ray  findings  in  the  early  cases  may 
resemble  those  of  ulcerative  colitis.  Fistula  forma- 
tion, skip  areas,  longitudinal  ulcerations,  transverse 
fissures,  and  narrowing  and  rigidity  of  the  wall 
with  peudopolyp  formation  suggest  granulomatous 
disease  rather  than  ulcerative  colitis. - 

Edwards  and  Truelove  of  England  have  studied 
624  cases  of  ulcerative  colitis  followed  from  1938 
to  1962.  From  this  study  emerges  a picture  of  the 
natural  historv  of  ulcerative  colitis  as  it  occurs  in 
the  general  population.  They  conclude  on  the  basis 
of  this  experience  that  ulcerative  colitis  remains  a 
formidable  disease  with  appreciable  numbers  dying 
with  the  first  attack  for  which  hospitalization  was 
sought.  There  has  been  a pronounced  decline  in 
the  fatality  rate  since  the  introduction  of  cortico- 
steroid therapy  in  1952.  If  corticosteroids  are  ad- 
ministered for  severe  attacks,  they  should  not  be 
continued  beyond  three  weeks  when  there  is  no 
improvement.  Emergency  colectomy  for  severe 
attacks  is  still  under  debate,  hut  most  authorities 
feel  that  it  is  plainly  indicated  when  medical  treat- 

BLOOD  — "TAKETH 

“There  are  tmidnesses  that  arc 


Bi.oodlettixg  began  in  prehistory;  flourished  in 
classical  antiquity ; was  found  praiseworthy  by 
Hi])pocrates  ; was  carried  to  its  height  in  the  Middle 
Ages ; and  survived  through  the  influence  of 
Benjamin  Rush  to  permit  George  Washington  to 
he  hied  to  death.  Even  up  to  fairly  recent  times 
genuine  medical  scientists  like  Bouillaud  (1796- 
1881  ),  who  described  rheumatic  fever,  valvular 
heart  disease,  and  the  S])eech  area  of  the  brain, 
enthusiastically  defended  bloodletting  and  argued 
for  its  continued  use.  A few  voices  cried  out  against 
the  outrage.  Ramazinni  (1682-1750)  wrote,  “It 
seems  as  if  the  phlehotomist  grasped  the  Delphic 
sword  in  his  hand  to  exterminate  the  innocent 
victim  rather  than  destroy  the  disease.’’  Today 
useful  and  indicated  phlebotomies  for  such  dis- 
orders as  polycythemia  vera,  acute  left  ventricular 
failure,  and  hemochromotosis  are  often  neglected 
because  they  are  simply  too  much  trouble  to  do. 
Times  change  ; enthusiasm  for  the  popular  doesn’t. 
The  pendulum  has  swung  its  arc  and  we  now 
give,  where  before  we  took  away.  Transfusing  is 
overdone. 

The  transfusion  of  whole  blood  which  may  now 
have  reached  its  zenith  of  popularity,  began  in  the 
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ment  is  failing  or  when  complications  requiring 
urgent  surgery  such  as  perforation  occur.® 

The  same  authors  found  that  8 per  cent  of 
patients  died  within  a year  when  referred  to  the 
hospital  for  acute  fulminating  disease.  In  the  ma- 
jority of  survivors  a chronic  intermittent  course 
ensued,  while  after  15  years  only  4 per  cent  had 
escaped  a second  attack.  The  clinical  severity  of 
the  first  attack,  however,  did  not  indicate  whether 
the  course  would  he  chronic  intermittent  or  chronic 
continuous.  Alild  first  attacks  usually  were  followed 
by  a favorable  long  term  course,  while  severe  or 
moderately  severe  first  attacks  usually  indicated  a 
had  long  term  prognosis.  Deaths  were  generally  due 
to  carcinoma,  perforation,  or  massive  hemorrhage. 
Although  carcinoma  presents  an  appreciable  risk, 
the  indications  for  preventive  colectomy  for  this 
complication  are  still  debatalile. 

References 

^Saltzstein,  S.  L.,  and  Rosenberg,  B.  F. : Ulcerative  Colitis 
of  the  Ileum,  and  Regional  enteritis  of  the  Colon.  Am.  J. 
Clin.  Path.  40 :610,  1963 

-Madore,  P. ; day.  A.,  and  Kahn,  D.  S. : Lesions  of  the 
Gastrointestinal  Tract  Resembling  Regional  Enteritis — a 
Granulomatous  Disease.  Canad.  M.  Ass.  J.  89:1165,  1963 
^Edwards,  F.  C.,  and  Truelove,  S.  C. : The  Course  and 
Prognosis  of  Ulcerative  Colitis.  Gut  (London)  4:299, 
1963 

AWAY,  OR  GIVETH  ” 

caught  like  contagious  diseases.” 

Ea  Rochefoucauld 

seventeenth  century  with  Colle  (1558-1630). 
Transfusing  was  sporadic  because  of  the  lack  of 
matching  and  general  availability  of  blood,  until 
Eandsteiner  ( 1869-1943 ) made  it  safe.  Modern 
blood  banking  was  established  at  Cook  County 
Hospital  in  1937  after  the  first  blood  hank  had  been 
established  in  Leningrad,  Russia.  The  ready  avail- 
ability of  whole  blood  in  surgery  has  contributed 
much  toward  the  safety  of  the  dramatic  procedures 
of  today. 

Yet,  the  dangers  of  transfusion  are  seldom  real- 
istically faced.  The  establishment  of  a hospital 
transfusion  committee  in  one  hospital  reduced  the 
number  of  transfusions  almost  in  half.^  There  is  an 
overall  morbidity  from  blood  transfusions  of  four 
per  cent.  There  is  a morbidity  rate  of  three  per  cent 
from  serum  hepatitis  alone  in  patients  over  the  age 
of  forty.®  if  multiple  transfusions  are  given.  The 
death  rate  from  transfusions  in  the  United  States  is 
identical  to  that  of  appendicitis.  There  \s  a.  morbidity 
and  a mortality  from  transfusions. 

The  sight  of  blood  scares  the  patient ; it  should 
not  the  physician.  When  500  ml.  of  blood  is  lost 
acutely,  it  rarely  ever  need  he  replaced.  Recall  that 
500  ml.  of  blood  are  drawn  off  with  impunity  from 
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blood  donors ; the  average  monthly  menstrual  loss 
is  of  the  same  order,  or  more.  Losses  up  to  1 ,000  ml. 
need  not  require  reidacement  with  whole  blood. 
The  first  500  ml.  may  he  discounted  and  the  second 
replaced  with  serum  albumin  solution,  room  tem- 
])erature  stored  i)lasnia,  plasma  expanders,  or  even 
five  per  cent  dextrose  solution  in  water.  Only  if 
frank  anoxia  is  present  need  packed  cells  he  added. 
The  indications  for  transfusions  are  usually  clear- 
cut.  A single  transfusion  of  500  ml.  for  the  replace- 
ment of  a single  500  ml.  blood  loss  is  not  necessary. 
Similarly,  transfusing  for  the  prevention  of  antici- 
pated shock  has  doubtful  scientific  validity. 

\\'ith  modern  techniques,  both  blood  volume  and 
cell  packed  volume  may  he  determined  promptly  if 
the  blood  loss  cannot  he  accurately  determined 
directly.  Blood  transfusions  are  properly  used  to 
replace  acute  blood  loss  greater  than  1,000  ml.  or  to 
replace  continuing  loss  until  the  source  of  bleeding 
is  stopped.  The  amount  of  whole  blood  required 
should  he  given  precisely  as  needed  primarily  to 
correct  the  anemia,  so  that  a minimum  hemoglobin 
of  ten  grams  per  cent  in  a normal  blood  volume  is 
maintained.  The  level  of  ten  grams  of  hemoglobin 
is  a conventional  one  and  may  he  subject  to  later 
review.  For  the  present,  it  is  a very  reasonable 
value.  The  correction  of  the  anemia  of  blood  dys- 


crasias  is  justified  only  when  the  blood  dyscrasia 
itself  is  correctable  by  therapy,  d'he  indi.scriminate 
use  of  whole  blood  or  red  cells  to  maintain  hemo- 
globin levels  above  ten  grams  in  the  incurably  and 
chronically  ill  is  unjustified,  particularly  if  the 
value  of  the  transfusion  is  conqiared  with  the  risk 
to  the  j)atient  from  multiple  transfusions.  E.xchange 
transfusions  in  the  newhorn  for  erythroblastosis 
are,  however,  clearly  indicated.  Open  heart  surgery 
could  not  l)e  done  without  it. 

Blood  is  one  of  the  truly  vital  agents  in  treatment. 
Use  it  wisely  and  sparingly. 

References 

iWalz,  D.  V.:  An  Effective  Hospital  Transfusion  Com- 
mittee. JAMA  189:660,  1964 

-Allen,  J.  G.,  and  Savman,  W.  A. : Serum  Hepatitis  from 
Transfusions  of  Blood.  JAMA  180:1079,  1962 
^Sacks,  Harry  J. : The  Prevention  of  Transfusion  Hepa- 
titis. Staff  Jour.  Cedars  of  Lebanon  Hospital  6 :5,  1964 


PATRONIZE  JOURNAL 
ADVERTISERS 


Wherever  you  go 
forget  your  telephone 
calls.  Vie'W  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


498 


RHODE  ISLAND  MEDICAL  JOURNAL 


TTTTTTTTTTTTTrTTTTTTTTTTTTTTTTTTT'TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT 

HOUSE  OF  DELEGATES 
of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 
Report  of  Meeting  Held  on  September  23,  1964 


Ameeti  n'g  of  the  House  of  Delegates  of  the  Rhode 
Island  Medical  Society  was  held  at  the  Medical 
Library.  Providence,  on  M'ednesday.  September 
23.  1964.  The  meeting  was  called  to  order  by  the 
President.  Dr.  John  C.  Ham.  at  8:10  p.m.  The  fol- 
lowing delegates  were  in  attendance : 

Paul  A.  Botelho.  m.d..  Bruno  Franek.  m.d..  Peter 
C.  Erinakes.  .m.d..  Edmund  Hackman,  m.d..  Charles 
Round.  M.D..  Stephen  J.  Hoye.  m.d..  Joseph  Ruisi. 
M.D..  Freeman  B.  Agnelli,  m.d..  James  A.  AIcGrath. 
ii.D..  Leonard  Staudinger.  m.d..  Roger  Berard.  m.d., 
John  C.  Ham.  m.d..  Robert  \\  . Drew.  m.d..  William 
A.  Reid,  m.d.,  Michael  DiMaio.  m.d..  John  A. 
Dillon.  M.D..  Thomas  Perry,  Jr.,  m.d.,  John  T. 
Barrett,  m.d.,  Irving  A.  Beck.  m.d..  J.  Robert 
Bowen,  m.d..  Bertram  H.  Buxton,  m.d..  Wilfred  1. 
Carney,  m.d.,  Joseph  Caruolo.  m.d.,  Henry  B. 
Fletcher,  m.d.,  Warren  W.  Francis,  m.d.,  Frank 
Fratantuono.  m.d..  Seehert  J.  Goldowsky,  m.d., 
Stanley  Grzehien.  m.d.,  James  Hardiman,  m.d.. 
W alter  E.  Hayes,  m.d.,  Joseph  Lamhiase,  m.d., 
Thomas  Littleton,  m.d.,  Robert  Lewis,  m.d., 
William  J.  MacDonald,  m.d.,  Peter  Mathieu,  m.d., 
William  McDonnell,  m.d..  James  B.  Moran,  m.d., 
Gustavo  A.  Motta.  m.d.,  William  S.  Xerone.  m.d., 
Henry  Tyszkowski,  m.d.  (Alternate  for  Dr.  Raul 
X'odarse),  Edwin  B.  O’Reilly,  m.d..  Ralph  Rich- 
ardson. M.D..  Stanley  D.  Simon,  m.d..  John  Turner, 
M.D..  Elihu  S.  Wing,  Jr.,  m.d..  and  Arthur  E. 
Hardy,  m.d.  (Delegate  to  the  AMA). 

The  following  delegates  were  absent : 

Philomen  Ciarla,  m.d.,  Charles  Dotterer,  m.d., 
John  J.  Cunningham,  m.d..  Robert  C.  Hayes,  m.d., 
Earl  E.  Kelly,  m.d.,  Earl  J.  Mara,  m.d..  Roger  Eon- 
taine,  m.d..  Joseph  Cannon,  m.d.,  John  F.  W.  Gil- 
man, M.D..  Arnold  Porter,  m.d.,  Carl  S.  Sawyer. 
M.D.,  Edwin  \'ieira,  m.d.,  and  Charles  J.  Ash- 
worth. M.D. 

.-M.so  present  were  Dr.  Erancis  B.  Sargent. 
Chairman  of  the  Mediation  Committee.  Dr.  David 
Fish,  Chairman  of  the  Mental  Health  Committee, 
and  John  E.  Earrell,  Executive  Secretarv. 

Report  of  the  Secretary 

Dr.  Michael  DiMaio,  Secretary,  read  his  report, 


copy  of  which  was  included  in  the  delegates' 
handbook. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Secretary,  as  presented,  he 
received,  approved  and  placed  on  file. 

Council  Recommendations 
Dr.  Michael  DiMaio.  Secretary,  reported  the 
following  recommendations  to  the  House  from  the 
Council : 

1.  The  Council  recommends  the  re-appointment 
of  Dr.  George  W.  Waterman  for  a three  year  term 
on  the  Board  of  Trustees  of  the  Benevolence  Fund, 
for  the  period  ending  in  September.  1967.  (The 
other  trustees  are  Dr.  Alfred  L.  Potter  and  Dr. 
David  Freedman.) 

2.  The  Council  has  approved  the  financial  report 
of  the  Treasurer  and  a proposed  budget  for  1965, 
and  it  recommends  that  the  annual  dues  for  1965  he 
continued  at  $60  for  all  active  members,  except  for 
members  in  their  first  vear  for  whom  the  dues  shall 
he  $30. 

3.  The  Council  recommends  that  Dr.  Arthur  E. 
Hardy  of  Warwick  be  elected  as  Delegate  from  the 
Society  to  the  House  of  Delegates  of  the  American 
Medical  Association  for  the  two  year  term  starting 
January  1,  1965  and  ending  December  31.  1966. 
and  that  Dr.  Edmund  T.  Hackman  of  Warwick  he 
elected  as  the  Alternate  Delegate  for  the  same 
period  of  time. 

Action : A motion  was  made,  seconded  and  voted 
that  the  recommendations  of  the  Council  as  sub- 
mitted he  adopted,  and  the  delegate  and  alternate 
delegate  to  the  American  Medical  Association  he 
elected  for  the  term  specified. 

Report  of  the  Treasurer 
Dr.  John  A.  Dillon  reviewed  his  report,  copy  of 
which  was  included  in  the  delegates’  handbook 
together  with  supplemental  data  relative  to  the 
Society's  finances.  (A  complete  copy  of  this  infor- 
mation is  on  file  at  the  executive  office.) 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Treasurer,  as  submitted, 
he  approved,  and  that  the  proposed  budget  he 
adopted. 


continued  on  page  500 
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TUBERCUUN.TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINETEST- 
PBESS-DISCARD 
THAT'S  ALL 
THERE  IS  TOLL 


Comparable  to  the  Mantoux  in 
accuracy  and  sensitivity,  the 
TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
tor  routine  use.  Side  effects 
are  possible  but  very  rare: 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

' 7899-4 
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HOUSE  OF  DELEGATES 

continued  from  page  498 

Report  of  the  Chairman  of  the  Board  of  Trustees 
of  the  Medical  Library 

Dr.  Robert  W'.  Drew,  Chairman  of  the  Board  of 
Trustees  of  the  [Medical  Library  building,  noted 
that  his  report  was  included  in  the  handbook. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Chairman  of  the  Board  of 
Trustees  of  the  Medical  Library,  as  submitted, 
he  received  and  placed  on  file. 

AAIA  Education  Program  on  Health  Care 
for  the  Elderly 

Dr.  Ham  noted  that  a complete  report  of  the 
education  plan  through  the  communications  media 
of  the  country  on  the  state  programs  for  medical 
care  for  the  elderly  was  planned  in  the  month  of 
October.  He  reviewed  the  highlights  of  the  pro- 
gram, and  stated  that  participation  by  all  the  states 
is  anticipated.  He  reported  that  the  Council  had 
approved  of  the  plan  in  principle,  and  had  author- 
ized him  to  name  a committee  to  review  the  sug- 
gested newspaper  advertisements  to  be  placed  in 
Rhode  Island. 

The  committee,  he  stated,  had  selected  one  of  the 
six  proposed  advertisements,  and  had  made  sug- 


A CHEER 


arose  from  the  tense  crowd 
as  suddenly,  through  the 
flames  and  smoke,  a fireman 
appeared  at  the  third-floor 
window  carrying  a tiny 
form.  Swiftly  he  descended 
the  ladder  and  placed  the 
child  in  the  mother’s  out- 
stretched arms.  "My  baby!” 
she  sobbed  gratefully.  "How 
can  I ever  thank  you.’” 
"Perhaps  with  a sparkling 
glass  of  Warwick  Club  Pale 
Dry  Ginger  Ale,  available 
in  the  full  32-ounce  quart 
bottle,”  he  responded.  "It 
sings  in  the  glass  . . .” 
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gested  amendments  to  it.  He  presented  the  original 
ad  by  lantern  projection  and  then  pointed  out  the 
proposed  amendments  which  the  committee  hoped 
would  meet  the  approval  of  the  AMA. 

There  was  general  and  extended  discussion  of 
the  proposal,  with  emphasis  on  the  need  for  stating 
in  any  advertisements  the  fact  that  the  Rhode  Island 
plan  promises  to  be  one  of  the  most  comprehensive 
in  the  nation,  and  it  has  the  support  of  tlie  medical 
profession. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  committee  appointed  by  tbe  President 
amend  tbe  recommended  advertisement  to  carry 
out  to  the  best  of  its  ability  the  thinking  of  the 
House,  and  that  it  seek  the  approval  of  such 
amended  copy  by  tbe  AMA  for  insertion  in  the 
designated  newspapers  in  Rhode  Island. 

^ ^ 

The  suggestion  was  also  advanced  that  the  local 
district  medical  societies’  secretaries  be  informed  of 
tbe  final  advertisement  format,  and  be  allowed  to 
authorize  local  society  signature,  as  well  as  the 
address  to  which  inquiries  from  the  public  mav  be 
directed. 

Aledical  Treatment  of  a Physician  and  His  Eamily 
Dr.  Francis  B.  Sargent,  Chairman  of  the  Medi- 
ation Committee,  discussed  the  special  report  from 
the  committee,  which  was  included  in  the  hand- 
book. on  the  treatment  hy  a physician  of  a physician 
and  his  dependents. 

The  report  was  discussed  by  members  of  the 
House. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  on  the  treatment  of  a physician 
and  his  dependents  by  a physician,  as  submitted, 
be  approved,  and  the  definition  of  dependent  as 
stated  therein  be  adopted  as  policy  for  members 
of  the  Rhode  Island  Medical  Society. 

Aledical  Care  of  Providence  City  Employees 
Dr.  Ham  and  [Mr.  Farrell  discussed  the  report 
on  medical  care  for  Providence  city  employees 
which  was  included  in  the  delegates’  handbook. 
There  was  general  discussion  of  the  report. 

Action:  A motion  was  made  that  the  problems 
set  forth  in  the  report  on  medical  care  of  Provi- 
dence city  employees  he  referred  to  the 
Providence  Medical  Association  committee  with 
the  request  that  such  committee  report  its 
negotiations  in  resolving  the  issues  at  the  next 
meeting  of  the  House  of  Delegates  or  as  soon 
thereafter  as  possible.  The  motion  was  seconded. 

A motion  was  made  to  amend  to  provide  that 
the  matter  be  referred  to  a committee  of  the 
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Rhode  Island  Medical  Society.  This  motion  was 
seconded  and  passed. 

The  original  motion,  as  amended,  was  passed. 

Committee  on  Study  of  Merger  of  Medical  Library 
with  Brown  University  Medical  Sciences  Library 
Dr.  Thomas  Perry,  Chairman  of  the  special  com- 
mittee that  met  with  representatives  of  Brown 
University  to  study  a proposal  for  a i)ossihle  mer- 
ger of  the  Rhode  Island  Medical  Society  Library 
with  the  proposed  new  Medical  Sciences  Library 
of  the  University,  discussed  his  committee’s  report 
which  was  included  in  the  delegates’  handbook. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Committee  on  the  Study  of 
a Merger  of  the  Society’s  Library  with  that  of 
the  Brown  Lhiiversity  Medical  Sciences  Library 
he  accepted  and  placed  on  file. 

* * 

Dr.  Goldowsky  noted  that  the  report  included 
the  suggestion  that  the  Society  consider  the  possi- 
bility of  acquiring  land  adjacent  to  its  present  site. 
Dr.  Ham  reported  that  the  Council  had  referred 
this  matter  to  the  attention  of  the  Chairman  of  the 
Board  of  Trustees  of  the  Medical  Library. 

Report  of  Medical  Care  Programs  Committee 
Dr.  Ham  discussed  the  report  of  the  IMedical 
Care  Programs  Committee  which  was  included  in 
the  delegates’  handbook. 

There  was  general  discussion  of  the  report  and 
of  the  implementation  of  the  state’s  medical  pro- 
gram for  the  aged  as  proposed. 

Action:  A motion  was  made  that  the  report  of 
the  Medical  Care  Programs  Committee  he 
accepted ; however,  the  House  recommends  to 
the  Committee  that  in  its  negotiations  with  the 
state  Welfare  Department  the  fees  for  physicians’ 
services  for  patients  residing  in  nursing  conva- 
lescent facilities  be  $7.00  during  the  day  and 
$10.00  after  10  p.m.,  with  payments  for  each 
additional  patient  seen  on  the  same  call  at  the 
same  address,  day  or  night,  to  he  $5.00.  up  to  a 
ma.ximum  of  three  ( 3 ) additional  patients ; and 
further,  that  the  medical  fees  for  hospital  serv- 
ices be  $20.00  for  the  first  day.  $10.00  for  the 
second  day,  and  $5.00  for  each  subsequent  hos- 
pital day. 

The  motion  was  seconded  and  then  defeated 
by  a 14  to  12  vote. 

* * H: 

Action : A motion  was  made,  seconded  and  voted 
to  ])lace  the  report  of  the  Committee  on  Medical 
Care  Programs  on  file. 

jjc 

Action:  A motion  was  made,  seconded  and  voted 
that  all  fees  under  the  state’s  medical  program 


for  the  aged  he  on  a trial  basis  for  the  first  year 
and  that  all  fees  he  reviewed  annually  by  a com- 
mittee of  the  Society. 

Accident  Room  Study  Committee 
Dr.  I'rancis  B.  Sargent.  Chairman  of  a special 
committee  on  a study  of  the  use  of  hospital  accident 
rooms,  reviewed  his  report  which  was  included  in 
the  delegates’  handbook.  The  report  was  discussed. 
Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  accident  room  committee  he 
accepted,  and  that  the  recommendations  therein 
he  approved,  and  further,  that  a copy  of  the  report 
he  sent  to  the  hospitals  of  the  state,  and  to  the 
Blue  Cross,  with  a covering  letter  from  the 
Chairman  of  the  committee. 

Committee  on  Aging 

The  President  noted  that  Dr.  Richard  Kraemer. 
Chairman  of  the  Committee  on  Aging,  had  indi- 
cated he  would  give  an  oral  report.  However.  Dr. 
Kraemer  was  not  {^resent  to  report. 

Report  of  the  Committee  on  Diabetes 
The  President  noted  that  the  report  of  the 
Diabetes  Committee  was  included  in  the  handbook. 
Action : A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Diabetes  Committee,  as 
presented,  he  received  and  placed  on  file. 

continued  on  next  page 
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Report  of  the  Committee  on  Maternal  Mortality 
The  President  noted  that  the  report  of  the 
Maternal  Mortality  Committee  was  inclnded  in  the 
handbook. 

Action:  A motion  was  made,  seconded  and  voted 
that  the  report  of  the  Maternal  ^lortality 
Committee,  as  presented,  be  received  and  placed 
on  file. 

Committee  on  Medical  Aspects  of  Sports 
The  President  noted  that  the  rej)ort  of  the  com- 
mittee was  included  in  the  handbook. 

. let ion : .\  motion  was  made,  seconded  and  voted 
that  the  report  of  the  Committee  on  the  Medical 
-\spects  of  Sports,  as  submitted,  he  received  and 
jilaced  on  file,  and  the  Committee  commended  for 
the  e.xcellent  program  it  arranged. 

Committee  on  Medical  Economics 
Dr.  .^tanlev  D.  Simon,  Chairman  of  the  Com- 
mittee on  Medical  Economics,  reported  that  to  date 
498  physicians  had  signed  for  participation  in  the 
major  medical  Bine  Cross  program,  and,  therefore, 
the  plan  would  he  started  on  Xovember  1,  with 
information  to  he  sent  to  each  member  of  the 
Societ}'  within  the  ne.xt  two  weeks.  He  noted  the 
program  has  no  age  limit  requirement,  and  it  also 
includes  dependent  children  up  to  the  age  of  23. 
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Action : A motion  was  made,  seconded  and  voted 

to  api)rove  the  rej)ort  of  the  Medical  Economics 

Committee  as  presented  hv  Dr.  Simon. 

Physicians  Service  Board  Meetings 

Dr.  Ham  noted  that  copies  of  the  Board  Meetings 
of  Physicians  Service  since  the  last  meeting  of  the 
House  had  not  been  included  in  the  handbook,  hut 
copies  were  distril)nted  to  the  members  during  the 
meeting. 

Adjournment 

The  meeting  was  adjourned  at  10:33  p.m. 
Respectfully  sulimitted, 

Michael  DiMaio,  h.d..  Secretary 

REPORT  OF  THE  SECRETARY 

Since  the  previous  meeting  of  the  House  of 
Delegates,  the  Council  has  held  two  meetings.  In- 
cluded among  its  actions  are  the  following : 

1.  The  President  was  authorized  to  name  three 
delegates-at-large  from  the  Society  to  the  Council 
of  the  Xew  England  State  Medical  Societies  for  the 
1964-63  fiscal  year. 

2.  The  Council  recorded  its  decision  that  there 
shfjuld  not  he  any  named  lectures  for  the  program 
of  the  Annual  Scientific  Meeting  of  the  Societv 
e.xcept  the  Chapin  Oration  and  the  Fiske  Oration. 
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?>.  Aj^proval  was  given  for  the  use  of  the  .Medical 
Lil)rary  huilding  hy  the  Medical  Assistants  Asso- 
ciation for  its  meetings. 

4.  Approval  was  given  for  the  listing  of  the 
member  pharmacies  of  the  R.  I.  Pharmaceutical 
Association  as  supplement  in  the  official  roster  of 
the  members  of  the  R.  1.  Medical  Society. 

5.  Api)roval  was  given  of  the  President's  selec- 
tion of  a committee  to  consider  the  possibility  of  a 
Health  I'air  within  the  next  two  or  three  years,  and 
also  to  consider  how  the  medical  jwofession  can 
take  a more  active  role  in  jniblic  and  community 
health  activities,  such  as  immunization  programs. 

6.  The  Council  voted  that  the  President  of  the 
Society  be  authorized  to  attend  the  annual  scien- 
tific meeting  of  the  American  Aledical  Association, 
with  his  travel  exj^enses  paid  hy  the  Society,  and 
that  the  President-Elect  he  authorized  to  attend 
the  Interim  Clinical  Session  of  the  AMA.  with  his 
travel  expenses  paid  hy  the  Societv. 

7.  Changes  in  the  investment  schedule  of  the 
Society,  recommended  hy  the  Trust  Department  of 
the  Industrial  National  Bank  handling  the  Soci- 
ety’s investment  program,  were  approved. 

cS.  A])pro\'al  was  given  the  Library  Committee 
to  secure  an  assistant  librarian  to  fill  the  vacancy 
caused  by  resignation. 


50.^ 

9.  The  Hoard  of  'I'rustees  of  the  .Medical  l.il)rar\ 
was  authorized  to  com|)lete  roof  repairs  started 
in  1963.  . 

10.  .A.  donation  of  $.^0  was  voted  to  the  National 
Society  of  Medical  Research  to  further  its  work. 

11.  Dr.  David  Fish  was  named  as  the  .Societv's 
official  delegate  to  the  AMA  Congress  on  Mental 
Health  to  he  held  in  Chicago  in  November. 

12.  A donation  of  $250  was  voted  towards  the 
cost  of  a meeting  of  the  Youth  Council  on  Smoking 
to  be  held  at  East  Providence  High  School  on 
October  10. 

13.  Dr.  John  Lawlor.  Chairman  of  the  Disaster 
Committee,  was  named  as  the  Society’s  official  dele- 
gate to  the  AMA  National  Conference  on  Di.saster 
Planning  to  he  held  in  Chicago  in  November. 

14.  A report  from  the  Mediation  Committee  on 
Treatment  of  a Physician  and  His  Dependents  by  a 
Physician  was  approved  for  referral  to  the  House 
of  Delegates  with  recommendation  of  adoption. 

15.  A report  on  medical  care  of  Providence  Citv 
employees  was  referred  to  the  House  of  Delegates 
for  its  consideration. 

16.  The  Council  voted  that  it  should  he  the 
screening  committee  for  any  applicants  for  AM.Y 
affiliate  membership  hy  non-physicians,  and  it  fur- 
ther voted  not  to  approve  any  such  affiliate  mem- 

continued  on  next  page 


..DBI  lowers  high  blood 
sugars  without  promoting 
[at  synthesis,  encourages 
gradual  weight  loss^'^ 


to  manage  the  overweight  stable  adult  diabetic  unresponsive  to  diet  alone 

DBi:  DBI-TD 

tablets  25  mg.  timed-disintegration  capsules  50  mg. 

BRAND  OF  PHENFORMIN  HCI 

DBI  promotes  glucose  utilization  via  the  physiologic  Embden-Meyerhof  pathway... 
reduces  high  blood  sugars,  lowers  toward  normal  elevated  blood  insulin  levels,  encour- 
ages gradual  weight  reduction.  For  the  ketoacidosis-prone  diabetic,  however,  insulin 
is  still  the  essential  hypoglycemic  agent. 

side  effects:  Gastrointestinal,  occurring  more  often  at  higher  dosage  levels,  abate  promptly 
upon  dosage  reduction  or  temporary  withdrawal,  precautions:  Occasionally  an  insulin- 
dependent  patient  will  show  “starvation”  ketosis  (acetonuria  without  hyperglycemia)  which 
must  be  differentiated  from  “insulin-lack”  ketosis  which  is  accompanied  by  acidosis,  and 
treated  accordingly.  Lactic  acidosis  has  been  reported  in  non-diabetics  and  diabetics  treated 
with  insulin,  with  diet,  and  with  DBI.  Question  has  arisen  regarding  possible  contribution 
of  DBI  to  lactic  acidosis  in  patients  with  renal  impairment  and  azotemia  and  also  those  with 
severe  hypotension  secondary  to  myocardial  or  bowel  infarction.  Periodic  B.U.N.  determina- 
tions should  be  made  when  DBI  is  administered  in  the  presence  of  chronic  renal  disease. 
DBI  should  not  be  used  when  there  is  significant  azotemia.  Any  cardiovascular  lesion  that 
could  result  in  severe  or  sustained  hypotension,  which  may  itself  lead  to  development  of  lactic 
acidosis,  should  be  considered  cause  for  immediate  discontinuation  of  DBI  at  least  until 
normal  blood  pressure  has  been  restored  and  is  maintained  without  vasopressors.  Should 
lactic  acidosis  occur  from  any  cause,  vigorous  attempts  should  be  made  to  correct  circulatory 
collapse,  tissue  hypoxia,  and  pH.  contraindications:  Severe  hepatic  disease,  renal  disease  with 
uremia,  cardiovascular  collapse.  Not  recommended  without  insulin  in  acute  complications  of 
diabetes  (metabolic  acidosis,  coma,  severe  infections,  gangrene,  surgery),  pregnancy  warning: 
During  pregnancy,  until  safety  is  proved,  use  of  DBI,  like  other  oral  hypoglycemic  drugs,  is 
to  be  avoided.  Consult  product  brochure  for  full  information. 

1.  Gordon,  E.S.:  Metabolism  11:819,  1962.  2.  Grodsky,  G.M.  et  al.:  Metabolism  12:278,  1963. 
3.  Weller,  C.  et  al.:  Scientific  Exhibit,  A.M.A.,  June  1962.  4.  Sadow,  H.S.:  Metabolism  12:333,  1963. 
5.  Faludi,  G.:  J.  Am.  Med.  Women’s  Assoc.  18:722,  1963.  6.  Faludi,  G.:  Geriatrics  18:452,  1963. 
7.  Williams,  R.  H.:  Textbook  of  Endocrinology,  Ed.  3,  Saunders,  Phila.,  1962,  p.  610.  8.  Weller,  C.  and 
Linder,  M.:  Am.  Therap.  Soc.,  June  1963.  9.  Moss,  J.  M.  et  al.:  Med.  Times,  July  1964. 
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hersliip  a})plicatioiis  at  this  time. 

17.  Approval  was  given  of  the  President's  selec- 
tion of  Dr.  T.  E.  \’idal  of  West  Warwick  as  trnstee- 
at-large  on  the  Board  of  Trustees  of  the  R.  I.  Med- 
ical Societv  Lihrarv  for  the  year  1965. 

18.  Approval  was  given  of  the  Treasurer’s  finan- 
cial report,  and  a proposed  budget  for  1965  for  the 
Society. 

19.  The  President  was  authorized  to  send  an 
official  delegate  at  the  Society's  expense  to  the 
.\MA  Congress  on  Stroke  to  he  held  in  Chicago. 

20.  The  President  was  authorized  to  name  a 
special  committee  to  resolve  the  choice  of  advertise- 
ments submitted  by  the  AM  A for  its  educational 
program  on  medical  care  for  the  aged,  and  to 
arrange  with  the  district  societies  for  the  distribu- 
tion and  endorsement  of  the  ads ; and  further,  this 
committee  was  authorized  to  consider  a supplemen- 
tal ad  to  he  paid  by  the  Societv  and  other  health 
agencies  involved  in  supplying  the  services  for  the 
medical  care  for  the  aged  program  to  call  attention 
to  the  fact  that  this  program  is  possible  through 
the  acceptance  of  reduced  fees  by  the  purveyors  of 
the  services. 

21.  The  report  of  the  special  committee  to  con- 
sider the  merger  of  the  Society's  Medical  Library 
with  that  of  the  new  Brown  Science  Library  was 
reviewed,  and  transmitted  to  the  House  of  Dele- 
gates for  its  consideration. 

22.  The  Council  reviewed  the  report  of  the  Med- 
ical Care  Programs  Committee  and  voted  to  refer 
it  to  the  House. 

23.  A resolution  of  sympathy  to  the  family  of 
the  late  Dr.  Xorman  A.  Welch.  President  of  the 
.\merican  Medical  Association  at  the  time  of  his 
death,  was  unanimously  adopted. 

Michael  Di^Iaio.  m.d..  Secretary 

REPORT  OF  THE  TREASURER 
1.  AGENCY  ACCOUNT 

Attached  as  part  of  this  report  is  the  statement 
of  the  Trust  Department  of  the  Industrial  National 
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Bank  relative  to  the  “Pooled  Fund"  of  invested 
funds  of  the  Society  as  of  August  7.  1964.  i\Ir. 
Copeland  Setchell.  Assistant  Trust  Officer,  has 
reported  to  me  regarding  the  appraisal  that  — 
“We  are  pleased  to  report  that  the  unit  value 
of  the  pooled  fund  now  stands  at  SI 8.99.  the 
highest  level  yet  attained ; and.  the  income  is 
approaching  65  cents  a unit  which  provides  a 
return  of  slightly  under  3A^c.  This  present 
unit  value  is  up  SI  .29  from  the  SI 7.70  reported 
a year  ago.  an  increase  of  approximately 
The  income  gain  is  much  more  modest  as  the 
increase  is  only  S86.  an  increase  of  about  2^  ^ . 

“We  have  examined  the  qualitv  of  the  secu- 
rities in  the  account  and  we  do  not  believe  that 
any  changes  in  investments  are  necessarv  at 
this  time.  The  common  stocks  have  grown  to 
65^  of  the  account  but  this  does  not  seem  out 
of  line  when  the  Caleb  Fiske  Fund  is  consid- 
ered, since  this  is  a fixed  income  fund.’’ 

2.  BUDGET  FOR  1965 

In  accordance  with  the  by-laws  a proposed  bud- 
get for  1965  has  been  drafted  that  parallels  that  of 
the  current  year.  This  budget  is  predicated  on  the 
cost  of  operations  during  the  previous  and  current 
years  and  it  represents  the  best  estimate  that  can  he 
given  at  this  time.  Since  we  anticipate  the  continu- 
ance of  appropriations  from  organizations  utilizing 
the  Society's  facilities  and  stall'  no  increase  in  dues 
is  recommended.  This  budget  has  been  reviewed 
and  approved  bv  the  Council. 

John  A.  Dillox'.  m.d..  Treasurer 

BOARD  OF  TRUSTEES  OF  THE 
MEDICAL  LIBRARY 

A vear  ago  work  was  started  on  repairs  to  the 
roof  of  the  Library  building,  and  the  east  and  south 
sides  of  the  roof  were  repaired.  During  the  past 
summer,  with  the  approval  of  the  Council,  the 
Trustees  authorized  the  completion  of  the  repair 
work  on  the  west  and  north  sides.  Capstones  were 
removed,  cracked  and  deteriorated  mortar  joints 
were  cut  out  and  replaced,  and  through  wall  flash- 
ing was  installed. 

In  addition  a leak  on  the  flat  roof  section  which 
resulted  in  seepage  of  water  into  the  auditorium 
was  eliminated  by  the  installation  of  a new  water 
drain. 

Difficulty  was  also  encountered  when  the  main 
drain  from  the  building  to  Hayes  Street  became 
clogged  hv  tree  roots  and  debris,  and  resulted  in 
slight  flooding  of  the  boiler  room.  Prompt  action  in 
clearing  the  obstructions  prevented  extensive  inte- 
rior damage  of  the  basement.  These  necessary- 
repairs  cost  82,131. 


contint4€d  on  page  506 


and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121  °C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguai'ds 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.  S.  A. 
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continued  from  page  504 

Due  to  the  construction  of  Route  95  through 
Park  Street  the  Library  building  has  been  heavily 
saturated  with  dust  during  the  spring  and  summer 
months  and  in  1965  we  anticipate  that  the  interior 
of  the  building  will  require  complete  cleaning,  and 
some  paint  work.  The  window  exterior  frames  also 
need  painting. 

Robert  W . Drew,  m.d.,  Chainnan 

TREATMENT  OF  A PHYSICIAN  AND 
HIS  DEPENDENTS  BY  A PHYSICIAN 
The  Committee  on  Mediation  has  had  two  cases 
brought  to  its  attention  relating  to  charges  by  a 
physician  for  treatment  rendered  to  immediate 
members  of  a deceased  physician's  family.  The 
problem  has  been  reviewed  by  the  Council  on  the 
basis  of  the  American  Medical  Association's 
JUDICl.^L  OpIXIOXS  .VXD  REPORTS,  1964. 

]Mr.  Stanton  S.  West  of  the  Department  of  Med- 
ical Ethics  of  the  .American  Medical  .Association 
has  replied  to  an  inquiry  on  the  matter  of  depend- 
ents of  a deceased  physician  as  follows : 

“The  Princi])les  of  Medical  Ethics  have  long 
provided  that  a physician  should  cheerfully 
and  without  recompense  give  his  professional 
ser\  ices  to  physicians  or  their  dependents  if 
they  are  in  his  vicinity. 

“It  is  my  understanding  that  physicians 
observe  the  spirit  of  the  principle  of  profes- 
sional courtesy  and  refrain  from  charging  the 
widow  of  a deceased  colleague  for  professional 
services  rendered.  I have  been  unable,  how- 
ever, to  find  a specific  ruling  of  the  Judicial 
Council  which  categorically  states  that  this 
principle  does  apply  to  the  dependents  of  a 
deceased  physician.” 

.After  review  of  the  Judicial  Opinions  and 
Reports.  1964,  and  in  particular  the  interpretations 
therein  of  Section  1 of  the  Principles  of  Ethics  (see 
copy  attached  to  this  report),  the  Council  makes 
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the  following  recommendation  to  the  House  of 
Delegates  as  a policy  to  he  observed  by  members 
of  the  Society : 

The  Rhode  Island  Medical  Society  consid- 
ers "dependent"  as  cited  in  the  ethical  rules 
relating  to  the  treatment  of  a physician  and  his 
dependents,  to  he  anyone  who  would  he  a 
dependent  if  the  physician  were  living,  and 
consequently  such  person  should  receive  pro- 
fessional services  without  a fee  charge ; thus  a 
widow  would  he  a dependent  unless  she  re- 
married, and  children  would  be  dependents 
until  they  become  self-supporting. 

PRINCIPLES  OF  ETHICS 
Interpretations  of  Section  I as  published  in  the 
.American  Medical  .Association’s  Judici.vl  Opix- 
loxs  AXD  Reports,  1964. 

^ ^ ^ 

13.  Dependence  oj  Physicians  on  Each  Other 

.As  a general  rule,  a physician  should  not  attemi)t 
to  treat  members  of  his  family  or  himself.  Conse- 
quently. a physician  should  cheerfully  and  without 
recompense  give  his  professional  services  to  physi- 
cians or  their  dependents  if  they  are  in  his  vicinity. 
(Principles  of  Medical  Ethics.  1955  edition.  Chap- 
ter I\A  Section  1.) 

14.  Compensation  for  Expenses 

When  a physician  from  a distance  is  called  to 
advise  another  physician  about  his  own  illness  or 
about  that  of  one  of  his  family  dependents,  and  the 
physician  to  whom  the  ser^•ice  is  rendered  is  in 
easv  financial  circumstances,  a compensation  that 
will  at  least  meet  the  traveling  e.xpenses  of  the  visit- 
ing phvsician  should  he  proffered  him.  When  such 
a service  retjuires  an  absence  from  the  accustomed 
field  of  professional  work  of  the  visitor  that  might 
reasonahlv  he  exi)ected  to  entail  a pecuniary  loss, 
such  loss  may.  in  part  at  least,  be  provided  for  in 
the  compensation  offered.  (Principles  of  Medical 
Ethics,  1955  edition,  Chapter  I\'.  Section  2.) 

15.  Limits  of  Gratuitous  Serz’ices 

Povertv  of  a patient,  and  the  obligation  of  physi- 
cians to  attend  one  another  and  the  dependent 
members  of  the  families  of  one  another,  should  com- 
mand the  gratuitous  services  of  a physician.  Insti- 
tutions and  organizations  for  mutual  benefits,  or 
for  accident,  sickness  and  life  insurance,  or  for 
analogous  purposes,  should  meet  such  costs  as  are 
covered  by  the  contract  under  which  the  service  is 
rendered.  (Principles  of  Medical  Ethics.  19a5  edi- 
tion. Chapter  \TI.  Section  1.) 

16.  Health  and  Medical  Insurance  Benefits 

(a  ) If  a physician  or  his  dependents  have  insur- 
ance providing  benefits  for  medical  or  surgical 
care,  a jdiysician  who  renders  such  service  may 
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accept  the  insurance  benefits  without  violating  the 
provisions  of  the  Principles  of  Medical  Pthics. 
(House  of  Delegates,  1951.) 

(h)  The  1955  edition  of  the  Princiides  states 
(Chapter  IV,  Section  1)  that  a physician  should 
cheerfully  and  without  recompense  give  his  pro- 
fessional services  to  physicians  or  their  dependents. 
The  Princi])les  recognized,  however,  that  such 
services  may  take  the  attending  physician  away 
from  his  accustomed  field  of  practice  and  cause  him 
pecuniary  loss.  They  provided,  therefore,  that  if 
the  phvsician  who  received  medical  care  is  in  easy 
financial  circumstances  he  may  offer  compensation 
to  the  physician  who  attended  him  for  traveling 
expenses,  which  compensation  may  include  an 
amount  to  provide  in  part  for  loss  of  time  away 
from  accustomed  practice.  The  Judicial  Council  in 
its  report  to  the  House  of  Delegates  at  its  Los 
Angeles,  1951,  session  stated,  “If  a physician  or  his 
dependents  have  insurance  providing  for  medical 
or  surgical  care,  then,  in  the  opinion  of  the  Council, 
a physician  who  renders  such  service  may  accept 
the  insurance  benefits  without  violating  the  provi- 
sions of  Chapter  IV,  Sections  1 and  2 of  the  Prin- 
ciples.’’ The  Council  reaffirms  the  traditional  prac- 
tice of  physicians  caring  for  the  medical  needs  of 
colleagues  and  their  dependents  without  charge, 
providing,  however,  that  insurance  benefits  may 
ethicallv  he  tendered  the  treating  physician  to  rec- 
ompense him  for  loss  of  time  away  from  his  accus- 
tomed practice.  (Judicial  Council,  1955.) 

17.  Professional  Courtesy  for  Psychiatrists 

A psychiatrist  should  not  charge  a fellow  physi- 
cian or  his  dependents  for  services  rendered. 

It  is  permissible  for  a physician  or  his  depend- 
ents, who  had  been  indemnified  for  the  cost  of 
medical  care  under  an  insurance  or  pre-payment 
plan  to  turn  that  indemnification  or  reimbursement 
over  to  the  attending  psychiatrist  to  reimburse  him 
for  his  expenses.  ( Judicial  Council,  1961.) 

COMMITTEE  ON  STUDY  OF  MERGER  OF 
MEDICAL  LIBRARY  WITH  BROWN 
UNIVERSITY  MEDICAL  SCIENCES  LIBRARY 

The  Committee  to  consider  uniting  the  Rhode 
Island  IMedical  Society  library  with  the  proposed 
Brown  University  Science  Library  has  met  three 
times.  As  originally  constituted  the  Committee 
consisted  of  Dr.  Samuel  Nathans.  Vice  President 
of  the  Society,  Chairman  ; Dr.  Francesco  Ronchese, 
Chairman  of  the  Library  Committee ; Dr.  Thomas 
Perry,  Jr.,  President;  Dr.  John  Ham,  President- 
Elect;  Dr.  Alfred  Potter,  and  Mrs.  David  Dejong, 
Librarian.  Representing  Brown  were  Dr.  MacEdds, 
Chairman  of  the  Department  of  Medical  Sciences, 
Dr.  Glidden  Brooks,  and  Mr.  David  Jonah,  Uni- 
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versity  Lilirarian.  Dr.  Ro1)ert  Drew,  now  \’ice 
President  of  the  Society,  replaced  Dr.  Nathans  on 
the  Committee  when  the  latter's  term  expired. 

The  Committee  has  met  three  times.  At  the  third 
meeting  the  Brown  University  memhers  were  not 
])resent. 

.-\t  the  first  meeting  there  was  a general  discus- 
sion of  the  resources  and  objectives  of  the  two 
imstitntions.  It  was  ohvions  that  all  things  being 
e(|nal  Brown  wonld  benefit  by  acquiring  the  Medical 
Societv  Library,  and  the  Medical  Societv  memhers 
wonld  have  access  to  a larger  collection,  particu- 
larly of  basic  science  material. 

.■\s  discussion  proceeded  it  became  apparent  that 
if  the  [Medical  Society  hooks  went  to  Brown,  the 
Society  wonld  have  a large  hnilding  on  its  hands  for 
a minimum  of  activity.  Furthermore  the  tax  free 
.status  might  he  lost.  It  therefore  seemed  best  to 
move  the  entire  operation  to  the  new  library.  We 
talked  of  a separate  entrance  in  the  library  for  the 
Medical  Society  and  a suite  of  rooms  to  house  the 
staff  and  Medical  journal.  It  was  thought  that  an 
anditorinm  conld  he  found  in  the  Lhiiversity  when 
needed.  The  hooks  wonld  have  to  he  integrated  with 
those  of  the  University  except  for  the  Davenport 
Collection. 

At  onr  recent  meeting  in  mid-Angust,  Mr.  Jonah 
detailed  a i)lan  to  meet  as  many  of  onr  desires  as 
])ossihle.  The  L’niversity  nnfortnnately  finds  it  can- 
not combine  onr  administrative  and  lihrarv  needs 
in  one  facility.  The  new  Brown  lihrarv  wonld  inte- 
grate onr  hooks  in  its  collection  and  we  wonld  con- 
tinne  to  subscribe  to  journals  as  at  present.  There 
wonld  he  a separate  small  reading  room  designated 
as  the  Society's  room,  hnt  it  wonld  he  oi)en  to  all. 
The  Davenj)ort  Collection  might  he  in  this  room. 
Mrs.  Dejong  and  possibly  her  assistant  wonld  he 
offered  employment  in  the  library.  The  public, 
inclnding  high  .school  students,  conld  continue  to 
nse  onr  hooks,  hnt  this  might  change  if  the  demand 
became  difficnlt  to  handle  in  fntnre  years. 

Brown  ])roposes  a second  new  building  to  in- 
clude the  L^niversity  Infirmary  and  numerons 
offices  to  he  built  two  blocks  from  the  lihrarv. 
There  would  he  parking  floors  in  this  hnilding  and 
an  auditorium.  We  conld  have  whatever  space  we 
wanted  at  $5.00  per  square  foot. 

.■\t  the  last  meeting,  without  the  Brown  repre- 
sentatives. the  Medical  Society  memhers  consid- 
ered these  proposals  from  all  ])ossihle  angles. 

In  favor  of  a union  wonld  he  a larger  facility 
with  a wider  range  of  available  material.  There  is 
also  an  undoubted  intellectual  advantage  to  the 
-Medical  Society  in  associating  itself  with  a large 
university. 

I'rom  a financial  point  of  view  we  would  ])roh- 
ahly  lose.  To  replace  onr  needed  office  space  at 
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Brown  at  $5.00  a scpiare  foot  would  cost  ns  about 
$12,000  per  year.  This  does  not  take  into  account 
what  we  might  owe  as  our  share  of  auditorium 
rent.  At  present  we  probably  have  about  $6,000  in 
maintenance  expense.  To  help  balance  this  differ- 
ence we  might  get  $4,000  from  invested  funds 
resulting  from  the  sale  of  onr  present  propertv. 
Mrs.  Dejong  makes  the  point  that  in  effect  we 
already  have  good  access  to  all  the  hooks  we  need 
through  interlihrary  loans  which  take  24  hours  or 
less.  Duplicating  methods  are  improving  this  svs- 
tem  all  the  time.  She  also  feels  that  we  have  an 
excellent  relationshij)  with  hospital  libraries  which 
Brown  could  not  maintain.  We  can  loan  for  longer 
lieriods  and  work  with  them  on  a more  informal 
basis. 

It  was  noted  that  the  j)uhlic  using  onr  hooks 
realizes  that  it  is  borrowing  from  the  Medical 
Society  which  wonld  he  less  evident  if  we  move 
to  Brown. 

The  point  was  made  that  there  is  an  excellent 
cooperation  between  onr  administrative  and  library 
staffs.  They  help  each  other  in  many  ways  that 
would  he  impossible  in  separate  hnildings. 

The  Committee  attaches  great  importance  to  the 
fact  that  the  present  building  is  a home.  W e identifv 
with  it  and  are  not  overshadowed  by  a larger  insti- 
tution. If  we  go  to  a committee  meeting  or  a lecture 
we  can  pick  up  or  return  a hook.  If  something  does 
not  suit  ns  we  change  it  without  going  to  a landlord. 

In  view  of  the  above  considerations  the  Com- 
mittee was  nnanimons  in  its  feeling  that  onr  medi- 
cal library  should  not  join  with  Brown  in  its  new 
library.  It  should  he  pointed  out  that  such  a union 
could  he  eff  ected  later  if  desired,  although  different 
administrative  (juarters  than  those  mentioned  above 
wonld  undoubtedly  he  necessary. 

The  Committee  gave  considerable  attention  to 
the  possible  fntnre  of  our  present  location.  W bile 
there  mav  he  manv  changes  around  ns.  no  present 
plans  involve  condemning  our  property  for  ])uhlic 
l)nrposes.  Parking  will  probably  he  a continuing 
l)rohlem  and  the  Committee  believes  that  the 
Society  should  he  making  iiu|niries  as  to  the  possi- 
hilitv  of  acquiring  parking  land  either  now  or  at  a 
later  date. 

Thomas  Perry,  Jr.,  m.d. 

MEDICAL  CARE  PROGRAMS  COMMITTEE 

The  Medical  Care  Programs  Committee  of  the 
Rhode  Island  Medical  Society  was  formed  by  Dr. 
Ham  as  an  amalgamation  of  several  other  com- 
mittees to  deal  with  various  programs  which  are, 
or  mav  he,  presented  to  the  Medical  Society  for 
action. 

The  Committee  was  immediately  faced  with  the 
MAA,  or  Medical  .Assistance  for  the  Aged,  Bill, 
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which  was  passed  l)y  tlie  Rhode  Island  legislature 
in  the  Jannary  session  of  1964.  This  hill  is  basically 
implementation  of  the  Kerr-AIills  Hill,  which  hope- 
fully will  he  successfully  activated  before  the  King- 
.\nderson  or  social  security  approach  to  Aledical 
Care  for  the  Aged  is  passed. 

The  Committee  met  with  the  Department  of 
Social  W elfare,  rejmesented  by  the  Director,  Air. 
Augustine  Riccio,  and  the  Aledical  Director,  Dr. 
P.  J.  Pesare,  and  members  of  their  staff.  Air.  Riccio 
reviewed  the  development  of  the  legislation  and 
described  the  major  factors  in  the  operation  of  the 
plan,  being  to  provide  in-patient  hospital  care,  pay- 
ment to  physicians  for  in-hospital  services,  surgical 
fees,  drugs  in  and  out  of  the  hospital,  nursing  home 
care,  dental  care,  and  visiting  nurse  services.  Air. 
Riccio’s  problem  is  to  establish  a direct  vendor  pay- 
ment plan  for  these  services.  He  suggested  Plan  A 
Physicians  Service  for  the  surgeons  on  a service 
basis,  and  a Service  Plan  for  medical  services.  The 
income  status  of  the  patients  who  would  he  in- 
volved was  stressed,  being  $2,000.00  per  year  for 
single  people  and  $3,000.00  for  married  couples. 
It  was  vaguely  estimated  that  45,000  people  might 
he  eligible,  but  more  likely,  9,000  people  would 
fulfill  the  income  and  other  requirements  for  this 
Program.  Subsequent  meetings  of  the  Committee 
or  segments  thereof  arrived  at  the  conclusion  that 
Plan  A Physicians  Service  rates  would  be  accept- 
al)le  for  surgical  services,  as  well  as  anesthesiolo- 
gists and  assistants.  It  was  suggested  that  x-ray 
services  might  be  arranged  on  the  basis  of  PSI,  or 
Professional  Service  Index,  with  a conversion  fac- 
tor of  5,  so  that  an  x-ray  of  the  chest  wouUI  he 
$10.00  or  2 units.  The  medical  fees  continued  to  he 
the  main  problem,  and  again  PSI  was  referred  to 
with  a conversion  factor  of  5 with  the  first  hospital 
day  being  $20.00  or  4 units,  the  second  hospital  day 
being  $10.00,  and  subsequent  hospital  days,  $4.00. 
This  Program  was  submitted  to  the  Department  of 
Social  W'elfare.  The  De])artment  (jf  Social  W elfare 
in  turn  presented  a schednle  of  services  to  Dr.  Ham, 
allowing  $10.00  for  the  initial  hospital  visit,  and 
$5.00  for  all  subsequent  hospital  visits  for  medical 
services  with  a consultation  fee  of  $20.00.  They 
agreed  that  Physicians  Service  Plan  A would  he 
used  for  the  surgical  services  as  well  as  anesthetists 
and  assistant  surgeons.  They  also  presented  a fee 
schedule  for  i)hysicians  services  for  patients 
residing  in  nursing  convalescent  facilities  at  $5.00 
during  the  day  and  $7.00  after  10. '00  p.m.  with 
])ayments  for  each  additional  patient  seen  on  the 
same  call  at  the  same  address,  day  or  night,  of 
$2.00,  up  to  a maximum  of  3 additional  patients. 

On  1 September,  1964,  the  Committee  met  with 
representatives  from  the  Pharmaceutical  Associa- 
tion, the  Hospital  Association,  the  district  nursing 


associations,  and  the  Rhode  Island  Dental  Society, 
and  again  with  Dr.  Pesare  from  the  Dei)artment  of 
Social  Welfare.  All  grou])s  were  invited  to  express 
their  opinion  of  the  i)rogress  made  between  their 
individual  groui)s  and  the  Department  of  Social 
Welfare.  The  Dental  Society  was  relatively  ha])])y 
with  their  arrangements,  which  dealt  mostlv  with 
repair  of  dentures  and  did  not  cover  the  creation  of 
new  dentures.  They  felt  that  there  would  ])r()hal)ly 
not  he  much  call  for  their  services. 

The  Hosjjital  Association  was  in  favor  of  mini- 
mal accommodation  in  the  various  hospitals,  hut 
they  have  not  reached  final  negotiated  agreement 
with  the  De]xirtment  of  Social  WTlfare. 

The  Visiting  Nurses  emjdiasized  that  their 
services  would  prevent  h()si)italization  in  many 
instances,  and  that  the  Welfare  De])artment  had 
offered  7S^o  of  the  cost  of  their  visits,  which  to 
them  was  a disap]X)intment. 

The  Pharmaceutical  Society  was  not  happy 
because  they  were  being  presented  with  welfare 
rates  and  felt  that  the  rates  should  he  somewhere 
between  welfare  and  private  rates. 

Dr.  Ham  suggested  that  these  AIAA  patients  he 
treated  as  ward  service  patients  rather  than  as  pri- 
vate patients,  although  this  might  result  in  these 
patients  utilizing  all  of  the  ward  service  beds  in 
.some  hospitals  where  service  beds  are  limited. 
Dr.  Ham  also  stated  that  if  an  AIAA  patient's  more 
affluent  relatives  would  pay  for  private  rooms,  etc., 
he  felt  that  Welfare  should  still  pay  their  basic  rate, 
allowing  the  relatives  to  cover  the  difference.  Wel- 
fare, however,  did  not  agree  on  this  point. 

Another  problem  brought  up  was  that  the  estab- 
lishment of  definite  rates  for  AIAA  patients  might 
lead  to  jxrlitical  skullduggery  since  the  income 
requirements  of  these  patients  might  easily  he  ele- 
vated by  the  legislature  without  altering  the  fee  for 
service  rates. 

The  general  feeling  of  our  Committee  is  that  we 
would  very  much  like  to  cooperate  in  the  establish- 
ment of  this  program.  AMiile  the  Department  of 
Social  Welfare  mentions  that  any  fees  established 
could  easily  be  elevated  if  e.xperience  dictates,  our 
feeling  is  that  it  is  important  to  establish  fair  fees 
at  this  time.  It  is,  however,  exceedingly  difficult  to 
evaluate  the  entire  situation  since  the  number  of 
])eople  who  fall  into  the  eligibility  requirements  of 
the  law  is  unknown,  the  volume  and  cost  of  their 
utilization  of  the  program  is  unknown,  and  the 
amount  of  money  that  is  or  will  he  available  is 
unknown. 

Richard  P.  Skxtox,  m.d.,  Chainiian 

ACCIDENT  ROOM  STUDY  COMMITTEE 

At  the  request  of  the  House  of  Delegates,  a com- 
mittee on  hospital  accident  room  care  was  convened. 

continued  on  next  page 
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The  committee  was  comj)osed,  for  the  most  part,  of 
the  chiefs  of  the  accident  room  services  of  the  vari- 
ous hosjjitals  in  the  state.  Only  Newport  was  not 
rej)resented  and  tliis  was  because  of  a last  minute 
emergency. 

The  report  of  the  ^Mediation  Committee  on  emer- 
gencv  care  in  hospitals  was  endorsed  in  principle. 
However,  it  was  observed  that  the  emergency  room 
problem  differed  markedly  in  various  parts  of  the 
state.  All  hospitals  have  participated  in  the  phe- 
nomenal growth  in  the  number  of  cases  attending 
the  accident  room  that  has  occurred  in  the  last 
decade.  This  poses  a problem  for  both  hospitals 
and  doctors. 

It  was  felt  that  Blue  Cross  played  an  important 
role  in  the  increase  in  accident  room  popularity. 
The  action  of  some  of  the  doctors  is  more 
im])ortant : 

1 . Patients  are  referred  to  accident  rooms  when 
it  is  inconvenient  to  see  them. 

2.  [Many  use  the  accident  room  as  a secondary 
office. 

3.  By  being  unavailable  and  with  no  coverage 
during  certain  periods  of  the  week,  doctors 
leave  a vacuum  in  medical  care  which  must 
he  filled. 

.Availability  is  the  main  attraction  of  the  hospital 
emergency  room.  In  an  affluent  society,  their  facili- 
ties have  become  attractive  at  the  same  time  that 
off-hour  care  by  physicians  is  difficult  to  obtain.  In 
the  unaffluent  society  before  W orld  W ar  II.  the 
opi)osite  was  true : hospital  accident  rooms  were 
unattractive,  the  private  physician  was  always 
available. 

Tbe  Committee  felt  that  a real  threat  to  the  solo 
practice  of  medicine  existed  and  therefore  made 
the  following  recommendations : 

1.  That  the  first  $3.00  he  paid  by  the  patient  for 
services  in  the  accident  room  before  any  charges 
are  made  to  Blue  Cross. 

2.  That  the  patient’s  physician  should  he  called 
when  his  patient  appears  in  the  accident  room,  if 
the  doctor  is  a member  of  tbe  staff  and  qualified. 
If  not,  an  eligible  member  of  tbe  staff  sbould  be 
given  an  opportunity  to  treat  the  patient.  If  the 
])atient  refuses  the  doctor,  or  the  doctor  refuses  the 
patient,  the  hospital  has  at  least  done  its  part  in 
preserving  private  practice,  and  also  patient  good 
will.  To  this  type  of  patient,  accident  room  treat- 
ment frequently  appears  mechanical  and  indiffer- 
ent, leaving  the  patient  not  grateful  but  angry.  The 
potential  private  patient  should  be  given  the  oppor- 
tunity to  have  the  services  of  a private  physician. 

* * * 

Hospital  administrators  are  under  pressure  to 
fill  the  vacuum  in  medical  care  on  weekends, 
Wednesday  afternoons,  and  during  the  night,  and 
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are  doing  a good  job.  While  this  is  a convenient 
arrangement  for  the  doctors,  it  is  not  conducive  to 
the  preservation  of  private  practice. 

As  a rule,  hospitals  do  practice  the  recommenda- 
tions under  (2)  and  it  is  hoped  that  this  practice 
will  be  continued. 

Francis  B.  Sargent,  m.d..  Chairman 

DIABETES  COMMITTEE 

I am  taking  this  opportunity  to  make  a prelimi- 
nary report  on  the  activities  of  the  Committee  on 
Diabetes  of  the  Rhode  Island  Medical  Society. 

This  year  a Dialietes  Health  Fair  is  planned  for 
Xovemher  16.  1964  and  will  be  held  on  the  grounds 
of  the  R.  I.  Hospital  in  the  .Aldrich  Auditorium. 
The  active  members  of  our  committee  are  support- 
ing this  effort  which  will  convey  to  the  public  the 
necessity  of  being  screened  for  diabetes  mellitus. 
Drs.  Bias  Moreno  and  .Alton  Curran  are  actively 
engaged  in  making  elaborate  arrangements  and 
striving  to  secure  an  active  participation  of  all 
health  organizations  throughout  the  state.  IMovies 
on  diabetes,  panel  discussions,  exhibits  of  an  apj)ro- 
priate  nature,  dietary  instructions,  blood  sugar 
tests,  and  free  x-rays  of  the  chest  will  highlight  the 
day’s  activities.  The  cooperation  of  local  radio  sta- 
tions, TX.  stations,  as  well  as  the  press  seems 
assured. 

The  R.  I.  Department  of  Health  has  given  us 
their  wholehearted  support  not  only  in  this  venture, 
hut  also  in  utilizing  blood-sugar  tests  (Clinitron  ) to 
detect  diabetes  mellitus  in  every  corner  of  the  state. 

A pilot  study  is  lieing  organized  at  the  Kent 
Hospital  under  the  direction  of  Dr.  Russell  Hager 
in  order  to  assess  the  “team  approach"  of  detecting 
diabetes  mellitus  and  of  instructing  the  diabetic 
patient.  A follow-up  report  on  this  endeavor  will  be 
forthcoming  by  tbe  first  of  next  year. 

The  Committee  on  Diabetes  of  tbe  Rhode  Island 
IMedical  Society  is  large,  but  only  eight  members 
seem  interested  enougb  to  take  an  active  part  in  its 
functions.  It  seems  fitting  to  suggest  that  all  future 
appointments  to  this  committee  be  restricted  to 
those  who  have  a sincere  desire  to  serve  actively. 

Albert  F.  Tetreault,  m.d..  Chairman 

MATERNAL  HEALTH  COMMITTEE 

Last  year  when  we  gave  our  1962  report  to  the 
Society,  we  thought  we  were  showing  great  prog- 
ress in  reducing  maternal  mortality.  In  our  1960 
report,  there  were  15  deaths,  and  in  our  1961 
report  there  were  nine.  In  our  1962  report  there 
were  only  six  deaths,  and  only  one  of  these  was  a 
direct  obstetric  death.  This  was  in  a non-resident 
of  Rhode  Island  who  had  had  no  obstetric  care. 

In  1963,  however,  we  had  an  increase  and  had 
nine  maternal  deaths  to  investigate.  These  were 
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reviewed  by  the  Committee  and  classified  as 
follows : 

Direct  Obstetric  Deaths: 

1.  Posti)artum  hemorrhage 

2.  Rupture  of  the  uterus 

3.  Eclampsia 

4.  Criminal  abortion  with  se])tic  shock 

5.  Ahruptic  placentae 

6.  Ruptured  tubal  iwegnancy 
Indirect  Obstetric  Deaths: 

1.  Cardiac  disease  with  pulmonary  hypertension 
X on-Rclatcd  Deaths: 

1.  Rui)ture  of  cerebral  aneurysm 

2.  Rupture  of  cerebral  vessel  with  intracranial 
abscess 

In  the  ])ast  few  years  we  seemed  to  have  gotten 
away  from  the  classical  Triad  of  causes  which  had 
been  a problem  over  the  years  — toxemia,  hemor- 
rhage. and  infection.  Our  deaths  had  seemed  to  he 
due  to  rare  and  bizarre  causes.  This  year,  we  have 
reverted  hack  to  the  three  common  causes  again. 
Of  the  direct  obstetric  deaths,  four  were  due  to 
hemorrhage,  one  due  to  toxemia,  and  one  due  to 
infection.  Unfortunately,  there  were  avoidable 
factors  found  among  these  cases  and  usually  the 
Committee  feels  it  is  their  duty  to  discuss  these 
factors  with  the  resi)onsihle  party  such  as  the  hos- 
pital or  the  obstetrician  in  charge.  However,  this 


year,  in  most  instances,  the  responsibility  was  that 
of  the  deceased  patient  who  had  not  sought  ])re- 
natal  care  or  followed  advice. 

Imr  some  time,  this  Committee  had  been  talking 
of  trying  to  have  our  legislature  ])ass  a bill  wbich 
would  make  our  reports  confidential  and  not  admis- 
sible in  court.  This  would  allow  us  to  use  our  cases 
for  study  and  instruction  to  students,  interns,  resi- 
dents, and  nurses  more  freely.  In  b'ebruarv,  1%4, 
Representative  Eleanor  .Slater  and  .Senator  William 
Eecteau  of  Coventry  introduced  an  act  (II-10.5.S) 
which  would  give  us  this  ])rotection.  It  was 
l^romptly  ])assed  in  the  Hou.se  and  the  Senate  and 
then  signed  by  Covernor  Cbafee.  We  api)reciate 
very  much  the  efforts  of  the  legislators  in  making 
the  passing  of  this  bill  possible. 

It  is  again  my  pleasure  this  year  to  thank  the 
various  members  of  the  Committee  for  their 
interest  and  attendance  at  meetings.  I would  also 
like  to  thank  the  ])hysicians  whose  cases  we  have 
studied  and  who  have  assisted  us  in  gathering  the 
data  for  these  studies. 

Stanlf.y  I).  Davies,  m.d.,  Chainnan 

MEDICAL  ASPECTS  OE  SPORTS 

The  Committee  on  the  Medical  Aspect  of  .Sports 
of  the  Rhode  Island  Medical  Society  co-sponsored 
a meeting  with  the  University  of  Rhode  Island  at 
Kingston,  Rhode  Island,  on  August  20  and  21, 

continued  on  next  page 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them,  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 
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1964.  The  conference  was  easily  the  largest  of  its 
kind  ever  held  in  the  United  States  — 203 
registrants  from  33  different  states  and  Canada 
attended.  Many  local  doctors,  coaches  and  trainers 
served  on  the  faculty  of  the  two-day  meeting. 
.Among  the  peo])le  from  outside  of  the  state  of 
Rhode  Island  who  lectured  were  Dr.  Marcus 
Stewart,  Professor  of  Orthopedic  Surgery,  Univer- 
sity of  Tennessee  Aledical  School;  Dr.  Anthony 
Pisani,  Ortho])edic  Surgeon  to  the  N.  Y.  Football 
(Hants : Dr.  James  Nicholas,  Orthopedic  Surgeon 
to  the  X.Y.  Footliall  Jets;  Mr.  William  Neill, 
'Frainer,  Baltimore  Colts;  Mr.  Roger  McGill, 
Trainer  of  the  Pittsburgh  Steelers,  and  many  other 
men  of  national  prominence  in  the  field  of  sports. 
( )ne  of  the  featured  speakers  was  Professor  Ernest 
Bigg  of  the  Athletic  Department,  Ohio  State  Uni- 
versity, who  is  one  of  the  trainers  for  the  1964 
American  Olympic  Team  in  Japan.  I might  add 
that  the  Orthopedic  Surgeon  to  the  last  American 
ski  team.  Dr.  Law'rence  Crane,  also  served  on  the 
faculty.  The  meeting  was  so  successful  that  we  have 
already  decided  to  hold  another  such  meeting  next 
August. 

-A.  A.  Savast-vno,  M.D.,  CJiainuan 


DOCTOR... 

Build  An  Estate  for  your  Son! 

★ ★ ★ 

$100,000  ORDINARY  LIFE  INSURANCE 

Age  1 ...  $ 559.00,  yearly 
Age  5 . . . S 616.00,  yearly 
Age  10  ...  $ 725.00,  yearly 
Age  13  ...  $ 800.00,  yearly 
Age  16  ...  $ 884.00,  yearly 
Age  20  . . . $1010.00,  yearly 

★ ★ ★ 

After  five  years,  yearly  guaranteed  in- 
crease in  cash  value  exceeds  deposits  ! 

★ ★ ★ 

An  ideal  gift  to  sons  and  grandsons. 

★ ★ ★ 

Write  or  ’phone: 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  St.,  Providence,  R.  I. 


usualcustomaryreasonable 

With  the  explosive  growth  in  major-medical  insur- 
ance, more  and  more  policies  are  covering  the 
doctor’s  "usual,  customary  and  reasonable”  fee.  . . . 

The  trouble  is  that  the  three  words  don’t  mean 
the  same  thing.  The  usual  and  customary  fee  for  a 
given  procedure  may  not  be  reasonable  when  the 
procedure  turns  out  to  be  unusually  complicated 
and  lengthy. . . . 

Because  health  insurers  fail  to  make  the  distinc- 
tion between  usual  and  reasonable,  they  don’t 
realize  that  the  usual  fee  is  merely  a good  start- 
ing point  in  determining  what  the  reasonable  fee 
is.  If  doctors  are  to  eliminate  this  semantic  trap  of 
"usual,  customary  and  reasonable,”  they’ll  not  only 
have  to  make  the  proper  distinction  themselves, 
they’ll  also  have  to  bring  pressure  on  insurers 
whose  policies  lump  the  contradictory  words 
together. . . . 

. . . John  J . Coughlin,  LL.B.,  legal  counsel 
to  the  Multnomah  County  Medical 
Society  in  Oregon,  Medical  Economics, 
August  24,  1964. 


1963  INSURANCE  COMPANY  BENEFITS 
BY  STATES 

In  1963,  insurance  companies  paid  out 
54,151,589,000  in  health  insurance  benefits 
to  the  American  Public,  compared  to 
$3,763,000,000  in  1962.  The  estimated  annual 
benefit  figures,  and  the  percentage  of  in- 
crease, for  each  of  the  Northeastern  states 
follows: 


Region 

1962 

est. 

1963 

% In- 

and  State 

(000  Omitted) 

crease 

NORTHEAST: 

Connecticut 

$ 69,170 

$ 75,559 

9.2% 

Massachusetts 

95,993 

105,035 

9.4 

Maine 

14,092 

15,361 

9.0 

New  Hampshire 

8,728 

9,549 

9.4 

New  Jersey 

118,133 

129,530 

9.6 

New  York  

376,376 

412,668 

9.6 

Pennsylvania  

207,086 

227,922 

10.1 

Rhode  Island 

7,248 

7,888 

8.8 

Vermont 

7,653 

8,718 

13.9 

Regional  Total 

$904,481 

$992,230 

9.7% 
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When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic'  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
:onsider  the  experience  many,  many  doctors  and  patients 
nave  had  with  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


_ As  a doctor,  you  are  invited  to  take  advantage  of  a 
■ professional  discount  on  the  Sealy  Posturepedic. 
sJiytHiit,  I We  believe  your  personal  use  will  convince  you 
™ of  the  Posturepedic’s  distinctive  benefits  and,  we 
would  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  place  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  Size 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Sealy  Posturepedic  mattresses. 


Retail 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr.. 


Residence.. 


City  Zone.. 


State 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  Off. 


S I’ART  with  an  Industrial  National  checking  account.  It’s  the 
quick,  safe,  “do-it-by-mail”  way  to  handle  your  financial  affairs. 

Add  an  Industrial  National  savings  account.  It’s  a good  way 
to  make  funds  grow  fast  — your  savings  at  Industrial  National 
earn  interest  every  day  from  day  of  deposit  to  day  of  with- 
draival,  when  you  keep  a balance  of  S5  or  more.  Your  interest 
is  compounded  and  credited  four  times  a year,  too. 


INDUSTRIAL 


Blend  in  other  helpful  Industrial  National  services  from 
time  to  time.  Like  a handy  safe  deposit  box.  Insured  personal 
loans.  Real  estate  mortgages.  Trust  assistance. 

To  keep  your  finances  healthy,  follow  this  prescription  at 
your  neighborhood  Industrial  National  office.  There’s  bound 
to  be  one  near  your  home  or  office. 


NLVTIONTYL  B.AJNK  OF 

RHODE  ISLAND 

Neighborhood  Offices  Serving 
All  of  Rhode  Island 

Member  Federal  Reserve  System 
Member  Federal  Deposit  Insurance  Corporation 
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tempting  straivherry  taste  treat 
for  your  iroti-eleficietit  patients 


zentron  Ghewabie 


Iron,  Vitamin  B Complex,  and  Vitamin  C 


Combines  iron  zvith  B complex  vitamins  in  a chewahle  tablet 

Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis  6.  Indiana.  400137 


400137 


(CHLOBAMPHEHlCOa 
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When  he  sees  it  engraved  on  a Tablet  of  Quinidine  Sulfate 
he  has  the  assurance  that  the  Quinidine  Sulfate  is  produced 
from  Cinchona  Bark,  is  alkaloidally  standardized, 
and  therefore  of  unvarying  activity  and  quality. 

When  the  physician  writes  “DR”  (Davies,  Rose) 
on  his  prescriptions  for  Tablets  Quinidine  Sulfate 
he  is  assured  that  this  “quality”  tablet 
is  dispensed  to  his  patient. 

Rx  Tablets  Quinidine  Sulfate  Natural 
0.2  Gram  (or  3 grains) 

Davies,  Rose 


ut  special 
significance 
to  the 
physician 
is  the  symbol 


I 

! 

I 


Clinical  samples  sent  to  physicians  upon  their  request 


Davies,  Rose  Company,  Limited 
Boston  18,  Mass. 
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and  your  retirement  is  at 
least  10  years  away. . . 


talk  with  Hospital  Trust 


Tax  benefits  now  granted  retirement  programs  for  the 
self-employed  offer,  in  certain  circumstances,  attractive 
assistance  to  professional  men.  Find  out  for  yourself. 
Call  on  our  PENSION  TRUST  DIVISION:  JA  1-6700. 


© 


RHODE  ISLAND 

Hospital  Trust 

COMPANY 


act  now... 

Your  plan  must  be  signed  prior  to  December  31st  in 
order  to  gain  tax  benefits  this  year. 
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Indications:  Anxiety  and  tension  states.  Also  as  adjunctive  therapy  when  anxiety  may  be  a causative  or 
disturbing  factor. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate. 

Important  precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the 
dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  mepro- 
bamate. Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or 
withdrawal  reactions  including,  rarely,  epileptiform  seizures.  Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit  mal. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or 
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The  One  Tranquilizer  that 
Belongs  in  Every  Practice 

Miltown* 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

o Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio- low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

WALLACE  LABORATORIES/Cranbury,  N.  J. 


idiosyncratic  reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  are 
characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthromboeytopenic  purpura 
with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone  have  been  reported.  More  severe,  and  very  rare,  cases  of  hyper- 
sensitivity may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the 
drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions 
were  given  eoncomitantly.  Fast  EEG  activity  has  been  reported,  usually  after  exeessive  meprobamate  dosage. 
Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg.  tablets  t.i.d.  Doses  above  2400  mg.  daily  are  not  recommended. 
Supplied:  400  mg.  scored  tablets;  200  mg.  coated  tablets.  Consult  package  circular  before  prescribing. 


518 


RHODE  ISLAND  MEDICAL  JOURNAL 


rrTTTTTTT  TTT  TTTT  rTTTTTT  TTTTTTT  TTTTTTTTTT  TTTTTTTTT  T TTTTTTTTTlTTTrTTTTTTTTTT 


THE  ASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W ashington  Office 
of  the  American  Medical  Association 


AHouse-Sexate  conference  coinniittee  dead- 
locked over  the  Johnson  Administration’s  so- 
called  medicare  i)roi)osal  before  adjourning  to  cam- 
paign for  tlie  Xovemher  elections. 

It  meant  the  death  of  such  legislation  for  this 
year  unless  Congress  sliould  he  called  hack  in 
S])ecial  session  after  tlie  elections  for  further 
consideration  of  the  legislation  hy  the  conference 
committee. 

However,  medicare  supporters  said  they  would 
revive  the  issue  next  year  and  make  another 
attempt  to  get  Congressional  ajiproval  for  hospital- 
ization for  the  aged  financed  hy  a social  security 
tax  increase. 

Failure  of  the  committee  to  reach  agreement  on 
medicare  also  killed  a cash  increase  in  social  secu- 
rity benefits.  The  House  overwhelmingly  voted  for 
the  cash  increase.  The  Senate  voted  4-9  to  44  to  add 
an  administration  proposal  that  would  have  financed 
some  hospitalization  and  nursing  home  care  for  the 
aged  under  social  security. 

.A.  majority  of  the  House  conferees  — W ays  and 
Means  Committee  Chairman  Wilbur  D.  Mills 
(I)..  Ark. ),  Reps.  John  W’.  llyrnes  ( R..  W’is.)  and 
Thomas  H.  Curtis  ( R..  Mo.)  — stood  i)at  against 
medicare.  Democratic  Reps.  Cecil  R.  King  (Calif.  ) 
and  Hale  I’oggs  ( La. ) voted  for  it. 

I'our  of  the  seven  Senate  conferees  voted  to  the 
last  in  the  conference  for  medicare.  .All  Democrats, 
they  were  Sens.  Clinton  1*.  .Anderson  ( X.  Mex. ), 
Ceorge  .A.  .Smathers  ( Fla. ),  Russell  B.  Long  ( La.  ) 
and  .Albert  Core  ( Tenn.).  ( )pposing  medicare  were 
Finance  Committee  Chairman  Harry  F.  Byrd 
(D..\’a.)  and  .^ens.  John  J.  W illiams  ( R..  Del. ) 
and  Frank  Carlson  ( R..  Kan.  i. 

The  conferees  from  both  the  .Senate  and  the 
House  voted  as  a group  with  a majority  determin- 
ing how  the  group  vote  is  cast. 

Byrnes  ])ointed  out  that  the  pro-medicare  senate 
conferees  had  denied  an  increase  in  social  security 
cash  benefits  hy  refusing  to  have  any  hill  approved 
if  it  didn't  include  medicare. 

“.Adecjuate  cash  benefits  and  medicare  cannot 
both  be  financed  through  a social  .security  tax,” 
Byrnes  .said.  “.Adoption  of  the  .Senate  amendment 
would  make  it  impossible,  as  a practical  matter,  to 
adjust  cash  benefits  in  order  to  meet  increase  in  the 


cost  of  living.  Cash  benefits  under  .social  security 
would  he  ‘frozen’." 

Meantime,  the  federal-state  Kerr-Mills  is  paving 
part  or  all  of  the  costs  of  medical  care,  including 
hospitalization,  for  thousands  of  aged  .Americans 
who  need  such  helj). 

Payments  for  medical  care  under  the  X'ation’s 
federally-aided  public  assistance  programs  neared 
the  $1  billion  mark  in  1963  — an  increase  of  almost 
$1.50  million  over  1962.  according  to  recent  Health. 
Education  and  W elfare  Department  figures. 

.Almost  three-(|uarters  of  the  total  — nearly  $74.5 
million  — was  for  medical  assistance  to  the  aged 
under  the  Kerr-Mills  Old  .Age  .Assistance  (OA.A  ) 
and  Medical  .Assistance  for  the  .Aged  (AI.A.A) 
programs.  These  costs  alone  increased  by  nearly 
$110  million  over  1962. 

Medical  .Assistance  for  the  .Aged  totalled  $.130 
million,  an  increase  of  $79  million  over  1962,  while 
medical  care  costs  for  recipients  of  Old  .Age  Assist- 
ance totalled  $41,5  million.an  increase  of  $31  million 
over  1962.  The  M.A.A  program  covers  the  aged 
who  can  provide  for  themselves  ordinarily  hut  need 
help  on  their  medical  expenses.  The  O.A.A  program 
provides  medical  care  for  the  aged  on  public  welfare 
rolls. 

Total  costs  of  medical  care  in  1963  for  the  needy 
aged,  blind,  disabled,  and  families  with  children 
totalled  $9t>4.276.000.  a large  i)ercentage  of  which 
was  jxaid  for  hospitalization. 

The  figures  for  1963  showed  that  for  the  federally- 
aided  programs : 

— Hospital  hills  accounted  for  about  40  per  cent 
of  the  e.xpenditures.  or  $384,888,000,  an  increase 
of  $.52  million  over  1962. 

— X'ursing  homes  received  $333,867,(X)0,  an 
increase  of  $ti2  million  over  1962. 

— Physicians  were  i)aid  $88,942,000.  increased 
$7  million. 

— Dentists  received  821.203,000.  increased  $3 
million. 

— Drug  ])a\nients  totalled  889.216.000,  in- 
creased $12  million. 

— X’arious  other  services  such  as  optometrists, 
pediatrists,  special  medical  sui)plies.  etc.,  totalled 
$4f).072.000. 


continued  on  page  520 


NOVEMBER,  1964 


519 


When  you  put  patients  on^speciar’fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetried  it, they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert’s  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100% corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fatty  acid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates  is  about  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


Ne  AM  A Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181:41  M23  (Aug- 
ust 4.  1962). 

AMA  Council  on  Foods  and  Nutrition:  Compo- 
sition of  Certain  Margarines,  JAMA  179:71  9 
(March  3,  1962). 
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concluded  from  page  518 

Medical  care  for  needy  children  and  their  parents 
accounted  for  $111.7  million  or  $15  million  over 
1962.  Recij)ients  of  aid  to  the  permanentl}-  and 
totally  disaliled  received  medical  care  benefits  of 
$97.9  million  in  1963.  about  $21  million  more  than 
1962;  and  aid  to  the  needy  blind  medical  care 
reached  $10.8  million,  an  increase  of  $1  million. 

Expenditures  under  the  Kerr-Mills  program, 
which  was  enacted  late  in  1960.  are  running  much 
higher  now  than  in  1962  because  more  states  have 
the  program  in  operation  and  its  Ijenefits  have  been 
expanded  hv  some  of  the  states  that  were  among 
the  first  to  start  it.  Kerr-Mills  M.\.\  expenditures 
totalled  about  $36.3  million  for  185.641  aged 
patients  in  July  1964. 

Kerr-Mills  programs  were  in  operation  by  the 
fall  of  1964  in  38  states  and  four  other  jurisdictions  : 
.\lahama.  Arkansas.  California.  Colorado.  Connec- 
ticut. Delaware.  Florida.  Hawaii.  Idaho.  Illinois. 
Iowa.  Kansas.  Kentucky.  Louisiana.  Maine. 
Maryland.  Massachusetts.  Michigan.  Minnesota. 
Nebraska.  New  Hampshire.  New  Jersey.  New 
York.  North  Carolina.  North  Dakota.  Oklahoma. 
Oregon.  Pennsylvania.  South  Carolina.  South 
Dakota.  Tennessee.  Utah.  \'ermont.  X’irginia. 
Washington.  West  Mrginia.  Wisconsin,  ^\’yo- 


HEALTH  HAVENS 

XATIOXALLY  ACCREDITED 
SKILLED  XL  RSLXG  HOME 


1 


REGISTERED  NURSES 
24  HOURS  DAILY 


Spacious  Private  and  Semi-Private  Rooms 
at  Reasonable  Rates  According  to  needs 

Nursing,  Convalescent  and  Retirement  Care 

ETHIC.ALLY  M.YNAGED 

PROFESSIONALLY  ORIENTED 

100  WAMPANOAG  TRAIL 
EAST  PROVIDENCE.  R.  I. 

438-4275 

(Less  than  12  min  from  all  Providence  Hospitals) 


ming.  Guam.  Puerto  Rico,  the  Virgin  Islands  and 
the  District  of  Columbia. 

Four  other  states  — Georgia.  Indiana.  Missis- 
sip^ti  and  New  Nlexico  — have  authorized  M.YA 
programs.  It  will  begin  in  Indiana  on  January  1. 
1965  and  is  scheduled  to  start  in  Rhode  Island 
by  then. 

The  states  themselves  gave  favorable  rejjorts  on 
their  experiences  with  the  Kerr-Mills  program. 
E'or  instance.  Gov.  George  Romney  of  Michigan, 
one  of  the  first  states  to  start  a Kerr-Mills  pro- 
gram. told  the  Senate  Finance  Committee  that  his 
state  "is  i)roud  of  its  NIAA  j)rogram  and  of  our 
efiforts  to  provide  better  medical  and  hospital  ser\  - 
ices  for  our  senior  citizens." 

Romney's  letter  was  prompted  by  charges  that 
Michigan's  Kerr-Mills  ])rogram  is  inadequate,  does 
not  reach  enough  j^eojile.  and  is  too  heav\-  a finan- 
cial burden  for  the  state.  The  charges  were  made  by 
HEW  Assistant  Secretary  Wilbur  Cohen.  Romney 
cited  facts  to  show  that  none  of  Cohen's  charges 
were  justified. 

To  inform  the  iniblic  on  the  broad  range  of  health 
care  available  under  Kerr-NIills  to  aged  j)ersons 
unable  to  pay  for  it  themselves,  the  .American 
Medical  .Association,  in  cooperation  with  state  and 
countv  medical  societies,  conducted  a nationwide 
educational  program. 

The  educational  ])rogram  included  explanations 
hv  physicians  to  patients.  newspa])er  and  magazine 
ads.  and  television  and  radio  broadcasts. 

* jfJ  sK 

The  government  has  started  an  investigation  of 
thousands  of  drugs  in  an  effort  to  determine  if 
some  of  them  should  lie  remo\  ed  from  the  market. 

Drug  law  amendments  ai)proved  hv  Congress  in 
1962  established  October  9.  1964.  as  the  deadline 
for  submission  hv  drug  manufacturers  of  evidence 
that  their  ])roducts  are  effective. 

Food  and  Drug  .Administration  officials  exi)ect 
some  of  the  drugs  to  he  ruled  off  the  market  as 
worthless  aud  others  to  he  required  to  change  their 
labels. 

The  investigation  is  expected  to  take  three  or 
four  years.  It  will  encompass  all  drugs  marketed 
since  1938  with  the  jiossihle  e.xception  of  a group 
involved  in  a court  case  in  Wilmington.  Del. 

FDA  NIedical  Director  Joseph  I'.  .Sadusk 
announced  that  13  categories  of  drugs  have  been 
given  priorities  in  the  investigation.  On  top  of  the 
priority  list  are  nutritional  drugs  called  jiroteolytic 
enzymes  which  come  in  the  form  of  pills  and  injec- 
tions. Others  on  the  priority  list  are  fertility  drugs, 
tranquilizers,  iron  preparations,  pediatric  drugs, 
antibiotic  combinations,  bioflavonoids,  hormone 
creams,  drugs  used  in  pregnancy,  antihistamines 
and  local  anesthetics. 


This  is  the  season 
Alibee*^with  C is  made  for! 


When  a good  old-fashioned  winter  proves  too  much  for 
your  modern-day  patients,  it’s  a comfort  to  know  about 
Allbee  with  C.  Consider  its  simple,  rational,  economical 
formula  when  patients  need  therapeutic  amounts  of  B 
and  C vitamins  during  the  “flu”  and  u.r.i.  season. 
This  is  what  Allbee  with  C is  made  of:  Thiamine  mono- 
nitrate (Bi),  15  mg.;  Riboflavin  (B2),  10  mg.;  Pyridoxine 
HCI  (Be),  5 mg.;  Nicotinamide,  50  mg.;  Calcium  panto- 
thenate, 10  mg.;  Ascorbic  acid  (vitamin  C),  300  mg. 

A.  H.  Robins,  Co.,  Inc.  Richmond  20,  Va. 


for  patients 
who 

cough  like  the 
dickens . . . 

Great  Expectorants 
by 

A.  H.  Robins 


Back  in  Dickens’  day,  about  the  only  remedy 
they  had  for  a bad  cough  was  time — and  an 
occasional  sip  of  rock-and-rye.  Nowadays  however, 
when  dealing  with  bronchitis,  croup,  and  URI, 
you  can  prescribe  with  “great  expectations” 
of  success  by  choosing  one  of  Robins’ 
great  expectorants. 

Although  each  Robins’  antitussive  is  formulated 
for  a cougher’s  special  need,  all  contain 
glyceryl  guaiacolate,  a superior 
expectorant  that  produces  significant  increases 
in  respiratory  tract  fluid  (RTF)  secretions.* 

By  stimulating  the  natural  production  of  RTF, 
glyceryl  guaiacolate  makes  fewer  coughs  more 
productive  so  that  the  cough  itself  removes  the 
very  irritants  that  cause  it. 

After  millions  of  prescriptions,  no  significant 

side  effects  have  ever  been  reported 

from  glyceryl  guaiacolate.  And  acceptance  of 

these  elegant  and  highly  palatable 

formulations  by  patients  has 

always  been  outstanding.  Whenever  you 

treat  patients  who  are  coughing 

“like  the  dickens,”  give  them  relief  with 

one  of  Robins’  great  expectorants. 

A.  H.  Robins  Company,  Inc.  Richmond,  Va,  23220 


ROBITUSSIN® 

antitussive  /demulcent  /expectorant 
Each  5 cc.  (1  tsp.)  contains; 

Glyceryl  guaiacolate 100  mg. 

Alcohol  3.5  per  cent 

ROBITUSSIN®  A-C  (exempt  narcotic) 

Robitussin  with  antihistamine  and  codeine 
Each  5 cc.  (1  tsp.)  contains: 


Glyceryl  guaiacolate 100  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(Warning:  may  be  habit  forming) 

Alcohol  3.5  per  cent 

Robitussin  is  indicated  in  coughs  associated  with  head  and  chest  colds, 
bronchitis,  laryngitis,  tracheitis,  pharyngitis,  pertussis,  "flu,”  "grippe," 
measles,  chronic  paranasal  sinusitis,  pulmonary  tuberculosis,  or 
smoking.  Robitussin  A-C  is  especially  indicated  for  allergic,  harsh  or 
unresponsive  coughs. 

dosage;  ADULTS— 1 tsp.  every  3 to  4 hours.  CHILDREN— '/2  tsp.  every 
3 to  4 hours. 

side  ettects:  No  serious  side  effects  from  glyceryl  guaiacolate  have 
ever  been  reported.  Nausea,  G-l  upset,  and  drowsiness  may  be  en- 
countered rarely  with  Robitussin  A-C. 

precautions;  There  are  no  contraindications  for  Robitussin.  Robitussin 
A-C  is  contraindicated  in  patients  hypersensitive  to  antihistamines  or 
codeine. 

DIMETANE®  EXPECTORANT 


antihistaminic  /antitussive 
Each  5 cc.  (1  tsp.)  contains: 

Dimetane®  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

DIMETANE®  EXPECTORANT-DC 
(exempt  narcotic) 

antihistaminic  /antitussive  /suppressant 


Codeine  phosphate 10  mg. 

(Warning:  may  be  habit  forming) 

Dimetane®  (brompheniramine  maleate) 2 mg. 

Phenylephrine  hydrochloride 5 mg. 

Phenylpropanolamine  hydrochloride 5 mg. 

Glyceryl  guaiacolate 100  mg. 


Alcohol  3.5  per  cent  in  a palatable,  aromatic  base. 

Indicated  for  relief  of  cough  and  allergic  states  in  which  an  expec- 
torant action  is  useful.  Dimetane  Expectorant-DC  is  indicated  when 
the  cough  suppressant  action  of  codeine  is  desired. 

dosage:  ADULTS— 1 to  2 tsp.  q.i.d.,  as  necessary.  CHILDREN— to 
1 tsp.,  t.i.d.  or  q.i.d. 

side  effects:  Overdosage  may  result  in  mild  drowsiness  or  excitement, 
but  within  the  therapeutic  range  neither  is  likely. 

Precautions:  Administer  with  caution  to  patients  with  cardiac  or  periph- 
eral vascular  diseases  and  hypertension. 

contraindications:  Hypersensitivity  to  antihistamines  or  codeine.  Not 
recommended  for  use  during  pregnancy. 

references:*  Boyd,  E.  M.,  and  Ronan,  A.  K.:  Am.  J.  Physiol.,  135:383, 
1942. 
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CATEGORIES  OF  SMOKERS 


0\  ER  THE  YEARS,  I have  foiuid  that  niy  smoking 
patients  fall  into  certain  behavior  categories — 
each,  perhaps,  requiring  a somewhat  different 
“dissuasion."  With  a preliminary  apology  for  any 
unintentional  caricatures.  I otter  this  gallery  of 
smokers’  profiles ; 

The  Midi  in  Search  of  a Father  Figure:  Too  had 
there  are  not  more  like  him  — the  person  who 
relies  on  his  doctor.  Even  when  he  has  been  an 
indomitable  smoker  for  years.  I may.  during  his 
first  visit,  merely  tell  him  that  smoking  will  not  do 
him  one  hit  of  good.  Xo  sooner  said  than  he  reaches 
into  his  jacket  and,  with  his  nicotine-stained  fingers, 
hands  me  the  pack  he  carries  there.  He  never 
touches  one  again. 

The  Compromiser : He  quits  — almost.  He  will 
just  have  a cigarette  after  a cup  of  coff'ee.  Soon  he 
begins  to  chisel  (if,  for  e.xample.  there  is  no  cough 
to  plague  him  ).  Within  a few  weeks,  he  is  hack  to 
where  he  started.  He  is  one  e.xcellent  reason  why 
1 make  an  insistent  effort  to  induce  my  patients  to 
stop  completely  and  not  just  cut  down. 

The  Fibber:  "O.K..  doc,”  he  will  say.  “I  will 
begin  cutting  down  on  this  three-pack-a-day  habit 
of  mine” — when  he  is  really  a two-pack  smoker. 
Next  time  I see  him,  he  thrusts  his  chest  out  proudly 
and.  stifling  a cough,  tells  me  he  has  succeeded  in 
getting  down  to  two  packs  — what  he  had  been 
smoking  all  along.  Once  you  find  him  out.  he  may 
he  persuaded  to  make  a serious  effort. 

The  K>w%ecr:  He  is  tough,  hut  not  necessarily 
unyielding.  He  is  the  educated  layman  who  keeps 
well  informed  on  medical  science.  He  remains  un- 
convinced that  any  relationship  between  smoking 
and  heart  di.sease  is  anything  but  coincidental. 
( Cancer  or  emphysema  do  not  worry  him  because 
his  father  and  his  father’s  father  smoked  and  it 
wasn’t  these  diseases  which  ultimately  did  them  in. ) 
“Can  you  show  me  that  smoking  causes  heart  dis- 
ease?” he  asks.  I reply,  of  course,  that  I cannot.  . . . 

^ 

The  Filter  Man:  He  is  an  offshoot  of  “The 
Knower.”  He  has  discovered  that  not  enough  is  yet 
known  about  filter  cigarettes  for  anyone  to  make  a 
conclusive  statement.  To  him,  the  absence  of  statis- 
tics is  reassuring.  . . . 

^ 

The  Fatalist:  “What  does  it  matter  if  I stop 
now  ? I have  smoked  so  heavily  for  so  long  that  the 


damage  is  done.”  If  he  really  means  what  he  says 
and  is  merely  misinformed,  he  is  comparatively 
easy  to  persuade  for  a try  at  non-smoking.  It  has 
been  demonstrated  that  the  death  rate  from  cancer 
and  coronary  heart  disease  decreases  among  those 
who  give  u])  smoking  and  after  a period  of  years 
approaches  that  of  people  who  never  smoked.  But 
if  he  has  been  relying  on  his  fatalism  as  a self- 
deluding  ploy  to  keep  smoking  and  you  pull  the  rug 
out  from  under  him.  he  may  slip  into  the  toughest- 
of-all-nuts-to-crack  categorv  that  I have  been  sav- 
ing for  last. 

The  “Y Oil-Can' t-Do-This-To-Me"  Txpe:  He 
insists  he  cannot  live  without  cigarettes.  Giving  up 
smoking,  he  says,  will  kill  him  just  as  certainly  as 
not  giving  it  up  will.  There  is  nothing  one  can  do 
with  him.  Only  experience  can  change  him.  Some 
overt  symptom  of  coronary  disease  is  the  only 
“argument”  that  will  brake,  if  not  break,  his 
habit.  . . . 

. . . Howard  B.  Sprague,  m.d.,  in  Moderx  Concepts 
OF  Cardiovascul.cr  Disease  (American  Heart 
Assoc.)  33:881,  (Oct.)  1964. 


DID  YOU  KNOW'P 

• That  by  the  end  of  1964,  over  17  million  Amer- 
icans will  have  spent  a total  of  225  million  days 
engaged  in  the  sport  of  hunting. 

• That  each  hunter  will  have  spent  an  average  of 
13  days  in  the  field  by  the  end  of  this  year. 

• That  of  America’s  17  million  hunters,  1.3  million 
are  women. 

• That  400  hunters  will  lose  their  lives  as  a result 
of  accidental  gunshot  wounds,  and  that  six  times 
that  many  will  be  injured  by  gunshot  in  1964. 

Health  Insurance  Institute 


POSITION  'WANTED 

Physician,  53  years  old.  Two  years  clinical 
training  in  anesthesiology.  Seeks  full  or  part 
time  position  in  a hospital  in  Rhode  Island. 
Write  c/o  R.  I.  Medical  Journal,  Box  A. 


Gesundheit!” 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

EMPRAZir 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 


‘Perazil’®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 


To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only  — as 

‘EMPRAZIL-C’®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Once  you  have  used  HEMA-COMBISTIX',"dip-and-read  test  for  urinary  blood, 
protein,  glucose,  and  pH,  it  may  become  a habit  to  test  every  patient’s  urine 
routinely  with  this  simple,  convenient  reagent  strip.  Most  of  the  answers  will 
be  “negatives,”  but  an  unexpected  “positive”  may  alert  you  to  se- 
rious pathology  even  before  related  symptoms  appear.  The  test  takes 
only  60  seconds.  As  basic  as  the  stethoscope... HEMA-COMBISTIX 
is  a good  habit  to  form.  □ Ames  Company,  Inc.,  Elkhart,  Indiana,  ssr*. 
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Because  it  is  more  resistant  to  disintegration,  has  a lower  renal  clearance  rate  than  earlier 
tetracyclines' ..  .a  favorable  depot  effect  resulting  from  protein  binding  and  greater  mg. 
potency ..  .all  giving  higher,  sustained  in  vivo  activity  which  continues  long  after  the 
last  dose. 

DECLOMYCIN 

DEMETHYLCHLOKTETRACYCLINE  HCl 


Effective  in  a wide  range  of  everyday  infections  — respiratory,  urinary  tract  and  others  — in  the  young  and  aged  — the 
acutely  or  chronically  ill— when  the  offending  organisms  are  tetracycline-sensitive. 

Side  Effects  typical  of  tetracyclines  which  may  occur:  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis,  derma- 
titis, overgrowth  of  nonsusceptible  organisms.  Also:  photodynamic  reaction  (making  avoidance  of  direct  sunlight  advis- 
able) and,  very  rarely,  anaphylactoid  reaction.  Reduce  dosage  in  impaired  renal  function.  The  possibility  of  tooth 
discoloration  during  development  should  be  considered  in  administering  any  tetracycline  in  the  last  trimester  of  preg- 
nancy, in  the  neonatal  period,  and  in  early  childhood.  Capsules,  150  mg.  and  75  mg.  of  demethylchlortetracycline  HCl. 
Average  Adult  Daily  Dosage:  150  mg.  q.i.d.  or  300  mg.  b.i.d.  1.  Kunin,  C.  M.;  Dornbush,  A.  C.,  and  Finland,  M.:  Distribu- 
tion and  Excretion  of  Four  Tetracycline  Analogues  in  Normal  Young  Men.  J.  Clin.  Invest.  38:1950  (Nov.)  1959. 


LEDERLE  LABORATORIES 


A Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 

75  I 7-3 
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LEGISLATIVE  ROUNDUP 


The  88th  Congress  in  Review  . . . Adjourning 
on  Saturday,  October  3.  the  88th  Congress  passed 
into  history.  By  almost  any  measure,  tlie  88th  had 
a busy  and  eyentful  two-year  term.  Approximately 
20,000  bills  had  been  introduced  in  the  House  or 
Senate.  Of  these,  850  affected  medicine,  medical 
care,  or  the  public  health.  The  AiMA  presented  its 
yiews  on  pending  legislation  on  25  occasions  as  well 
as  proyiding  1 6 informational  statements  to  yarious 
committees  of  Congress.  ...  It  took  nearly  61,000 
pages  in  the  Congressional  Record  to  record  the 
88th  Congress'  deliberations  of  the  yarious  pro- 
posals which  came  before  it.  In  addition,  many  more 
thousands  of  pages  of  testimony  were  recorded  in 
the  published  proceedings  of  the  jiublic  hearings 
which  were  held  in  connection  with  pending  legis- 
lation. For  example,  the  hearings  of  the  House 
\\  ays  and  Means  Committee  on  H.R.  3920,  the 


Hflerndfiiat  Saniiauum 

Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  trea-tment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


King-Anderson  bill,  filled  fiye  yolumes  and  rau  to 
oyer  2,500  pages. 

Some  of  the  more  major  measures  of  medical 
interest  which  were  enacted  into  law  were : the 
Health  Professions  Educational  Assistance  Act 
which  proyides  construction  grants  for  the  con- 
struction of  teaching  facilities  and  a student  loan 
program:  Maternal  and  Child  Health  and  Mental 
Retardation  Planning  Amendments  proyiding 
grants  to  help  meet  the  cost  of  special  projects, 
research,  and  other  actiyities ; Mental  Retardation 
Facilities  and  Community  Mental  Health  Centers 
Construction  which  authorizes  grants  for  the  con- 
struction of  research  and  clinical  facilities,  and  for 
community  mental  health  centers ; Clean  .\ir  Act 
expanding  the  federal  goyernment’s  role  in  air 
pollution  control;  Hospital  and  Medical  Facilities 
Amendments  which  extended  for  fiye  years  the 
Hill-Burton  hospital  construction  grant  program 
and  adding  to  it,  grants  for  the  modernization  of 
existing  facilities  and  for  area-wide  health  facili- 
ties jilanning  programs:  and  the  Xurse  Training 
Act  authorizing  grants  for  the  construction  and 
modernization  of  nursing  schools,  and  establishing 
a loan  fund  for  student  nurses. 

Seyeral  other  bills  of  interest  to  medicine  failed 
to  gain  approyal  of  both  houses  of  Congress,  and 
died  with  the  adjournment  of  the  88th  Congress. 
Included  were  ; a water  pollution  control  measure  ; 
reorganization  of  the  U.S.  Public  Health  .Seryice ; 
the  creation  of  an  ‘‘Office  for  Senior  Citizens"  in 
the  De])artment  of  Health,  Education  and  Welfare  ; 
the  King-.A.nderson  medicare-tax  proposal ; chiro- 
practic care  for  federal  employees  under  the 
P'ederal  Employees'  Compensation  Act : a jisycho- 
toxic  drug  control  program  ; and  a bill  which  woidd 
haye  exempted  nonprofit  blood  banks  from  the 
antitrust  laws. 

Council  on  Legislative  Actiz’ities 

American  Medical  Association 


ONE  SENTENCE  ESSAY 

The  laser  generator  has  replaced  the  computer, 
the  heart  lung  machine,  and  the  hyperbaric  cham- 
ber as  a status  symbol. 
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“If  food  makes  him  feel  good, 
will  turn  to  it  when  times  are 


it  is  not  at  all  surprising  that  he 
tough,  and  his  tension  mounts.”’ 


£ S KA  T RO£^rademark 

Each  capsule  contains  Dexedrine®  (brand  of 
dextroamphetamine  sulfate),  15  mg.,  and 
Compazine®  (brand  of  prochlorperazine), 
7.5  mg.,  as  the  maleate. 

SPANSVLE^ 

brand  of  sustained  release  capsules 


controls  appetite  all  day  long 
with  a single  morning  dose 

relieves  the  emotional  stress 
that  causes  overeating 


Brief  Summary  of  Principal  Side  Effects,  Cautions  and  Contraindications 
Sti/e  ejects  (chiefly  nervousness  and  insomnia)  are  infrequent,  and  usually  mild  and  transitory. 
Caulions:  ‘Eskatrol’  Spansute  capsules  should  be  used  with  caution  in  the  presence  of  severe  hyper- 
tension, advanced  cardiovascular  disease,  or  extreme  excitability.  There  is  a possibility,  though 
little  likelihood,  of  blood  or  liver  toxicity  or  neuromuscular  reactions  (extrapyramidal  symptoms) 
from  the  phenothiazine  component  in  ‘Eskatrol’  Spansule  capsules. 

Contraindications:  Hypere.xcitability,  hyperthyroidism. 

Before  prescribing,  see  SK&F  Product  Prescribing  Information. 

Supplied:  Bottles  of  50  capsules. 

1 . Dorfman,  W.,  and  Johnson,  Overweight  /rCuraWc,  New  York,  The  Macmillan  Company,  1948,p.  16. 


Smith  Kline  & French  Laboratories 
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LOMOTIL 

Each  tablet  and  each  5 cc.  of  liquid  contains: 


diphenoxylate  hydrochloride 2.5  mg. 

(Warning:  May  be  habit  forming) 
atropine  sulfate 0.025  mg. 


• lowers  motility 

• relieves  spasm 
•stops  diarrhea 


promptly 

promptly 

promptly 


LiOmotil  fulfills  the  first  order  of  treat- 
ment in  most  patients  with  diarrhea  — 
prompt  symptomatic  control. 

Pending  discovery  of  the  cause,  early 
cessation  of  diarrhea  is  almost  always 
urgently  indicated.  Prompt  sympto- 
matic control  averts  distress,  dehydra- 
tion and,  frequently,  severe  exhaustion. 

Both  experimental  and  clinical  evi- 
dence indicates  that  Lomotil  exerts  such 
control  efficiently,  safely  and  with  maxi- 
mal promptness. 

dosage: 

The  recommended  initial  adult  dosage 
is  two  tablets  (2.5  mg.  each)  three  or 
four  times  daily,  reduced  to  meet  the  re- 
quirements of  each  patient  as  soon  as 
the  diarrhea  is  controlled.  Maintenance 
dosage  may  be  as  low  as  two  tablets 
daily.  Childrens  daily  dosage  (in  di- 
vided doses)  varies  from  3 mg.  for  a child 
of  3 to  6 months, to  10  mg.  for  one  8 to  12 
years  of  age. 


cautions  and 
side  effects: 

Lomotil  is  an  exempt  narcotic;  its  abuse 
liability  is  low  and  comparable  to  that  of 
codeine.  Recommended  dosages  should 
not  be  exceeded.  Side  effects  are  rela- 
tively uncommon  but  among  those 
reported  are  gastrointestinal  irritation, 
sedation,  dizziness,  cutaneous  manifes- 
tations, restlessness  and  insomnia. 
Lomotil  should  be  used  with  caution  in 
patients  with  impaired  liver  function 
and  in  patients  taking  addicting  drugs 
or  barbiturates. 

Lomotil  is  a brand  of  diphenoxylate 
hydrochloride  with  atropine  sulfate;  the 
subtherapeutic  amount  of  atropine  is 
added  to  discourage  deliberate 
overdosage. 

SEARLE 

Research  in  the  Service  of  Medicine 


The  KHOBE  ISHP  MEBIUL  JOliyiL 

VOL.  XLVII  NOVEMBER,  1964  NO.  11 


SHEEHAN’S  SYNDROME  WITH  MYXEDEMA  CRISIS 


Alton  M.  Paull,  m.d. 


The  Author.  Alton  M.  Fanil,  M.D..  Assistant  Physi- 
cian. Dcl'artnicnt  of  Medicine,  Rhode  Island  Hosfital 
and  Miriam  Hospital,  Providence,  R.I.:  Physician, 
Paietiickct  .Memorial  Hospital. 


The  clinical  picture  of  anterior  pituitary  defi- 
ciency was  descrilied  by  Siniinonds  in  1914. ^ 
In  1939,  .Sheehan-  published  his  experiences  with 
Simmonds  disease  due  to  post-partuin  necrosis  of 
the  anterior  pituitary.  In  this  and  other  papers,-'^ 
he  stressed  the  fact  that  heniorrliage  or  shock  in  tlie 
immediate  post-partum  period  was  the  usual  initi- 
ating factor  with  retained  placenta  and  post-partnm 
hemorrhage  being  the  most  common  causes  of  such 
necrosis : however,  an  occasional  case  has  been 
described  in  which  neither  hemorrhage  nor  shock 
occurred. ■* 

The  ]iatient  reported  helow  presents  the  classical 
picture  of  Sheehan’s  syndrome.  It  is  of  interest 
that  when  first  seen  she  was  being  treated  at  a psy- 
chiatric institution  for  extreme  nervousness  and 
mental  depression.  The  initial  examination  dis- 
closed that  she  was  approaching  myxedema  crisis. 

Case  Report 

G.  F.,  a housewife,  41  years  of  age,  was  admitted 
to  the  Memorial  Hospital  in  Pawtucket,  Rhode 
Island,  on  September  6,  1963.  She  had  not  been 
well  since  the  birth  of  her  child  in  1947.  The  deliv- 
ery was  hv  breech  presentation  comjilieated  hy  an 
incomplete  inversion  of  the  nterns.  1 he  latter  was 
accom])anied  l)v  a considerable  amount  of  hemor- 
rhage requiring  two  hlood  transfusions  plus  two 
units  of  jilasma.  During  the  post-partum  period, 
lactation  did  not  occur.  From  that  time  on,  there 
was  a gradual  decrease  in  mental,  physical,  and 
social  activities  with  episodes  of  mental  depression. 
Regular  menses  did  not  occur.  She  became  nervous 
and  developed  a sensitivity  to  cold  ; her  skin  be- 
came drv.  thin  and  wrinkly,  and  her  speech  slow 
and  monotonous.  She  noticed  alisence  of  hair  in  her 
axilla  and  jnibis.  There  was  absence  of  libido.  In 
19.TI,  she  was  hospitalized  for  one  day,  receiving  a 
single  blood  transfusion.  .At  that  time,  she  com- 


plained of  extreme  nervousness  and  sensitivitv  to 
cold.  In  August  of  1963,  she  was  admitted  to  the 
Fuller  Memorial  .Sanitarium  becau.se  of  a slowlv 
jirogressive  stupor,  mental  depression,  and  extreme 
nervousness.  During  tins  bospitalization,  she  expe- 
rienced several  episodes  of  nausea  and  vomiting. 

Physical  examination  revealed  a well  fleveloiied, 
cachetic-looking  female  who  apjieared  much  older 
than  the  stated  age  of  41.  The  blood  pressure  was 
70,  50,  temperature  97°  F,  and  res])irations  14. 
W eight  was  80  lbs.  (36.4K  ).  Her  voice  was  coarse 
and  low  pitched.  .Skin  was  thin,  pale,  dry,  and  cool, 
with  fine  wrinkles  around  the  eyes.  Her  hair  was 
coarse.  Eyebrows  were  jiresent  but  sparse.  Tongue 
was  not  enlarged.  Thyroid  was  not  remarkable. 
Heart  was  not  enlarged,  and  no  murmurs  were 
audible.  E.xamination  of  the  lungs  and  abdomen 
revealed  no  abnormalities.  Pubic  and  axillary  hair 
was  scanty.  Deep  tendon  reflexes  were  present,  Imt 
their  relaxation  phase  was  markedly  prolonged. 
Breasts  were  fairly  well  preserved. 

Laboratory  examination  revealed  tbe  following. 
Hemoglobin  was  10.0  gm.  per  cent ; hematocrit  was 
30  per  cent;  white  blood  count  6000/cu.mm,  with 
70  per  cent  polymorphonuclear  cells,  19  per  cent 
Ivmphocytes,  3 per  cent  eosinophile,  and  5 per  cent 
atypical  cells.  The  MCA’  ( Alean  Corjniscular  \’ol- 
ume)  was  91.  MCHC  (Mean  Corpuscular  Hemo- 
globin Concentration)  34,  and  MCH  (Mean 
Corpuscular  Hemoglobin)  31.  The  hlood  glucose 
concentration  varied  between  62  and  80  mg.  per 
cent.  Total  eosinophils  numbered  100.  .Serum  cho- 
lesterol was  273  mg.  per  cent.  Serum  sodium  was 
102  mEq  L : potassium  was  3.5  niEcj  L.  The 
urinary  F.SH  ( Follicle  .Stimulating  Hormone  i 
measured  less  than  6.5  mouse  units  per  24  hours. 
17-ketosteroids  were  4.8  mg.  24  hours;  protein 
bound  iodine  of  tbe  plasma  was  1.2  meg./ 100  ml. 
with  a total  iodine  of  1.4  meg./lOO  ml.  Ketogenic 
steroids  measured  3.6  mg.  24  hours  ( normal : 6-1, ■> 
mg./24  hours).  Urinalysis  was  essentially  normal. 
Electrocardiogram  showed  generalized  low  voltage. 
Chest  x-rav  examination  was  normal.  Basal  metab- 
olism was  done  but  was  not  satisfactory.  X-ray 
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studies  of  the  skull  were  normal. 

Shortlv  after  admission  to  the  hospital,  the 
patient  lapsed  into  a state  of  unconsciousness. 
Immediate  therapy  consisted  of  an  intravenous 
infusion  of  5 per  cent  glucose  in  physiological  saline 
solution  with  added  hydrocortisone.  Within  a few 
hours.  j)atient  was  awake.  On  desiccated  thyroid 
and  corticosteroids  she  showed  rapid  clearing  of 
her  mental  status.  From  then  on.  there  was  a strik- 
ing increase  in  strength  and  a feeling  of  well  being. 
There  was  a considerable  growth  of  hair  on  the 
.scalp  and  eyebrows.  More  recently,  a small  amount 
of  hair  has  begun  to  appear  in  the  a.xillae  and  jnihis. 
The  blood  pressure  which  had  previously  been  low 
has  graduallv  risen  to  normal  levels.  In  addition, 
the  temj)erature  which  had  also  been  low  has  re- 
turned to  normal  readings.  At  the  present  time,  the 
])atient  weighs  112  lbs.,  is  doing  all  her  housework 
and  has  had  a return  of  her  libido.  She  now  receives 
1 20  mg.  of  desiccated  thyroid  plus  25  mg.  of  corti- 
sone daily. 

Discussion 

The  j)atient  is  an  excellent  example  of  Sheehan’s 
svndrome.  The  diagnosis  of  pituitary  myxedema 
was  first  suggested  by  the  typical  clinical  history, 
the  skin  changes,  and  the  normal  serum  cholesterol. 
The  diagnosis  was  confirmed  by  indications  of  a 
poorlv  functioning  pituitary  gland  as  demonstrated 
hv  a subnormal  urinary  excretion  of  gonadotrophin 
hormone,  the  low  17-ketosteroids  and  ketogenic 
steroids,  and  a low  protein  hound  iodine.  Further 
evidence  could  have  been  obtained  by  measuring 
the  resjxtnse  to  administration  of  thyroid  stimulat- 
ing hormones ; hut.  in  view  of  the  patient’s  clinical 
picture  and  the  findings  reported  above,  it  was  felt 
to  he  unnecessary. 

.-Mthough  the  incidence  of  this  disease  is  difficult 
to  determine,  it  has  been  calculated  that  about 
8 per  cent  of  patients  with  moderate  hemorrhage  at 
delivery  and  53  per  cent  with  severe  or  very  severe 
hemorrhage  will,  if  they  survive  a sufficient  period 
of  time,  have  clinical  evidence  of  hypopituitarism. 

It  has  been  recognized  increasingly  that  some 
patients  after  i)ost-partum  hemorrhage  or  shock 
develop  ])artial  anterior  pituitary  insufficiency."’ 
Sheehan*’  emphasized  that  any  comlnnation  of 
trojjhic  deficiencies  could  appear  and  that  gonadal 
function  is  not  necessarily  the  first,  nor  is  adreno- 
cortical function  the  last,  to  disappear  with 
Sheehan's  syndrome.  Several  cases  of  monotrojihic 
deficiency  resulting  from  post-partum  pituitary 
necrosis  have  been  reported.  .Schneeherg’  found, 
after  studying  thirty-five  cases,  that  one  patient 
demonstrated  isolated  gonadotrojihic  deficiency,  two 
jiatients  gonadotrophic  and  partial  corticotrophic 
loss,  and  one  patient  gonadotrophic,  corticotrophic 
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and  thyrotrophic  deficiencies.  Engstrom*'  has  de- 
scribed one  patient  with  isolated  gonadotrophic  loss. 
Green  and  Inghar*  rejiorted  a patient  who  exhibited 
decreased  corticotrophic  reserve  as  an  isolated 
})ituitary  defect.  Since  varying  degrees  of  necrosis 
of  the  pituitary  may  follow  post-i)artum  hemorrhage 
or  shock,  it  can  he  seen  that  the  extent  of  loss  of 
trophic  activity  will  vary  from  case  to  case.  It  has 
been  demonstrated  in  dogs  that  as  much  as  dQ  per 
cent  of  the  anterior  jiituitarv  mav  he  removed  with 
adequate  production  of  trophic  hormone. ’**  Sheehan 
and  Sumners"  found  in  their  patients  who  came  to 
autopsy  that  only  small  remnants  of  the  anterior 
lobe  of  the  i)ituitary  remained. 

The  mechanism  of  hyponatremia  in  mv.xedema- 
tous  patients  is  of  considerable  interest.  It  has  been 
demonstrated  in  the  past  that  aldosterone  produc- 
tion is  usuall}'  independent  of  corticotrojihic  activ- 
ity and  is  normal  in  patients  with  this  disease ; 
however,  hyjionatremia  and  hypochloremia  have 
fre(|uentlv  been  found  in  patients  with  mvxedema 
coma.  The  exact  cause  of  this  is  uncertain,  hut  it  is 
not  due  to  loss  of  salt  in  the  urine  or  in  the  stool. 
It  has  been  shown  that  stores  of  body  salt  are  high 
rather  than  low.’’’  Curtis"  feels  that  hypometaho- 
lism  of  the  cells  might  result  in  decreased  intra- 
cellular osmolaritv.  This  in  turn  may  cause  a 
decreased  e.xtracellular  osmolarity  due  to  shifting 
of  water  out  of  the  cells,  resulting  in  a low  serum 
sodium  level  with  edema. 

Severe  hypothyroidism  may  lead  to  coma  or  deep 
stupor.  Perlmutter  and  Cohn"  have  recently  re- 
viewed three  of  their  own  and  fifty-five  jtreviously 
reported  patients  with  myxedema  crisis.  They  point 
out  that  coma  or  deej)  stupor  in  a patient  with 
severe  hypothy  roidism  is  usually  a manifestation 
of  the  myxedematous  process  itself  without  other 
specific  diseases  affecting  the  central  nervous  sys- 
tem. Ordinarily,  it  develops  gradually  hut  may  be 
accelerated  hv  infection,  trauma,  surgical  pro- 
cedures. or  barbiturate  administration.  Specific 
therapv  should  he  started  as  soon  as  the  clinical 
diagnosis  of  myxedema  crisis  is  made  with  only 
minimal  delay  for  testing.  Hyponatremia  should 
not  he  treated  unless  associated  with  severe  shock 
or  dehydration.  \’asopressor  therapy  is  of  value  in 
the  treatment  of  shock.  l)ut  care  should  he  taken 
when  it  is  used  in  conjunction  with  triiodothyro- 
nine, as  ventricular  tachycardia  may  occur. 

Two  cases  of  severe  myxedema  associated  with 
varving  degrees  of  alveolar  hyiioventilation  have 
recently  been  reported.’-’  These  authors  feel  that 
the  mvxedematous  process  may  involve  the  thora- 
cic wall  and  the  muscles  of  ventilation : alveolar 
hvpoventilation  therefore  should  he  searched  for  in 
myxedematous  jiatients. 
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THE  RISE  OF  THE  "ARTICULATE  CONSUMER”* 

Walter  J.  McNerney 


The  Author.  Walter  J.  MeXerney.  President  of  the 
Bine  Cross  Association.  Chicago,  Illinois. 


1 THINK  many  in  Rhode  Island  take  Blue  Cross 
for  granted,  because  it  is  the  largest  in  terms  of 
percentage  of  the  population  enrolled  on  a state- 
wide basis.  It  is  among  the  leaders  in  the  country  in 
terms  of  its  operating  expense.  More  money  is 
returned  to  the  subscribers  in  terms  of  hospital  care 
than  in  almost  any  other  plan  in  the  country.  It  has 
made  a number  of  notable  advances  in  areas  of 
ambulatory  care,  mental  care,  and  extended  benefits 
which  have  been  an  inspiration  to  many  of  the  other 
plans  in  this  country. 

I would  like  now  to  give  a little  background  on 
how  I see  the  picture  in  this  country  regarding 
hospital  and  medical  economics,  and  then  move  on 
to  a few  prescriptions  as  to  what  I think  Blue  Cross 
and  hospitals  must  do  to  give  further  vialiility  to 
the  voluntary  system,  which  is  to  my  way  of  think- 
ing a unique  and  very  viable  American  institution. 

It  is  true  that  the  hospital  system  in  this  country 
is  an  extremely  successful  one.  I do  not  think  any  of 
us  can  doubt  this.  The  number  of  beds  per  thousand 
])opulation  has  grown  ; the  use  of  these  beds  has 
increased  ( that  is,  there  are  more  people  going 
through  the  same  beds  each  year  ) ; and,  the  number 
of  people  taking  care  of  patients  has  grown  appre- 
ciably ( that  is,  the  quality  and  the  complexity  of 
the  service  have  grown  ) . 

I was  interested  to  note  in  doing  a study  in  Mich- 
igan when  I was  there  ( which  was  prior  to  my 
coming  to  Bine  Cross  ) that  for  si.x  diagnoses  — 
for  example,  drawn  on  a probability  sample  basis 
between  1938,  ’-18,  and  '58  — there  were  437  drugs 
used  over  these  years;  interestingly  enough  179  of 
them  were  used  in  1958  only,  and  174  were  not  in 
use  in  1958  that  had  been  previously.  It  was  also 
interesting  to  note  that  relative  to  these  six  diag- 
noses there  had  been  a vastl\’  stepped-up  use  of 
x-ray.  laboratory,  consultation,  oxygen,  therapy, 
electrocardiograms,  and  other  agencies.  W hat  we 
see  is  a jiroliferation  within  the  medical  sciences 

*.\n  address  delivered  at  the  25th  anniversary  luncheon 
of  the  Rhode  Island  Blue  Cross,  at  the  Squantum  .\ssocia- 
tion.  East  Providence,  R.  I.,  on  September  22,  1964. 


successfully  encompassed  by  the  hosiiital,  which, 
after  all.  is  the  central  mechanism  in  our  society 
that  is  determined  to  service  fruitful  advances  in 
the  sciences. 

In  this  same  period  we  saw  a prodigiotis  growth 
in  jtrepayment  to  the  extent  that  now  75  per  cent 
of  the  population  is  covered,  and  we  have  seen  a 
prodigious  growth  in  the  depth  of  that  coverage. 
W hereas  the  number  of  people  might  have  in- 
creased some  50  or  60  per  cent  since  the  ’40’s,  the 
percentage  growth  in  lienefits  has  been  of  the  order 
of  300  or  350  per  cent. 

Combined  with  better  housing  and  better  diet, 
these  factors  have  led  to  lower  mortality  and  mor- 
bidity rates.  These  have  led  to  successful  medical 
advances  among  children,  and  the  conquering,  or 
at  least  the  mitigation,  of  many  formerly  pervasive 
diseases.  It  is  a system  of  which  we  can  all  he 
proud.  It  is  a system  of  which  I personally  am 
verv  proud.  It  is  hardly  a failing  or  despondent 
system  such  as  existed  in  some  other  countries 
shortly  after  W orld  War  II. 

In  terms  of  the  number  of  rate  increase  hearings 
that  have  been  held  around  the  country,  in  terms 
of  the  space  in  newspapers  that  is  devoted  to 
hospital  costs,  in  terms  of  the  Government  commis- 
sions that  have  been  appointed  ( the  Blue  Ribbon 
Commission  in  Rhode  Island,  for  example).  I think 
the  question  we  have  to  ask  ourselves  is  “Why  all 
the  fuss?”  Since  it’s  so  strong,  since  it's  so  much 
on  the  ascendancy,  since  it’s  so  much  in  keeping 
with  the  general  economy  and  its  inventiveness, 
why  all  the  fuss? 

I think  there  are  two  or  three  things  that  deserve 
mention  in  that  regard.  The  first  all  of  you  know 
about,  and  that  is  rising  costs.  It  is  a fact  that, 
whereas  the  consumer  price  index  in  the  past  ten 
years  has  gone  up  something  like  27  per  cent,  for 
medical  care  it  is  something  like  54  to  56  per  cent, 
and  hospital  room  rates  about  120  per  cent.  A tre- 
mendous amount  of  money  is  being  spent.  25  billion 
dollars  more  each  year  of  personal  disposable  in- 
come, 37  per  cent  more  this  year  than  10  years  ago. 
These  factors  are  hound  to  attract  attention  if  you 
add  to  it  the  growth  of  prepayment  which  increases 
the  impact  of  these  costs  h\'  virtue  of  the  fact  that 
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not  oiilv  the  ill.  hut  everybody  in  the  community 
])articipating  in  prepa\nient  recognizes  it.  This 
makes  for  a potentially  ])o\verful  situation. 

The  rising  cost  is  usually  the  opening  phrase  or 
the  opening  note  in  an  opera  of  other  considera- 
tions. Having  looked  that  far.  of  course,  the  public 
then  asks  itself  what  else  is  going  on.  It  finds 
usuallv  at  this  jwint  a strong  and  very  dedicated 
voluntarv  system  which  I have  mentioned.  It  also 
finds  some  other  things  that,  if  we  are  not  foolish, 
we  must  take  into  consideration. 

We  see.  for  example,  that  there  is  a dift'erence  in 
admission  rates  to  the  hosintal.  depending  upon 
whether  a person  has  a high  degree  of  coverage,  or 
little  coverage,  or  no  coverage.  W e see  that  the  use 
of  lahoratorv.  x-ray.  and  drugs  varies  with  the  age. 
sex.  and  diagnosis  of  the  patient,  and  with  the 
hospital  size  and  the  specialty  of  the  doctor.  W’e  see 
from  a nationwide  point  of  view  that  five  Blue 
Cross  Plans  have  admission  rates  of  over  200  per 
thousand  population,  and  some  nine  plans  are  under 
130  i)er  thou.sand.  We  see  that  where  there  has 
been  a growth  in  the  number  of  general  beds,  there 
has  not  been  a corresponding  growth  in  the  number 
of  post-acute  beds  under  the  orbit  of  the  general 
hospital,  nor  of  preventive  or  rehabilitative  facili- 
ties. ( I can  tbink  of  some  notable  exceptions  to  that 
in  this  .State.)  We  find  that  there  is  a problem  of 
manpower  distribution  ; for  example,  the  concen- 
tration of  nurses  in  Arkansas  is  one  fifth  per  hun- 
dred thousand  ])opulation  what  it  is  in  Connecticut. 

W e find,  for  example,  that  the  visits  to  a phvsi- 
cian  or  to  a dentist  are  significantly  less  for  families 
that  earn  under  $2,000  a year  than  for  those  who 
earn  over  S7.000.  And.  we  find  that  some  elements 
of  our  ])opulation  have  80  to  90  per  cent  of  their 
number  covered  bv  Blue  Cross  or  commercial 
insurance,  and  some  have  56  per  cent. 

Xow  the  public  is  perfectly  willing  to  accept  the 
concept  that  medical  practice  is  an  art.  but  they  are 
not  going  to  accept  the  notion  that  it  is  so  infinitely 
flexible  that  the  use  should  vary  between  over 
200  ]>er  thousand  jjopulation  admission  rate  in  one 
.section  of  the  country  and  under  130  in  several 
other  places.  The  public  is  beginning  to  ask  ques- 
tions. Is  one  too  higb  ? Is  one  too  low  ? How  about 
the  unl)alance  in  manpower  ? 

Beyond  that,  one  sees  the  problem  of  local  auton- 
omy. It  seems  it’s  almost  a congenital  reflex  in 
some  communities  to  build  a hosi)ital  or  a health 
facility.  It  is  true  that  in  this  countrv  all  it  takes  for 
a hospital  to  he  built  is  a corporation  and  enough 
money.  ( liven  these,  a state  charter  can  usually  he 
easily  obtained.  The  .same  tendency  is  seen,  of 
course,  among  libraries  and  other  social  institutions, 
but  the  result  is  that  where  there  is  a spark  there  is 
a])t  to  be  either  an  addition  or  the  growth  of  an 
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institution.  Whereas  this  can  be  viewed  as  a verv 
firm  vindication  of  the  American  way  of  life,  it 
potentially  can  be  a fatal  influence  in  the  voluntarv 
system,  because  a built  bed  is  a used  bed.  and  a used 
bed  costs  a great  deal  of  inonex. 

I recall  at  one  time  helping  a communitv  in 
Micbigan  decide  whether  it  needed  a hosiiital.  It 
was  1 3 miles  from  a metropolitan  center  connected 
to  it  by  smooth  concrete  strips  of  highway.  Having 
looked  it  over  and  seeing  no  sjiecial  mitigating 
circumstance.  I suggested  that  there  be  built  a small 
health  center  that  could  consolidate  some  of  the 
diagnostic  equipment  in  town,  and  that  the  general 
hosjiitals  in  the  metroplex  could  be  emploved  with- 
out building  new  ones. 

The  community  listened  very  carefully  to  all  of 
this,  and  ultimately  decided  to  build  a hospital  any- 
way. They  faced  the  very  difficult  and  knotty  social 
cultural  question.  I suppose,  of  whether  to  lie  hack 
passively  and  be  enveloped  by  this  outward  e.xjian- 
sion  of  this  metroplex.  or  whether  to  stand  uj)  and 
be  counted.  And.  I think  they  made  that  decision. 
Along  with  the  hosj)ital  came  a new  church  and  a 
new  Y.M.C. A.  To  show  how  lacking  in  self- 
consciousness  the  process  is.  having  recommended 
that  they  not  liuild  one.  I got  a call  from  the  jiresi- 
dent  of  the  board  asking  me  if  I would  give  the 
speech  at  the  dedication  ceremonies.  It's  hard  to 
lie  angry  ; about  all  you  can  do  is  be  concerned. 

In  other  words,  in  addition  to  the  recognition 
that  this  is  a strong  system,  we  now  have  a recog- 
nition that  there  are  some  problems  in  it  that  need 
our  attention.  How  urgent  is  it  that  we  give  it 
attention  ? 

At  the  national  level  collective  bargaining  deter- 
mines a great  deal  of  what  goes  on  ultimately  in  the 
far  reaches  of  our  country.  3\'hat  is  bargained  in 
Detroit  this  week  in  regard  to  auto,  and  following 
that  in  Pittsburgh  and  Xew  York  in  regard  to  steel, 
and  beyond  that  the  other  major  industries,  has  a 
wav  of  influencing  jirofoundly  most  of  the  states  in 
terms  of  their  hosjntal  services  and  Blue  Cross  cost. 
Those  in  the  labor  movement  are  deadly  serious 
about  their  concern  with  rising  costs.  There  is  a 
great  deal  of  conversation  about  the  jiossihilitv  of 
starting  comjirehensive  prepayment  centers  in 
Detroit.  Boston.  Baltimore,  and  Xew  York  that 
will  get  at  this  jolt  in  a more  methodical  and  organ- 
ized sense,  both  through  group  practice  and  com- 
prehensive jirepayment. 

Management  that  formerly  was  a little  bit  tacit 
about  tbe  problem  now  is  paying  KX)  per  cent  of  the 
hill  not  onlv  for  the  worker,  hut  for  the  retiree.  It  is 
also  looking  at  its  second  largest  element  in  the 
fringe  benefit  jiackage  and  determined  to  find  a 
more  predictable  liability  than  it  has  been  able  to 
find  to  date  — that  is.  some  evidence  that  the 


THE  RISE  OF  T H E ' ' A R T 1 C U L A T E ” C O N S U M E R 


533 


money  it  is  s])en(ling  is  heiii"  well  sjxmt  and  under 
the  egis  of  some  controls  that  are  understanding. 

The  Government,  of  course,  has  concentrated 
increasingly  on  moving  into  the  philistine  areas 
where  there  has  been  lack  of  voluntarv  action.  You 
can  see  the  Kerr-Mills  Act  ])aying  for  the  disad- 
vantaged in  our  population  including  the  aged.  You 
can  see  the  Hill-Hurton  Act  sui)])lying  capital  for 
hospital  construction.  At  the  state  level,  you  can 
see  increasing  talk  about  licensure,  rate  approvals, 
regulations,  even  franchisement.  and  you  get  some 
feel  for  what  is  going  on. 

( )n  top  of  that,  we  now  have  a societv  that  has 
vastly  changed  since  Blue  Cross  started,  one  that 
is  better  educated  through  the  mass  media  and 
through  school,  one  whose  concept  of  the  social 
ideal  has  shifted  { that  is.  that  industrv  owes  the 
worker  protection  against  the  hazards  of  life),  one 
that  views  health  as  a necessity,  and  a society  that 
is  fairly  imbued  with  the  concept  of  time  payment 
and  credit.  One  finds  a restive,  articulate  consumer 
group  that  is  less  in  awe  than  its  predecessors  of 
this  thing  called  "hospital  service.”  and  more  deter- 
mined in  a very  ])ragmatic  way  of  getting  its 
money’s  worth. 

Unlike  some  of  the  countries  on  the  continent, 
to  which  we  have  verv  strong  historical  ties,  we  are 
faced  less  with  a (juestion  of  impoverishment  or 
economic  des])ondency.  and  more  with  a question 
of  who’s  going  to  accept  responsihilitv  for  control 
over  whom.  W hat  are  the  relative  rights  of  the  pro- 
vider of  care  versus  the  consumer,  and  even  of  the 
entrepreneur  versus  the  ])lanner?'  I think  this  is  a 
climate  in  which  it  Ijehooves  all  of  us  who  see  some 
weaknesses  in  our  ])erformance  to  get  to  them  with 
some  disi)atch. 

I would  say  on  the  l)asis  of  nw  ex])erience.  which 
is  yet  young  but  growing,  that  there  are  about  five 
areas  to  which  Blue  Cross  ])articularly  must  devote 
itself.  It  must  accept  the  concept  ( 1 I that  all  people 
must  he  covered,  the  disadvantaged  as  well  as  the 
advantaged  ; ( 2 ) that  the  sco])e  of  benefits  must  he 
extremely  comj)rehensive  and  designed  in  such  a 
way  as  to  provide  the  consumer  with  predictability 
in  his  out-of-pocket  e.xi)enditures  ; (3)  that  there 
must  he  economv  of  operation  ; ( 4 ) that  there  must 
he  skill  in  presenting  one’s  facts  so  that  he  is  not 
l)ut  on  the  defensive  by  a myriad  of  allegations  ; 
and  ( 5 ) that  there  must  be  a demonstrated  control 
in  the  public  interest  in  regard  to  how  the  money 
is  spent. 

All  ])ersons  must  be  covered  because  health  ex- 
])enses  fall  unevenly  and  unpredictahly.  and  are 
completely  unrelated  to  income  of  the  population. 
As  a matter  f)f  fact,  the  j)Oorest  i)eople  in  our  popu- 
lation have  the  highest  expenses  in  both  an  absolute 
and  relative  percentage,  and  this  is  the  only  eco- 


nomic entity  1 can  think  of  where  this  occurs,  d he 
wealthier  ])eoi)le  have  the  larger  hoiuses  ; the  i)oorer 
l)eople  have  the  larger  medical  expenses.  When  you 
add  to  that  the  couce])t  that  health  is  a necessity 
and  no  longer  a matter  of  choice,  it  is  (|uite  evident 
that  Blue  Gross  must,  to  the  best  of  its  ability 
through  its  rating  structure,  subsidize  the  ])oorer 
risks  and  work  with  ( lovernmeut  ( such  as  the 
•Medical  .Assistance  to  the  .Aged  Program  that  is 
starting  about  October  1 in  Rhode  Island  in  hel])- 
ing  to  ])rovide  the  care. 

-As  far  as  ,sco])e  of  coverage  is  concerned,  it’s  not 
only  the  general  hos])ital  that  is  eligible  for  cover- 
age. It  is  true  that  drugs,  nursing  homes,  ])rosthetic 
devices,  medical  and  surgical  expenses  also  fall 
unevenly.  un])redictahly,  and  without  relation  to 
income,  upon  the  poi)ulation.  'I'herefore,  there  is  a 
logic  behind  incor])orating  them  also  in  the  health 
care  i)ackage.  .Accelerating  this  development  is  the 
effort  on  the  part  of  the  labor  movement  through 
collective  bargaining  to  transfer  these  ex])enses 
from  a taxed  to  a tax-free  dollar.  Economy  of  oper- 
ation is  self-evident.  The  mood  of  the  American 
])eo])le  is  very  rai)idly  moving  toward  the  concept 
that  one  should  not  jjrofit  either  from  rendering 
care  in  a hospital  or  from  acting  as  a carrier  in  the 
middle  ground. 

The  next  subject  to  he  explored  is  the  economy 
and  control  concejit.  In  our  economv  the  general 
prejudice  is  that  one  should  leave  the  market  as 
free  as  possible,  and  that  the  freer  that  it  can  he  left, 
the  less  control  reipiired.  What  ha])])ens  in  the 
ideal  free  market  is  that  men  who  have  services  or 
products  to  sell,  actively  compete  with  one  another, 
and  in  this  competition  automaticalh'  replace  the 
weak  with  the  strong.  Consumers,  through  their 
self-interest,  try  to  buy  at  the  lowest  price  consonant 
with  the  product  that  they  want,  and  cast  a dollar 
vote  in  the  process  ; the  criterion  of  success  is  called 
l^rofit.  There  is  no  necessity  for  any  despot  to  sit  in 
a central  position  and  decide  where  the  resources 
go.  They  are  automatically  shuttled  hack  and  forth 
according  to  the  dollar  votes  that  are  cast  and 
according  to  the  success  of  the  people  who  are  ren- 
dering the  services. 

In  the  hospital  field  the  hospitals  are  not  as 
actively  in  Cf)mpetition.  They  are  not  actively  solic- 
iting patients  from  one  another.  There  is,  as  a mat- 
ter of  fact,  not  even  an  acceptance  of  the  fact  that 
going  out  of  business  is  a possibility.  There  is  an 
automatic  subsidy  of  venture  capital  through  Hill- 
Burton,  small  business  loans,  and  the  accelerated 
works  program. 

We  find  that  the  people  and  the  consumer  side 
are  neither  knowledgeable  about  what  is  good  care 
in  the  full  sense  of  that  word,  nor  are  they  in  a 
position  of  choice.  If  they  get  ill  enough  they  must 
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seek  health  care  services.  W e find  that  there  is  no 
criterion  of  success.  W hat  is  a successful  hospital, 
a large  one.  a small  one.  one  with  a lot  of  specialists, 
a new  one.  an  old  one?  There  isn't  any  socially 
acceptalde  criterion  that  can  he  compressed  into  one 
word,  such  as  profit.  .\nd.  there  isn't  even  an  accept- 
ance that  self-interest  should  he  the  animating 
force.  Hospitals  traditionally  have  been  urgent  and 
\ et  apologetic  about  collecting  money. 

Mv  point  is  that  the  traditional  tenets  are  so 
seriouslv  compromised  that  those  of  us  who  have  a 
res])onsihilitv  in  this  field,  however  conservative 
our  political  and  economic  ideals  might  he.  must 
face  up  to  the  fact  that  controls  must  he  designed  to 
substitute  for  those  automatically  i)rovided  in  the 
free  market,  and  that  in  the  absence  of  such  controls 
there  will  he  the  historical  drift  from  professional 
prerogatives,  to  fiscal,  and  then  to  legal. 

I would  say  that  this  means  pretty  clearly  that 
the  general  hospital,  precisely  Ijecause  it  is  not 
under  the  lash  of  com])etition  in  the  full  sense, 
should  l)egin  to  accept  its  economic  as  well  as  its 
clinical  responsibilities  in  full  flower.  Most  hospi- 
tals do.  Most  hospitals  cau  do  better.  There  should 
he  medical  societies  and  medical  staff  review  com- 
mittees looking  at  admissions  and  length  of  hospital 
stays.  There  should  he  experimentation  with  home 
care  and  nursing  home  care  to  take  the  pressure  oflf 
the  physician  in  using  just  the  in-patient  facilities. 
There  should  he  educational  programs  beamed  at 
making  the  key  persons  within  the  hospital  e.x- 
tremely  cost-conscious.  There  must  he  an  adapta- 
tion of  management  techniques  of  a new  order, 
even  bevond  what  is  seen  in  many  commercial 
enterprises. 

The  physician  is  the  key.  of  course,  in  a lot  of 
this.  He  must  accept  the  notion  that  it  is  extremely 
important  to  put  the  patient  in  the  facility  that  is 
most  ideally  adapted  to  his  needs  in  respect  to  eco- 
nomic. as  well  as  clinical,  considerations. 

Blue  Cross  must  hack  up  the  hospital  in  this 
development  hv  spending  its  money  judiciously. 
This  implies  to  me  that  Blue  Cross  must  fully  sup- 
jjort  the  idea  of  the  utilization  committees,  support 
fully  the  development  of  nursing  homes  and  ambu- 
latory facilities  so  as  not  to  push  the  doctor  in  one 
direction  only,  and  also  zealously  get  behind  the 
])romotion  of  an  effective  planning  agency,  which 
is  needed  right  away,  and  even  overdue  in  Rhode 
Island.  .Such  a group  could  cover  the  whole  state 
and  might  have  a full-time  staff,  with  representa- 
tion from  management,  labor,  religious,  and  other 
groups  in  the  community.  It  should  address  itself 
to  the  development  of  a master  plan  which  gets  at 
the  need  for  new  facilities,  not  only  of  an  acute 
general  sort,  hut  of  a post-acute  sort,  rehabilitative. 
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ambulatory,  and  the  rest  of  the  spectrum  of  health 
care  services. 

Without  that  tyjie  of  jilan  based  on  need,  develoj)- 
ment  is  apt  to  he  on  the  basis  of  available  money, 
which  because  of  vast  federal  funds  and  vast  funds 
in  the  traditionally  eleemosynary  East  will  produce 
a system  which  is  too  big  for  its  hoots  and  inimi- 
cahle  to  the  interests  of  the  economy. 

I think  it  is  fitting  to  report  at  the  2,5th  anniver- 
sary of  this  plan  that  Blue  Cross  across  the  country 
is  beginning  to  move  in  the  direction  of  which  I 
have  talked ; that  is  to  say.  one  sees  the  Blue  Cross 
plans  reducing  their  overhead  in  half  in  the  last 
!.■'  years,  and  one  sees  a prodigious  growth  into 
new  benefit  areas.  One  sees  the  Michigan  plan,  for 
e.xample.  not  accepting  a hosjiital  as  a participating 
hos])ital  because  it  was  built  outside  a master  plan, 
with  the  Blue  Cross  position  supported  by  the 
Suiireme  Court.  One  sees  that  followed  by  a simi- 
lar occurrence  in  Baltimore.  Maryland.  We  also  see 
the  ])lans  beginning  to  work  with  the  doctors  and 
the  hospitals  to  audit  admissions  in  terms  of  their 
appropriateness  and  of  length  of  stay. 

The  future  of  the  voluntarv  system.  I would  say 
unequivocally,  lies  with  two  non-profit  social  agen- 
cies dedicated  to  community  needs.  Blue  Cross  and 
the  hospitals,  working  together,  to  negotiate  as 
between  the  jirejudices  of  the  provider  and  those 
of  the  market. 

Gadgets  such  as  deductible  and  co-pay  insurance 
clauses,  which  ha\  e the  insulting  notion  in  them 
that  unless  a ])erson  takes  money  out  of  his  pocket 
when  he  is  ill.  the  doctor  and  the  hospital  won’t  be 
honest,  won’t  he  accepted  by  the  buy  ing  public  and 
the  major  market.  The  responsibility  is  clearly 
there  to  pav  the  hill  broadly  and  then  accept  the 
correlative  responsibility  of  being  sure  that  the 
money  is  well  spent. 

I would  caution  against  fear  of  control.  Xo  one 
can  he  free  without  it.  It  is  a matter  of  fact  that  the 
freest  medical  staff's  are  those  that  are  best  organ- 
ized. that  the  freest  voluntary  systems  in  their 
countrv  are  those  that  are  the  best  planned.  There 
is  less  temptation  for  encroachment  from  the  out- 
side when  this  is  the  case. 

I would  caution  against  basing  all  moves  on  the 
fear  of  Government.  It  has  been  a matter  of  fact 
since  the  beginning  in  this  country  that  it  has  been 
a cooperati\e  effort  between  Government  and  the 
voluntary  sy  stem  that  has  produced  our  medical 
excellence.  W e find  scientific  developments  from 
one  sector  aiding  another.  We  find  the  Government 
heljiing  in  the  construction  of  medical  schools  and 
in  research.  The  blend  between  the  two.  the  role  of 
each,  will  he  determined  hv  their  relative  initiative 
and  ])erformance.  Many  of  us  would  like  to  see  the 
Government  plav  its  historical  role  of  providing 
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Masters  in  Medicine  — 


MEDICAL  LITERATURE* 

Sir  Robert  Hutchinson,  Bt.,  m.d.,  Edin.,  P.R.C.P. 


Sir  Robert  died  in  1960  at  the  venerable  age  of  89. 

A medical  graduate  of  Edinburgh  University  in  1906, 
he  had  done  post-graduate  studies  in  Strasbourg  and 
Paris.  He  was  a past  president  of  the  Royal  College 
of  Physicians  and  of  the  Royal  Society  of  Medicine. 

He  had  been  consulting  physician  to  London  Hospi- 
tal and  Children’s  Hospital  (London).  He  was  the 
author  of  many  books  and  papers  on  medical  and 
scientific  subjects.  Although  the  above  lecture  was 
delivered  a quarter  of  a century  ago  the  problem 
which  he  so  vividly  describes  is  still  with  us,  having 
in  fact  multiplied  by  geometric  proportion. 

. . . Editor,  Rhode  Island  Medical  Journal 

❖ * * ❖ 

IT  WILL  BE  AGREED,  I tliiiik,  that  the  amount  of  tlie 
writings  of  a profession  is  a measure  of  its  vitality 
and  activity,  whilst  their  quality  is  a rough  indica- 
tion of  its  intellectual  state.  .Medical  literature,  to 
take  our  own  case,  is  the  currency  or  medium  of 
exchange  hy  which  a man  contributes  to  or  borrows 
from  the  common  stock  of  knowledge  and  experi- 
ence. and  the  volume  of  this  currency  and  the  char- 
acter of  its  metal  are  of  the  greatest  importance  to 
us  all. 

Its  Bulk 

.Surveying  contemporary  medical  literature,  the 
first  thing  that  impresses  one  is  its  hulk.  Go  into 
any  large  medical  library  and  see  the  hundreds  of 
])eriodicals  spread  out  on  its  tables  and  the  thou- 
sands of  hooks  on  the  shelves  which  line  its  walls 
and  you  cannot  fail  to  he  struck  — perhaps  appalled 
— by  it.  Professor  l^ulloch,  who  has  given  great 
attention  to  this  subject,  estimates^  that  there  are 
over  .5000  medical  jieriodicals  of  one  sort  or  another 
in  the  world  ; others  have  put  the  number  as  high  as 
7000.  In  this  country  alone,  and  we  are  more  modest 
in  our  outjnit  than  many  of  our  neighbours,  there 
are  about  1,30.  The  nuniher  of  medical  hooks  is  of 
course  much  greater,  the  yearly  crop  of  them  in 
Great  Britain  amounting  to  more  than  400 ; what 
it  may  he  for  the  whole  world  I am  unable  to  say. 
The  matter  can  he  ])ut  in  another  way : there  have 

*The  Lloyd  Roberts  lecture  delivered  before  the  Medical 
Society  of  London  on  November  16.  Reprinted  from 
Laxcet,  November  18,  1939. 


been,  to  ([note  Professor  Bulloch  again,  on  an 
average  two  articles  inihli-shed  on  tuberculosis  alone 
every  day  for  the  last  40  years.  This  gives  one  some 
idea  of  the  immense  fecundity  of  the  medical  press. 
There  is  no  need,  however,  to  labour  the  point ; to 
paraphrase  the  words  of  a famous  resolution,  medi- 
cal literature  “has  increased,  is  increasing  and  ought 
to  be  diminished."  For  let  there  he  no  mistake  about 
it,  this  enormous  proliferation,  this  jmllulating  and 
fungus-like  growth  is  both  a nui.sance  and  a danger. 
The  mere  (juestion  of  storage  is  itself  a problem. 
In  the  library  of  the  Royal  Society  of  Medicine 
room  has  to  he  found  for  ,3000  additional  volumes 
each  year,  and  these  take  up  hO  feet  of  shelving 
8 feet  high.  In  a private  house  it  is  now  impossible 
to  find  room  even  for  hound  volumes  of  the  weekly 
journals,  while  in  the  modern  flat  the  only  room 
l)ig  enough  to  hold  anything  larger  than  a duodecimo 
is  the  bathroom.  The  consequence  is  that  tons  of 
medical  journals  must  he  thrown  into  the  dustbins 
every  week. 

This,  however,  is  merely  the  mechanical  aspect 
of  the  (|uestion  ; more  serious  is  the  effect  on  the 
very  pur])ose  for  which  medical  literature  exists  — 
the  record  and  interchange  of  knowledge.  As  every 
delver  in  the  mass  knows,  it  is  becoming  increas- 
ingly difficult  to  find  the  needle  in  the  haystack,  the 
few  grains  in  the  heap  of  chafif.  Facts  may  he  said 
to  he  buried  rather  than  recorded  and  the  fruits  of 
the  labours  of  our  predecessors  are  apt  to  he  lost. 
More  and  more,  too,  is  it  difficult  for  the  workers  in 
one  field  to  keep  iu  touch  with  what  is  being  done 
in  others. 

Bacon,  in  one  of  the  aphorisms  in  the  “Novum 
Organum,”  says  that  “when  a man  addresses  him- 
self to  discover  something  he  first  seeks  out  and 
sees  before  him  all  that  has  been  said  about  it  by 
others,"  hut  it  is  almost  physically  impossible  for 
anyone  to  do  that  now,  and  young  writers  seem 
often  to  ignore  almost  entirely  the  ])revious  work 
on  their  subject.  I am  aware  that  this  practice  has 
been  defended  on  the  ground  that  reading  uj)  what 
other  people  have  done  tends  to  make  the  mind 
lose  its  freedom.  There  may  he  some  truth  in  this, 
hut  none  the  less,  neglect  of  the  previous  literature 
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must  necessariK-  involve  much  needless  repetition 
of  effort  and  searching  for  that  which  has  already 
been  found,  besides  making  it  difficult  for  the  inves- 
tigator to  see  his  subject  in  correct  focus.  The  case 
of  those,  and  they  are  the  great  majority  of  us,  who 
are  not  investigators  hut  who  read  only  to  learn 
and  to  keep  abreast  of  current  knowledge,  is  equally 
hard.  Snowed-under  lyv  an  increasing  avalanche  of 
publications,  their  attention  liecomes  wearied  and 
dissipated  till  they  are  tempted  to  give  up  in  despair. 

How  to  Cope  with  It 

What.  then,  is  to  he  done?  ^lust  we  sit  still  and 
see  science  suffocated  in  its  own  secretions  or  can 
we  do  anvthing  to  mitigate  the  evil?  If  that  is 
impossible,  how  can  we  as  individuals  make  the 
best  use  of  medical  literature  without  being  over- 
whelmed by  it .' 

There  are  some,  to  consider  the  last  question  first, 
who  get  over  the  difficulty  by  simply  ignoring  medi- 
cal publications  altogether.  I remember,  for  instance, 
going  into  the  room  of  a practitioner,  a man  of  much 
general  reading,  and  seeing  on  the  floor  a large  heap 
of  weeklv  medical  journals  still  enclosed  in  their 
wrappers.  On  my  asking  him  why  he  kept  them 
there  if  he  did  not  mean  to  read  them,  he  replied 
that  he  found  them  useful  to  throw  at  the  cat ! I 
have  also  been  told,  although  the  story  may  he 
apocrvphal.  of  a } Oung  doctor  who  went  down  to 
act  as  holiday  locum  for  a practitioner  in  the  coun- 
trv.  The  practitioner  before  leaving  told  the  young 
man  that  he  would  have  the  run  of  the  whole  house 
e.xcept  for  one  room  which  he  must  not  enter.  Need- 
less to  say.  no  sooner  had  the  holiday-maker  gone 
off  than  the  young  man  made  his  way  into  this 
Bluebeard's  chamber  only  to  find  it  stuffed  from 
floor  to  ceiling  with  unopened  medical  journals, 
.‘^uch  was  the  elderly  jtractitioner’s  grisly  secret. 
Manv  of  us.  it  must  he  confessed,  though  not  so 
negligent  as  he.  at  least  welcome  the  relief  of  receiv- 
ing in  August  or  September  the  students’  numbers 
which  contain  nothing  requiring  attention  and 
which  therefore  afford  us  a temporary  respite.  For 
current  medical  literature  cannot  be  permanently 
ignored  with  im])unity.  As  Osier  said,  “A  dcxrtor 
who  does  not  use  books  and  journals,  who  does  not 
need  a library,  who  does  not  read  one  or  more  of 
the  best  weeklies  and  monthlies,  soon  sinks  to  the 
level  of  the  cross-counter  prescriher,  and  not  alone 
in  practice,  but  in  those  mercenary  feelings  and 
habits  which  characterise  a trade." 

.\11  the  busy  practitioner  can  do  is  to  tear  out 
from  his  weekl\-  journal  those  articles  which 
interest  him  and  which  have  a direct  hearing  on  his 
work,  and  file  them.  In  this  way  he  will  build  up  a 
collection  to  which,  if  it  is  ])roperly  indexed,  he  can 
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refer  as  need  arises.  If,  in  addition,  he  gets  everv 
year  such  a inihlication  as  the  Medical  Annual,  it 
should  not  he  difficult  for  him  to  keep  reasonahlv 
up  to  date. 

For  the  contributor  to  medical  literature,  how- 
ever. who  takes  into  account  the  work  of  others  this 
is  not  enough.  He  needs  in  the  first  place  a clue 
through  the  lab\  rinth  — a directory  to  help  him  to 
find  the  publications  relevant  to  his  own  work  — 
and  fortunatelv  we  have  in  the  Quarterly  Cumula- 
tive Index  an  excellent  guide  of  this  sort  to  the 
producers  of  which  medical  writers  can  never  he 
sufficiently  grateful. - 

The  ne.xt  difficulty  may  lie  to  find  the  particular 
journal  in  which  the  recjuired  paper  has  appeared. 
There  was  an  interesting  discussion  on  this  point 
last  summer  in  the  correspondence  columns  of 
The  Lancet.^  originated  hv  Professor  McDowall.  in 
which  several  contributors  laid  emphasis  on  the 
importance  of  greater  cooperation  amongst  differ- 
ent libraries  so  that  their  resources  in  the  form  of 
the  less  known  journals  could  he  pooled  for  the 
benefit  of  readers.  No  doubt  much  might  he  done 
on  these  lines  to  make  it  easier  to  consult  the  rarer 
publications. 

"Getting  Up  the  Literature" 

But  when  the  required  articles  have  been  found 
they  have  still  to  he  read  and  abstracted.  This  is  a 
laborious  business  which  requires  also  nowadays  a 
considerable  knowledge  of  foreign  languages,  and 
more  and  more  there  is  a tendency,  which  seems  to 
have  originated  in  America,  to  have  bibliographies 
prepared  and  abstracts  made  by  professional  libra- 
rians. I confess  I view  this  labour-saving  device 
with  no  great  favour.  It  seems  best  for  each  writer 
to  do  his  own  quarrying,  for  the  librarian,  however 
skilled  in  his  own  business,  has  had  no  medical 
training  and  cannot  he  expected  to  know  the  rela- 
ti\  e value  of  different  papers  nor  the  points  in  any 
which  should  be  picked  out.  He  has  therefore  per- 
force to  confine  himself  to  a transcription  of  the 
summary  of  the  paper,  if  a summarv  is  given,  hut 
for  the  conscientious  original  writer  such  a sum- 
marv is  not  enough.  The  onK-  e.xcuse.  indeed,  for 
this  way  of  "getting  up  the  literature"  is  when  the 
paper  is  written  in  some  outlandish  language,  with 
which  a librarian  may  hate  at  least  a working 
acquaintance,  or  when  the  student  lives  remote 
from  anv  large  medical  library.  In  such  a case, 
however,  it  is  now  possible  to  send  a photostat  copy 
of  any  article  required  and  that  is  far  better  than  a 
mere  abstract  made  by  someone  else. 

The  work  of  the  literature-hunter  would  be 
easier  were  there  more  periodical  publications  of 
abstracts  like  the  German  Zentralbldtter  and 
Jahresberichte.  The  ^ledical  Research  Council 
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produced  such  a pulilicaticjii  for  a few  years  {Medi- 
cal Science:  Abstracts  and  Rcz'icws)  which  was  of 
great  value,  hut  unfortunately  it  came  to  an  end, 
and  in  my  own  sjdiere  of  work  1 have  found 
Xutrition  Abstracts  very  heljiful.  hut  even  some 
volumes  of  abstracts  have  come  to  reach  a porten- 
tous hulk.  The  ideal,  of  course,  would  he  an 
international  clearing-house  in  which  the  whole 
])eriodical  medical  literature  of  the  world  would  he 
sifted  hy  experts  and  summaries  made  of  such 
pajiers  as  contained  any  original  as  opposed  to 
merely  repetitive  or  didactic  matter,  the  summaries 
being  published  in  English.  French  and  (lerman. 
In  this  way  the  pith  and  marrow  of  all  current 
medical  literature  would  he  extracted  and  pre- 
sented in  a readable  form,  hut  it  is  to  he  feared  that 
such  a ])lan  is  visionary.^ 

All  these  devices  leave  untouched  the  root  diffi- 
culty — the  immense  hulk  of  raw  material  to  he 
dealt  with.  Can  this  in  any  wav  he  reduced?  This 
at  once  raises  the  question,  what  prompts  doctors 
to  write?  W hy,  as  Dr.  Johnson  wondered  of  litera- 
ture in  general,  have  so  many  people  written  “who 
might  have  let  it  alone”?  The  motives  for  medical 
writing  are  no  doubt  mixed,  some  reasonable  and 
creditable,  others  less  so.  Good  reasons  are  the 
necessity  for  jiutting  on  record  new  observations  or 
results  of  experiments  and  the  impulse  to  teach  — 
to  im])art  a conviction  or  to  present  a subject  in  a 
new  light.  Bad  reasons  are  the  desire  for  prestige 
and  priority  (of  which  the  “preliminary  note”  is  a 
familiar  example)  or  the  itch  for  advertisement. 
In  this  connexion  I remember  many  years  ago 
being  present  at  a meeting  of  the  British  Medical 
Association  at  which  the  late  Lawson  Tait  held  up 
a copy  of  the  official  organ  of  that  body,  saying, 
“I  divide  this  journal  into  the  intra  professional 
and  the  extra  professional  advertising  portions.” 
That,  of  course,  was  grossly  unfair.  It  is  easy  to  be 
too  censorious  in  this  matter  of  alleged  self-adver- 
tisement, for  after  all  the  onlv  way  in  which  a young 
man  can  let  it  he  generally  known  liv  his  colleagues 
that  he  jiossesses  special  knowledge  or  skill  in  any 
department  of  work  is  hy  contributions  to  the  pro- 
fessional journals.  f\  riting  from  such  motives  is 
surely  legitimate  enough.  But  one  must  draw  the 
line  at  the  publication  of  the  same  paper  in  more 
than  one  journal  and  at  the  equally  reprehensible 
practice  of  sending  out  reprints  wholesale. 

Another  motive  for  writing  which  is  of  douhtfnl 
validity  is  the  desire  for  what  is  nowadays  called 
self-expression  — really  a form  of  mental  exhibi- 
tionism. “Nobody  hnt  a blockhead,”  said  Dr. 
Johnson,  "ever  wrote  e.xcept  for  money,”  yet  the 
number  of  these  gratuitous  medical  writers  is  con- 
siderable, however  difficult  it  may  be  for  those  of 
us  to  whom  writing  is  a pain  and  toil  to  realise  it. 


How  different  was  it  with  a member  of  the  surgical 
staff  of  the  London  Hos])ital  in  the  18th  centurv, 
of  whom.it  is  recorded  that  he  was  "gniltless  of  anv 
contribution  to  medical  literature.”  No  doctor, 
surely,  need  desire  a better  ei)itaph,  for  silence,  as 
Carlyle  said,  is  the  eternal  duty  of  a man. 

The.se  motives  being  apparently  so  compelling, 
there  is  no  need  to  add  temptations  and  inducements 
to  write  — that  is  simi)ly  putting  mischief  into 
])eople’s  heads.  .Vmongst  such  uncalled-for  induce- 
ments I would  include  all  ceremonial  orations,  all 
jiresidential  addresses,  and  in  particular  all  memo- 
rial lectures  (such  as  this  ).  The  last  have  multiplied 
to  such  an  extent  as  to  have  become  a nui.sance,  and 
it  is  increasingly  difficult  to  find  people  to  give  them 
or  to  collect  audiences  to  listen  to  them.  In  any  case 
there  are  surely  better  ways  of  rememhering  the 
dead  than  hy  boring  the  living.  Bnt  even  the  total 
abolition  of  all  extraneous  inducements  to  write 
would  make  no  ajjpreciahle  difference  to  the  .S])ate 
of  medical  literature,  so  we  are  driven  to  consider 
what  can  be  done  to  make  it  more  manageable. 

How  to  Control  the  Output 

In  the  first  place,  there  should  he  strict  birth 
control  in  regard  to  new  journals.  There  being  far 
too  many  already,  why  add  to  the  number  ? 
Secondly,  amalgamation  of  existing  journals  might 
well  be  carried  ont  in  many  cases.  It  is  absurd,  to 
take  only  one  example,  that  in  this  country  there 
should  he  two  journals  devoted  to  diseases  of  chil- 
dren. Thirdly,  .some  journals  might  he  siqjpressed 
altogether.  Amongst  these  I wonld  include  those 
which  appeal  only  to  a local  jiatriotism  such  as  ( let 
us  say  ) the  John  O'Groats  Medical  Journal  or  the 
St.  Cyprian’s  Hospital  Reports.  There  are  five  of 
these  local  journals  in  England  alone  and  Scotland 
could  add  its  quota.  I am  aware  of  the  justifications 
put  forward  for  their  existence  — that  they  get 
into  print  work  which  would  not  otherwise  a])pear 
(surely  a very  had  reason  ! ),  that  they  publish  the 
proceedings  of  local  societies  and  olntuaries  of  local 
medical  men,  that  they  keep  alive  a regional  patri- 
otism. and  so  forth,  l)ut  I doubt  if  these  are  ade- 
quate. What  we  should  aim  at  is  to  have  the  stream 
of  publications  gathered  into  as  few  channels  as 
])()ssihle.  Moreover,  superfluous  journals  lead  to 
superfluous  writing,  for  their  editors  are  sometimes 
driven  to  tout  for  contributions  whereas  instead  of 
the  editor  having  to  woo  the  writer  it  should  he  the 
writer  who  has  to  persuade  the  editor  to  find  room 
for  his  article. 

In  my  view  the  ideal  current  medical  literature 
for  this  country  would  consist  of  one  good  weekly 
journal  catering  especially  for  the  general  practi- 
tioner. which  would  contain  articles  mainly  clinical 
in  character  hut  also  critical  reviews  and  abstracts 
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of  the  work  pul)Hshecl  in  the  more  specialised  peri- 
odicals both  here  and  abroad.  In  addition  to  this 
each  special  branch  of  medicine  would  have  a 
journal  (hut  not  more  than  one)  appearing  at 
longer  intervals,  for  the  publication  of  original 
work  in  that  sphere.  These  journals  might  also  with 
advantage  contain  summaries  of  the  more  impor- 
tant foreign  ])ai)ers  in  the  specialty.  This  should 
meet  all  the  needs  both  of  writers  and  readers. 

Stricter  Editing 

These  measures  would  do  something,  though  not 
much,  to  check  the  flow  of  superfluous  writing,  hut 
the  chief  means  to  this  end  must  be  stricter  editing. 
This  would  in\  olve.  of  course,  the  refusal  of  many 
articles  which  at  present  And  their  way  into  print. 
Init  that  need  cause  no  regrets,  for  most  of  them 
are  better  unpublished.  Anyone  who  has  to  read 
through  large  numbers  of  articles  with  a view  to 
abstracting  from  them  anything  of  value  must  soon 
be  con\inced  of  this.  I found,  for  instance,  when 
doing  such  work  for  the  Medical  Annual,  that  not 
more  than  a fifth  of  the  articles  sent  to  me  were 
worth  anything  — the  rest  went  straight  into  the 
wastepaper  basket. 

Closely  involved  with  this  matter  of  the  refusal 
of  articles  is  the  question  of  payment  to  writers.  It 
is  sometimes  argued  that  an  editor  cannot  look  a 
gift  horse  in  the  mouth,  hut  surely  if  his  journal  has 
any  right  to  exist  at  all  there  should  be  competition 
to  get  into  it ; I have  been  told.  too.  l)y  a professor 
in  Germany  that  one  reason  for  the  existence  of 
manv  superfluous  medical  journals  in  that  country 
is  that  they  j»v  their  contributors  and  this  tempts 
to  unnecessarv  writing.  Further,  the  articles  which 
are  accepted  should  be  more  drastically  dealt  with. 
W'e  want  more  of  the  severe  editing  which  Langley 
used  to  apply  in  the  Journal  of  Physiology  when  he 
controlled  it.  Most  articles,  for  instance,  are  too 
long.  For  that  matter  almost  everything  is  too  long 
— lectures,  speeches,  sermons,  books.  “Was  there 
ever  yet  anything  written  by  mere  man”  ( if  I may 
again  (juote  Dr.  Johnson  ) "that  was  wished  longer 
by  its  readers  excepting  Don  Quixote.  Robinson 
Crusoe  and  the  Pilgrim's  Progress?” — and  some 
readers  would  not  even  except  these.  The  capacity 
of  the  average  human  being  for  sustained  attention 
is  greatly  exaggerated,  and  in  every  sphere  there  is 
need  to  practise  the  art  of  leaving  off.  Powerful 
astringents,  it  is  true,  may  be  required  to  check  the 
verbal  diarrhoea  which  afflicts  so  many  writers,  hut 
it  is  the  business  of  the  editor  to  administer  them. 
Meanwhile  every  paper  that  lends  itself  to  it  should 
have  a summary  appended  not  only  that  he  who 
runs  may  read  but  to  facilitate  translation  of  the 
pith  of  the  paper  into  the  yearbooks.  Fortunately  the 
])rovision  of  snch  summaries  is  a growing  practice. 
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The  over-])roduction  of  hooks  is  as  great  a nui- 
.sance  as  the  multiplication  of  journals  and  an  even 
greater  expense  to  libraries.  The  average  doctor  is 
not  much  of  a book  buyer,  and  considering  how 
quickly  medical  hooks  become  out  of  date  one  can- 
not blame  him ; the  only  best-sellers  in  medical 
literature  are  textbooks  which  most  students  use 
for  examinations,  or  a few  hooks  which,  have  a 
direct  bearing  on  practice,  such  as  works  on  thera- 
peutics. Put  if  sales  are  so  small,  why  are  so  many 
books  written  ? The  publishers.  I think,  are  largelv 
to  l)lame.  In  their  rivalry  with  their  competitors 
the\-  easil\-  persuade  young  would-be  authors  to 
write  for  them.  The  writer  is  flattered  to  he  asked 
and  argues  that  whereas  he  mav  get  some  advan- 
tage out  of  writing  the  hook,  he  can  lose  nothing  bv 
it : the  ])ublisher.  on  the  other  hand,  recoups  him- 
self for  his  many  failures  at  the  expense  of  the  more 
successful  authors.  This  is  a vice  inherent  in  com- 
mercial publishing  for  which  apparently  there  is  no 
remedy.  Meanwhile  it  would  he  a great  gain  if, 
instead  of  issuing  ex])ensive  and  elaborate  text- 
books. publishers  would  provide  us  with  more 
concise,  fully-documented  monographs  giving  a 
com])lete  account  of  present  knowledge  in  a limited 
field,  and  produced  as  cheaplv  as  possible,  ^^’e 
could  also  do  with  more  yearbooks. 

Dullness  of  Medical  Literature 

In  considering  the  (juality  of  medical  literature 
as  distinct  from  its  quantity  one  has  to  distinguish 
lietween  its  content  and  its  form.  As  regards  the 
content,  one  is  struck  by  the  great  excess  of  facts 
and  the  comj)arative  absence  of  ideas,  generalisa- 
tions and  hypotheses  ; there  is.  in  short,  too  much 
observation  and  recording  and  too  little  reflection. 
Hence  much  of  it  is  like  a heap  of  bricks  without  any 
mortar  to  hold  them  together.  The  power  of  wide 
generalisation,  of  course,  is  very  rare,  but  medical 
writers  might  at  least  show  greater  imagination, 
and  the  lack  of  this  has  the  sad  consequence  that 
much  medical  literature  is  deplorably  dull.  This 
dullness  is  the  more  curious  considering  that  the 
subject  matter  is  so  interesting.  A medical  textbook 
might  well  l)e  like  one  of  those  omnibus  volumes  of 
“Detection.  Mystery  and  Horror" — for.  after  all, 
diagnosis  is  detection,  disease  is  often  mysterious 
and.  heaven  knows,  our  work  is  full  enough  of 
horrors  — but.  as  it  is.  the  average  te.xthook  is 
about  as  readable  as  a telephone  directory.  Take, 
for  instance,  the  biograj)hy  of  a red  blood  corpuscle 
from  its  birth  in  the  hone-marrow,  with  its  capillary 
wanderings  and  its  moving  adventures  by  flood  and 
field  to  its  normal  gradual  old  age  and  burial  in  the 
spleen  or  to  its  tragic  end  in  a hjemorrhage.  It  might 
l)e  made  a vivid  ( )dvssev.  hut  how  dull  it  all  sounds 
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in  a textbook  of  physiology  — as  arid  and  sterile, 
as  dry  and  dusty  as  the  sands  of  the  Sahara.  I’ut 
medical  writers  are  not  only  afraid  of  romance,  they 
even  tight  shy  of  humour.  They  seem  to  think  that 
dullness  is  ex])ected  of  them  and  do  not  agree  with 
the  X’irgilian  tag  that  “in  order  to  speak  truth  it  is 
not  necessary  to  jndl  a long  face”  and  still  less  with 
the  character  of  .Stevenson’s  who  thought  that  there 
was  “nothing  like  a little  judicious  levity.”  .\nd  yet 
it  is  ])rohahly  true  that  a writer  has  never  really 
mastered  his  material  until  he  can  jest  about  it; 
until  then  it  has  mastered  him.  Whilst  therefore  the 
volume  of  medical  literature  betokens  an  intense 
activity  of  observation  and  research,  its  content  on 
the  whole  is  dull  and  i)edestrian. 

Prolixity  and  Obscurity 
As  regards  their  literary  form,  medical  publica- 
tions are  not  — perhaps  should  not  he  — literature, 
if  one  means  by  that,  as  the  dictionaries  say.  “writ- 
ings esteemed  for  beauty  of  form  or  emotional 
effect.”  Brevity,  lucidity  and  a reasonable  observa- 
tion of  the  rules  of  syntax  are  all  that  can  he 
expected  of  them  ; the  purjile  patch  is  out  of  place. 
But  these  simple  demands  are  often  not  met.  Pro- 
lixity and  not  brevity  is  too  common  and  is  respon- 
sible for  a good  deal  of  the  unnecessary  hulk  of 
literature.  Lucidity,  on  the  other  hand,  is  to  some 
extent  an  outcome  of  the  language  a writer  uses. 
It  is  difficult  to  he  obscure  in  French,  easy  in 
German,  whilst  in  the  case  of  English  all  depends 
upon  how  it  is  written,  the  man  being  more  im])or- 
tant  than  the  medium.  In  all  languages,  however, 
it  is  i)rol)ahly  true  that  clear  thinking  and  clear 
writing  go  together. 

Aprojios  of  this,  it  is  one  of  the  unfortunate 
results  of  the  increasing  specialisation  of  knowledge 
that  the  writings  of  workers  in  one  department  are 
often  hardly  to  he  understood  by  those  outside  it. 
I confess,  for  instance,  that  many  papers  on  medical 
psychology,  hio-chemistry  or  iatro-mathematical 
subjects  might,  so  far  as  I at  least  am  concerned, 
just  as  well  he  written  in  Chinese.  Much  of  this 
obscurity  is  due  to  the  use  of  mere  jargon,  hut  some 
of  it  is  unavoidable,  for  as  knowledge  extends  new 
terms  are  needed  to  embody  fresh  conceptions. 
.Such  neologisms  should  as  far  as  possible  he  coined 
from  Greek  or  Latin  roots,  despite  the  fact  that 
Latin  is  no  longer  the  lingua  franca  of  science,  hut 
owing  to  the  narrow  chauvinism  so  widely  preva- 
lent today  there  is  an  increasing  tendency  to  use 
new  words  of  home  manufacture.  Many  of  the  new 
Germanisms  are  of  this  class.  Such  terminological 
self-sufficiency  is  much  to  he  regretted. 

Absence  of  Literary  Form 

In  addition  to  being  prolix  and  obscure  medical 
literature  exhibits  only  too  often  an  absence  of  any 


sense  of  style  or  even  of  grammar,  .\merican  medi- 
cal literature,  although  it  contains  some  admirable 
material,,  is  ai)t  to  offend  in  both  these  resjiects. 
Gould,  himself  an  .American,  has  said  of  .some  spec- 
imens of  it  that  "they  give  shame  to  gods  and  men 
and  are  fit  to  arouse  the  cachinuations  of  the  imj)s 
of  hell.”  W’e  are  not  yet  .so  had  as  that  here,  hut  the 
average  of  medical  writing  is  probably  not  so  high 
now  as  it  was  last  century.  Certainly  we  have  no 
textbooks  like  those  of  Michael  h'oster,  h'agge  or 
Osier,  and  the  modern  multiple  ])roductions  which 
have  succeeded  them  have  lost  the  individual  touch. 
It  is  noteworthy  that  much  of  the  didactic  writing 
of  older  days  was  in  lecture  form,  the  lectures  of 
Trousseau,  Graves,  W atson  and  G.  \\  . Balfour  are 
classical  exam])les  which  spring  to  mind,  hut  some- 
how the  modern  publisher  does  not  favour  lectures, 
although  they  are  usually  much  more  readable  than 
the  formal  te.xtljook. 

There  are  probably  several  reasons  for  so  much 
slovenly  writing.  Gften  it  is  the  re.svdt  of  mere  haste 
or  carelessness,  and  the  dictaphone,  the  stenog- 
rapher and  the  typewriter  have  much  to  answer  for 
in  this  conne.xion.  Medical  authors  are  for  the  most 
part  not  practised  writers  and  should  therefore  take 
all  the  more  pains,  nor  are  there  lacking  j)lenty  of 
mentors  and  instructors  for  the  novice  both  in  this 
country  and  in  America.’’  To  a large  e.xtent,  how- 
ever. the  root  of  the  evil  lies  deeper  and  is  a conse- 
quence of  defective  literary  and  linguistic  education. 
It  is  deplorable,  for  instance,  that  in  an  examination 
of  the  standard  of  the  M.R.C.P.  it  should  have  been 
found  necessary  to  drop  Latin  and  Greek  because 
almost  no  candidate  in  recent  years  ever  attempted 
the  conqiaratively  simple  translations  from  these 
languages,  whilst  very  few  show  even  any  knowl- 
edge of  German.  The  great  models  of  English  prose, 
too,  are  probably  less  read  by  the  younger  genera- 
tion, and  a literary  diet  of  newspapers,  detective 
novels,  and  the  productions  of  scenario-writers  is 
no  substitute  for  them. 

Style  and  Matter 

It  mav  he  contended  in  reply  to  all  this  that  the 
style  of  medical  writings  is  not  of  much  importance 
liecause  these  are  read  primarily  for  their  matter. 
Lhiquestionahly  this  is  too  superficial  a view,  for,  as 
Allhutt  said,  “the  man  of  science  ought  best  to  know 
that  style  and  matter  can  no  more  he  dissociated 
than  skin  and  hone  ; hut  if  we  write  clumsily,  loosely 
or  disjointedly  our  thoughts  are  accordingly.” 

It  is  time,  however,  that  I came  to  an  end,  or  you 
will  accuse  me  of  not  practising  the  brevity  which 
I have  jjreached.  Let  me  therefore  conclude  with  a 
quotation  from  Dr.  Charles  Singer,  himself  both  a 
scholar  and  a scientist,  in  which  this  question  of  the 
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relation  of  form  and  substance  in  scientific  writing 
is  very  clearly  presented  : 

‘‘Humanities  and  the  sciences  are  far  from  being 
as  independent  of  each  other  as  many  suppose.  If 
literarv  studies  lead  to  clear  and  ettective  expres- 
sion and  clear  and  eft'ective  thinking  in  the  domain 
of  science,  scientific  studies  ventilate  and  inform 
and  vitalise  literature.  The  separation  of  the  two 
disciplines,  especially  in  the  adolescent  stage  of 
mental  development,  does  an  injury  to  both." 

I believe  that  to  he  profoundly  true. 
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Summary 

.A  itatient  with  tyitical  Sheehan's  syndrome  with 
mvxedema  crisis  is  reported.  In  spite  of  sixteen 
vears  of  a miseral)le  existence,  an  excellent  response 
to  therapv  was  obtained  with  replacement  therapy. 
In  view  of  the  high  incidence  of  this  complication 
in  obstetrical  shock,  all  patients  whose  deliveries 
have  been  complicated  should  be  aggressively  fol- 
lowed for  at  least  a year  to  be  certain  that  the 
svndrome  does  not  develop. 
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money  at  key  points  and  setting  Itroad  standards 
and  then  encouraging  the  system  to  operate  from 
there. 

But  where  there  is  a gap  in  voluntarv  eltorts, 
when  there  is  a default,  then  without  anv  further 
ado,  increasingly  at  the  state  and  federal  level. 
Government  plans  will  promptly  he  j^romulgated 
and  ])ut  into  action.  The  fact  is  that  the  population 
is  anxious  alxnit  health,  determined  to  get  it.  and 
not  tolerant  of  half-hearted  efforts. 

I would  end  Iw  congratidating  the  Rhode  Island 
Blue  Cross  as  one  of  the  most  distinguished  plans 
in  the  United  States.  I would  call  upon  it  in  the 
sense  of  a challenge  to  develop  immediately  in  con- 
junction with  hospitals  a planning  mechanism  such 
as  I have  suggested  and  to  give  leadership  to  the 
concept  of  review  of  utilization  in  the  public  interest. 
I call  upon  it  to  make  it  clear  to  the  State  as  well  as 
to  the  Federal  Government  that  it  is  willing  to 
serve  in  an  administrative  function  in  regard  to 
programs  like  the  Medical  .Assistance  to  the  -Aged 
Program.  I call  upon  it  to  step  forward,  announce 
itself  as  a renewed  partner  in  this  community  for 
the  ne.xt  25  years. 

PATRONIZE  JOURNAL 
ADVERTISERS 


Editorials 


"THE  MANY  FACES  OF  CARCINOMA  OF  THE  LUNG" 


The  increasing  incidence  of  inilnionary  car- 
cinoma. arising  from  greater  longevity  and  the 
widespread  use  of  cigarettes,  calls  for  greater  acu- 
men in  detection  if  we  are  to  improve  the  present 
discouraging  results  of  treatment.  Clynn  R.  Ford 
and  W'alter  J.  Bnrdette  of  the  University  of  Utah 
in  an  eNcellent  eNhihit  having  the  above  title  at  the 
October  1964  Congress  of  the  American  College  of 
Surgeons  presented  data  showing  the  varied  clinical 
guises  under  which  pulmonary  carcinoma  can 
masquerade.  Ac(|uaintance  with  unfamiliar  as  well 
as  familiar  jiatterns,  they  emphasize,  is  necessary 
if  we  hope  to  better  our  ho.N  score  in  the  detection 
of  this  highly  fatal  disease.  \\  hen  suspicion  is 
aroused,  accurate  diagnosis  and  treatment  are  then 
near  at  hand. 

They  outline  seven  stejis  which  are  necessary  to 
increase  salvage  of  patients  with  cancer  of  the  lung. 
These  stejis  are : 

1.  Investigation  of  minimal  i>uhnonary 
symptomatology. 

2.  Periodic  x-ray  studies  of  the  chest. 

3.  Pursuit  of  suspicious  clinical  patterns  to  an 
accurate  diagnosis. 

4.  Routine  biopsy  of  bronchial  epithelium  in 
bronchoscopy.  (Paj)  smears,  which  were 
not  mentioned,  should,  of  course,  he  made 
as  well. ) 

.s.  Thoracotomy  for  diagnosis  when  necessary. 


f).  Early  definitive  treatment.  ( Thev  also  men- 
tion pleural  hiojisy. ) 

7.  \4gorous  follow-uj)  of  jiatients. 

4 he  essence  of  the  jiresentation,  however,  was  an 
analysis  of  the  clinical  patterns  in  108  cases  of  jnil- 
monary  carcinoma.  While  the  majority  of  cases 
presented  the  expected  findings  of  perihilar  mass 
( .^.6  per  cent  l and  solitary  pulmonarv  nodule 
(21.3  per  cent  ),  the  remaining  44  per  cent  of  cases 
were  characterized  by  some  eleven  other  less 
common  manifestations.  4'hese  patterns  with  the 
jiercentage  of  incidence  of  each  were  as  follows : 
collajise  of  segment,  lobes,  or  lung  ( 16.7 ) ; pleural 
effusion  (3.5)  ; mediastinal  adenojiathy  as.sociated 
with  an  otherwise  occult  tumor  (5.5);  slowly 
resolving  pneumonia  ( 3.7  ) ; chest  wall  lesion  (3.7)  ; 
hronchiolar  disease  (1.8)  ; cavitation  (1.8)  ; supe- 
rior sulcus  tumor  ( 1.8)  ; jmlmonary  abscess  ( 1.8)  ; 
obstructive  emphysema  (0.9);  and  nmltiple  jiri- 
mary  lesions  ( 0.9 ) . 

In  the  light  of  this  sjiectrum  of  manifestations  of 
carcinoma  of  the  Inng.  one  can  never  he  .secure  in 
failing  to  entertain  and  to  pursue  adecjuately  a 
diagnosis  of  malignant  neoiilasm  when  any  of  them 
are  present.  We  feel  that  this  simjile  study  is  highly 
significant  and  hojie  that  its  lessons  will  help  to 
alert  the  profession.  \\’e  trust  that  the  information 
will  be  available  in  the  general  literature  at  an 
early  date. 


RACE  FOR  THE  MOON  NOT  A STUNT 


WERNHER  VON  P>RAUN,  the  brilliant  director  of 
the  national  space  agency’s  George  C. 
Marshall  Space  Flight  Center  at  Huntsville,  Ala- 
bama, in  his  eloquent  Martin  Memorial  Lecture 
before  the  Clinical  Congress  of  the  American 
College  of  Surgeons  in  Chicago  in  October  1964, 
gave  assurance  that  Project  Apollo,  the  moon  shot, 
“is  not  an  adventurous  race  to  the  moon  for  dra- 
matic propaganda  purposes.’’  Misgivings  have 
been  expressed  that  this  project  is  wasteful  of 
treasure  that  might  otherwise  he  devoted  to  the 
betterment  of  mankind. 

Although  von  Braun  expects  that  the  climactic 


phases  of  the  project  will  “undeniably  he  crammed 
with  excitement  such  as  we  have  never  before  wit- 
nessed," it  is  none-the-less,  he  argued,  “a  serious 
scientific  research  and  development  undertaking.’’ 
Preparation  for  space  exploration  will  undoubtedly 
provide  advances  applicable  outside  the  space  pro- 
gram. The  medical  field  has  already  in  fact,  he 
stated. “shared  in  the  spin-off"  from  space  research.’’ 
He  continued : 

“(One  recent  X.A.S.A.  development  is  an  instru- 
ment which  will  iiermit  precise  detection  of  the 
eff  ects  drugs  may  have  on  the  heart  action  of  unborn 
babies.  The  machine  is  so  sensitive  that  it  is  capable 
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of  measuring  the  heartbeats  of  a l)ol)\vhite  emhryt). 
without  l)reaking  the  shell  of  the  egg  or  implanting 
electrodes. 

“Also  in  the  works  is  an  improved  hiotelemeter 
which  can  sense  and  send  out  signals  of  the  heart 
heat  and  respiration  of  humans.  It  ojierates  through 
a small  capsule  pasted  to  the  skin  which  beams 
signals  — even  through  clothing  — a distance  of 
20  feet  to  a receiver." 

In  some  instances  projects  rejected  for  space 
application  mav  be  useful  in  other  fields.  One  such 
device  is  an  unmanned  machine  for  lunar  explora- 
tion, a lunar  walker,  which  mav  be  adaptable  as  a 
device  for  limbless  children.  This  walker  unbeliev- 
ably ])ermits  negotiatioit  of  open  fields,  street  curbs, 
beach  sand,  and  inclines  even  up  to  45  degrees. 

That  there  would  be  further  advances.  Doctor 
von  Ilraun  was  confident.  ■■X.A.S..\.."  he  stated, 
“has  marshaled  a team  of  hundreds  of  thousands  of 
scientists,  engineers,  and  skilled  technicians  in  its 

THE  SPECIAL  PROBLEM 

IT  HAS  LONG  BEKX  RECOGNIZED  that  gastric  ulcer 
is  a different  breed  of  cat  from  duodenal  ulcer, 
(iastric  ulcer  tends  in  general  not  to  be  associated 
with  primary  acid  hypersecretion  as  is  the  case  with 
duodenal  ulcer.  The  clinical  association  of  gastric 
ulcer  and  carcinoma  is  a close  one,  although  there 
are  difficulties  in  establishing  a pathogenetic  rela- 
tionship. The  association  of  duodenal  ulcer  and 
carcinoma  is  rare. 

Lester  R,  Dragstedt.  the  distinguished  surgeon 
and  gastric  phvsiologist  ( now  of  Florida,  formerly 
of  Chicago ) , continues  to  contribute  substantially 
to  the  understanding  of  gastroduodenal  peptic 
ulceration.  Recent  rejiorts  from  his  clinic  bearing 
on  the  mechanism  of  gastric  ulcer  formation  under 
two  sjiecial  situations  have  contributed  materially 
to  the  further  clarification  of  this  rather  oliscure 
lesion. 

His  studies  have  produced  over  the  years  a valid 
explanation  for  the  coexistence  of  gastric  and  duo- 
denal ulcer.  It  has  long  been  recognized  that  pyloric 
stenosis  exerts  an  unfavorable  influence  on  the 
healing  of  chronic  duodenal  and  gastric  ulcers. 
Matthews  and  Dragstedt  in  19.52  found  that  pieces 
of  duodenum  and  jejunum,  when  implanted  in  the 
normal  stomach,  remained  in  good  condition  for 
months.  W hen,  however,  gastric  retention  was  jiro- 
duced  by  jivloric  narrowing,  they  rapidly  ulcerated. 
Secretory  studies  demonstrated  prolongation  of 
secretion  and  high  acid  concentration  in  the  latter 
*The  Henry  Jacob  Bigelow  Medal  of  the  Boston  Surgical 
Society  was  awarded  to  Doctor  Dragstedt  at  the  Fiftieth 
.■\nniversary  Dinner  of  the  Society  on  Xoveinher  17,  1%4. 
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efforts  to  develop  a true  spacefaring  capability  for 
the  United  States.  Project  .\pollo  is  the  focal  point 
of  this  effort  — not  its  ultimate  purpose.” 

He  added  that : “The  technological  tempo  is  step- 
ping up  now  and  will  continue  its  uiiward  spiral. 
X.A.S.A.  research  teams  include  manv  medical 
men  and  from  them  will  come  new  ideas  and  theo- 
ries. These  teams  are  probing  the  specific  problem 
of  placing  man  into  an  environment  where  there  is 
nothing  to  aid  in  his  support.”  It  is  inevitable,  he 
feels,  that  from  this  will  come  advances  useful  to  man 
in  meeting  stresses  in  a less  hostile  environment. 

It  is  comforting  to  hear  from  such  an  impressive 
source  that  the  moon  project  is  a truly  scientific 
endeavor,  and  not  purely  a cosmopolitical  tour  de 
force  : and  further  that  mankind  will  benefit  in  many 
ways,  not  the  least  medically,  from  the  scientific  and 
technological  advances  which  this  mammoth  under- 
taking may  be  expected  to  generate. 

OF  GASTRIC  ULCER* 

animals.  Ivy  in  1927  produced  hypersecretion  in 
Pavlov  gastric  pouches  in  dogs  by  producing  pvlo- 
ric  stenosis.  Later  studies  demonstrated  that  vagot- 
omy did  not  prevent  this  t\pe  of  hypersecretion. 
Recently  Dragstedt  and  his  grouj)  have  produced 
gastric  ulcer  in  dogs  by  the  simple  expedient  of 
producing  a fibrotic  jwloric  stenosis.  Spontaneous 
gastric  ulcers  in  normal  dogs  are  exceedingly  rare. 

In  another  series  of  experiments,  this  time  uti- 
lizing rabbits.  Dragstedt  and  co-workers  fairly 
consistently  produced  gastric  ulcers  by  merely 
performing  vagotomy.  The  addition  of  a drainage 
jirocedure.  such  as  gastroenterostomy  or  pyloro- 
plasty. prevented  the  formation  of  ulcers. 

It  has  been  known  for  a long  time  that  patients 
with  gastric  retention  from  duodenal  ulcer  are 
particularly  prone  to  develop  gastric  ulcer. 
Experimental  evidence  is  now  quite  convincing  that 
jirolonged  contact  of  food  with  the  antral  mucosa 
produces  a jirolonged  secretion  of  gastric  juice 
through  the  liberation  of  the  gastric  secretory  hor- 
mone gastrin.  Dragstedt’s  recent  studies  further 
support  the  view  that  gastric  ulcers  in  man  are 
usually  due  to  a hypersecretion  of  gastric  juice  of 
hormonal  ( gastrin  ) origin  brought  about  by  gastric 
stasis.  X'agotomy  and  in  lorojilasty  or  gastroenter- 
ostomv  in  man  will  produce  healing  of  gastric  ulcers 
due  to  stasis.  It  is  very  likely  that  the  drainage  pro- 
cedure is  the  major  factor  in  promoting  this  healing, 
although  vagotomv  ma\-  contribute  by  generally  re- 
ducing the  response  of  gastric  glands  to  all  stimuli. 

This  freciuent  association  of  gastric  ulcer  with 
gastric  stasis  should  generally  increase  the  suspi- 
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cion  of  carcinoma  when  stasis  t)r  concomitant  duo- 
denal idcer  cannot  be  demonstrated.  The  mechanism 
of  association  may  have  l)earing  also  on  the  rela- 
tively uncommon  association  of  gastric  carcinoma 
and  duodenal  ulcer.  Dragstedt  once  again,  before 
the  1964  session  of  the  American  Surgical  Associa- 
tion, summarized  the  mounting  lahoratorv  and 
clinical  evidence  sui)])orting  the  view  that  gastric- 
ulcers,  unlike  duodenal  ulcers,  usuallv  result  from 
hypersecretion  of  gastric  juice  stimulated  hv  the 


hormone  gastrin,  elaborated  in  the  gastric  antrum 
in  response  to  food  and  food  stasis,  lie  emphasized 
that  vagotomy  will  not  substantially  reduce  this 
ty])e  of  secretion  unless  accom])anied  hv  a drainage 
])rocedure  or  resection  of  the  gastric  antrum. 

W e are  indebted  to  Dragstedt  for  these  imi)or- 
tant  contributions.  .\  more  general  under.standing 
and  recognition  of  these  useful  and  a])parently 
classical  conce])ts  would  seem  desirable. 


CONGRATULATIONS  RHODE  ISLAND  BLUE  CROSS 


"D  hodk  Island  Blue  Cross,  founded  in  1939,  is 
now  celel)rating  its  Twenty-fifth  Anniversarv. 
W’e  congratulate  the  organization  upon  completion 
of  a highly  successful  (juarter  century.  Rhode  Island 
physicians  should  take  special  satisfaction  in  the 
accomplishments  of  this  efficient  and  well-run  non- 
profit corporation.  .Almost  universally  subscribed 
to  by  tbe  people  of  Rhode  Island,  it  has  the  highest 
ratio  of  subscribers  and  tbe  lowest  overhead  cost  in 
the  country.  Because  of  our  close  association 
through  Physicians  Service,  the  success  of  Blue 
Cross  is  of  great  importance  to  the  medical  i)rofes- 
sion  in  this  state. 

Because  of  its  close  connection  with  hospital 
charges  and  rates,  Blue  Cross  has  been  es])ecially 
interested  in  the  matters  of  utilization,  hospital 
construction,  ambulatory  and  nursing  home  facili- 
ties, and  efficient  operation.  Concurrent  with  this 
significant  anniversary.  Rhode  Island  Blue  Cross 
has  been  attentive  to  these  i)roblems. 

Published  elsewhere  in  this  issue  is  an  address 
delivered  by  Walter  J.  McXerney,  F’resident  of  the 
National  Blue  Cross  .Association,  at  the  Twenty- 
fifth  Anniversarv  luncheon  of  Rhode  Island  Blue 


Cross.  Because  of  the  important  im])act  on  the  total 
medical  economy  of  hospital  and  Blue  Cross  ])olicy, 
we  feel  that  our  readers  will  find  this  Cf)mmentary 
of  interest. 

We  look  with  some  apj)rehension  upon  the  con- 
troversial view  that  controls  upon  ])hysicians  and 
hospitals  are  an  essential  requirement  for  efficient 
and  economical  operation  of  hospitals.  The  refusal 
with  court  actiuiescence  by  two  plans  to  accept  hos- 
pitals wbich  were  built  outside  a master  ])lan  is  a 
little  frightening.  It  suggests  to  some  the  twilight 
of  the  voluntary  hospital  as  a truly  voluntary 
agency.  At  any  rate,  everyone  should  read  this 
document  thoughtfully,  and  decide  for  himself  the 
extent  to  which  he  feels  we  can  make  an  adjustment 
in  Rhode  Island  between  sensible  self-government 
and  outright  regimentation. 

Once  again,  let  us  congratulate  Rhode  Island 
Blue  Cross  ui)on  the  occasion  of  this  significant 
birthday,  and  hope  that  it  will  face  the  trying  times 
ahead  with  the  maturity  and  restraint  which 
we  have  come  to  expect  from  that  distinguished 
organization. 


KIVEN  MEMORIAL  LECTURE 

.MONDAY,  DECEMBER  14.  1964  8:30  P.M. 

Aiidiforiiiiii  . . . Miriam  Hospital 

"EVALUATION  OF  SERUM  LIPIDS  AS  PREDICTORS  OF  CHD” 
William  B.  Kannel,  m.d. 

-Associate  Director,  Heart  Disease  Epidemiology  Study.  Eraming- 
ham,  }ilass. ; Research  Eellow  in  Preventive  Medicine,  Harvard 
Medical  School;  Medical  Director  in  Public  Health  Service. 


S ponsorcd  by  Colleagues  and  Friends  of  the  late  Doctor  \athan  J.  Kiven, 
and  by  the  Rhode  Island  Heart  Association 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  in  Providence  on  Monday,  Octo- 
ber 5.  1964.  'I'he  meeting  was  called  to  order  by  the 
President,  Dr.  Frank  I.  Matteo,  at  8:30  p.m. 

Minutes  of  Previous  Meeting 

The  President  noted  that  the  minutes  of  the  April 
meeting  of  the  Association  had  been  published  in 
the  Rhode  Isl.a.xd  Medic.vl  Jourx.vl,  and  unless 
there  were  corrections  to  he  noted  they  would  stand 
as  approved.  There  were  no  corrections  noted,  and 
the  minutes  stand  approved. 

Report  of  the  Secretary 

In  the  absence  of  Dr.  William  A.  Reid.  Secretary, 
Dr.  Rertram  H.  Buxton.  Jr.,  serving  as  secretary 
pro  tern,  reported  as  follows: 

The  E.xecutive  Committee  has  met  to  review 
applications  and  resignations,  as  well  as  to  transact 
matters  of  business  for  the  Association. 

The  Committee  reviewed  the  matter  of  medical 
care  for  Providence  City  Employees  which  was  to 
he  presented,  to  the  House  of  Delegates,  and  it 
exi)ressed  its  willingness  to  assist  in  a review  and 
study  of  this  issue. 

The  jiroposed  advertising  campaign  to  educate 
the  public  regarding  medical  care  ])rograms  for  the 
aged,  sponsored  by  the  AMA.  was  reviewed. 
.Approval  was  given  to  sujiport  a revised  advertise- 
ment for  Rhode  Island,  and  to  publish  the  ad  in  the 
Providence  Sunday  Journal  on  (October  11,  and  the 
Evening  Bulletin  on  the  13th,  with  the  signature  of 
the  Association. 

The  President  was  authorized  to  app(.)int  two 
members  to  serve  on  the  Medical  Advisory  Com- 
mittee of  the  Providence  County  Chapter  of  the 
National  Foundation. 

The  Entertainment  Committee  was  commended 
for  its  outstanding  arrangements  for  the  Annual 
Dinner  and  Golf  Tourney. 

The  Executive  Committee  recommends  election 
to  active  membership  of  the  following  physicians : 
Frank  G.  DeLuca,  m.d.  Dugald  H.  Munro,  m.d. 
Martin  P.  Feldman, m.d.  Andrew  G.  Platthy,  m.d. 
Joseph  R.  Gaeta,  m.d.  Chen-Ving  Yu.  m.d. 
John  C.  Lathrop,  m.d. 


Mr.  President.  I move  the  adoption  of  this  report 
and  the  election  of  the  physicians  nominated  for 
active  membership. 

Announcements  by  the  President 
Dr.  Frank  I.  Matteo.  President,  made  the  fol- 
lowing announcements : 

1.  It  is  with  deep  regret  that  I report  to  you  the 
death  of  the  following  members  of  the  Associa- 
tion since  our  April  meeting : 


Dr.  Bernard  Ferrara  April  19 

Dr.  Edward  G.  Melvin  June  27 

Dr.  Eliot  -A.  Shaw June  27 

Dr.  John  E.  Menzies  August  13 

Dr.  Henry  McCusker September  19 


I ask  that  you  all  stand  for  a moment  of  silent 
prayer  in  memory  of  these  physicians. 

^ ^ 

2.  The  Disability  Determination  Unit  of  the  State 
Department  of  Education  has  an  exhibit  here  at 
our  meeting  tonight,  and  I hope  that  all  doctors 
present  will  take  a few  minutes  to  view  the  dis- 
play and  talk  to  the  Department  representatives, 
if  you  haven't  already  done  so. 

^ ^ 

3.  On  Wednesday,  (Jetober  21,  at  the  Miriam 
Hospital.  Dr.  Mark  Altschule  will  deliver  the 
Gerber  Oration,  and  you  are  invited  to  attend. 

>;:  >;s  ^ 

At  our  .Association  meeting  on  Monday.  Novem- 
ber 2,  Mr.  Riccio.  Director  of  the  State  Depart- 
ment of  Social  Welfare,  will  report  to  us  on  the 
new  state  Medical  Care  Program  for  the  Elderly. 

Address  by  Air.  W'adland 
Dr.  Matteo  introduced  Mr.  William  Wadland, 
Trust  Officer  of  the  National  Shawmut  Bank  of 
Boston,  who  addressed  the  meeting  on  “.A  Retire- 
ment Program  for  the  Physician.”  In  his  address, 
Mr.  Wadland  reviewed  the  origins  of  the  New 
Ivngland  State  Medical  Society  Retirement  Pro- 
gram which  has  evolved  from  the  combining  of  the 
Beacon  Investing  Corporation  for  consecutive 
diversified  equity  investment  and  a fixed  income 
annuity  plan  purchased  through  the  New  England 
.Mutual  Insurance  Company. 
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(clearly  decongested  with  Dimetapp) 


(Dimetane® [brompheniramine  maleate],  12  mg.;  Phenylephrine  hydrochloride  15  mg.;  Phenylpropanolamine  hydrochloride,  15  mg.) 


In  sinusitis,  colds,  U.R. I.,  Dimetapp  lets  your  “stulTed-up”  patients  breathe  easy  ogom.Each  long-acting 
Extentab  provides  clear  relief  for  up  to  10-12  hours,  yet  seldom  causes  drowsiness  or  overstimulation. 


BRIEF  SUMMARY:  Indications:  Dimetapp  reduces 
nasal  secretions,  congestion,  and  poslnasal  drip  for  symp- 
tomatic relief  of  colds,  U.R. I.,  sinusitis,  and  rhinitis. 
Side  Effects:  In  high  dosages,  occasional  drowsiness 
due  to  the  antihistamine  or  CNS  stimulation  due  to  the 
sympathomimetics  may  he  observed.  Precautions: 


Administer  with  caution  in  the  presence  of  cardiac  or 
peripheral  vascular  diseases  and  hypertension.  Contra- 
indications: Antihistamine  sensitivity.  Not  recom- 
mended for  use  during  pregnancy. 

^Clinical  report  on  file,  Medical  Department,  A.H.  Robins  Co..  Inc. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA. 


THE  ULCER  LIFE 

In  this  “pop  art"  assemblage,  artist  Bob  Sullivan  depicts  “the  ulcer  life”  as  man-in-a-box.  The  wall  of  nails  closing  in  might  well  sym- 
bolize the  torturous  demands  of  a rigid,  conformist  society.  As  for  the  man,  his  disembodied  psyche  moves  relentlessly  onward  with  the 
blank,  fixed  stare  of  a man  who  has  lost  control  of  his  own  destiny.  Small  wonder  that  his  gastric  mechanism  rebels. 

NUMBER  1 IN  A SERIES 


for  the  ulcer  life: 
a new  strength  of  glycopyrrolate 

ROBINUL  FORTE 

2 mg.  per  tablet 

ROBINUE-PH  FORTE 

glycopyrrolate  2 mg.  phenobarbital  16.2  mg.  (warning:  may  be  habit  forming) 


When  glycopyrrolate  was  first  introduced,  clinicians  were  immediately  impressed  by  the 
remarkable  ability  of  this  compound  to  exert  a more  specific  pharmacologic  action  on  the 
gastrointestinal  tract  than  on  other  organ  systems.  For  example,  they  often  found  that  in 
difficult  patients  the  dosage  could  easily  be  adjusted  upwards  to  achieve  the  desired  suppres- 
sion of  both  hypertonicity  and  secretion  . . . without  paying  the  penalty  of  side  effects  intoler- 
able to  the  patient.  Thus,  it  is  no  surprise  that  many  clinicians  suggested  that  a double-strength 
2 mg.  tablet  of  glycopyrrolate  would  be  both  practical  and  useful.  For  those  patients 
ordinarily  unresponsive  to  anticholinergics  or  for  those  exhibiting  the  more  prominent  symp- 
toms, the  new  Forte  dosage  forms  are  a worthwhile  addition  to  your  ulcer  armamentarium. 


BRIEF  SUMMARY 

indications:  In  addition  to  its  primary  indications  for  duodenal 
and  gastric  ulcer,  glycopyrrolate  is  indicated  for  other  G-I 
conditions  which  may  benefit  from  anticholinergic  therapy. 
Robinul-PH  Forte  (glycopyrrolate  2 mg.  with  phenobarbital)  is 
indicated  v/hen  these  situations  are  complicated  by  mild  an.xiety 
and  tension. 

contraindications:  Glaucoma,  urinary  bladder  neck  obstruc- 
tion, pyloric  obstruction,  stenosis  with  significant  gastric 
retention,  prostatic  hypertrophy,  duodenal  obstruction,  cardio- 
spasm (megaesophagus),  and  achalasia  of  the  esophagus,  and  in 
the  case  of  Robinul-PH  Forte,  sensitivity  to  phenobarbital. 


precautions:  Administer  with  caution  in  the  presence  of 
incipient  glaucoma. 

SIDE  effects:  Dryness  of  mouth,  blurred  vision,  urinary  dif- 
ficulties, and  constipation  are  rarely  troublesome  and  may 
generally  be  controlled  by  reduction  of  dosage.  Other  side  effects 
associated  with  the  use  of  anticholinergic  drugs  include  tachy- 
cardia, palpitation,  dilatation  of  the  pupil,  increased  ocular 
tension,  weakness,  nausea,  vomiting,  headache,  dizziness, 
drowsiness,  and  rash. 

dosage:  Should  be  adjusted  according  to  individual  patient 
response.  Average  and  maximum  recommended  dose  is  1 tablet 
three  times  a day:  in  the  a.m.,  early  p.m.,  and  at  bedtime. 

See  product  literature  for  full  prescribing  information. 


A.  H.  ROBINS  COMPANY,  INC.,  RICHMOND,  VIRGINIA  | PHARMACEUTICALS  | RESEARCH 
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AS  CLEAN 
AS  MODERN 

DAIRY  SCIENCE 
CAN  MAKE  IT  . . . 


The  A.  B.  Munroe  Dairy 
Laboratory,  where  milk  is 
subjected  to  constant  testing, 
using  the  most  modern  methods 
of  milk  analysis. 


Through  every  step  in 
processing,  from  the  immaculate 
receiving  room  to  pasteurizing 
and  homogenizing,  on  through 
bottling  and  refrigeration,  the 
A.  B.  Munroe  Dairy  observes 
the  strictest  standards  of 
dairy  hygiene.  The  spotless 
surroundings  and  rigid  quality 
control  are  so  designed  that  all 
A.  B.  Munroe  Dairy  products 
that  reach  your  table  are  as 
fresh,  wholesome  and  pure  as 
modern  science  can  make  them. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 


PROVIDENCE  MEDICAL  ASSOCIATION 

concluded  from  page  544 

Tlie  original  24  stockholders,  including  Rhode 
Island's  Drs.  .Sargent,  Adelson,  and  Landsteiner 
in  June.  1962,  made  an  original  investment  of 
$109,000.  Today  there  are  over  100  stockholders 
with  a total  investment  and  cash  holdings  of 
$3,000,000. 

The  Beacon  Investment  Corporation  is  adminis- 
tered hv  the  Xational  Shawmut  Bank  and  has  as 
investment  advisers  Standard  & Poor’s  Corpora- 
tion. Its  mission  is  to  seek  capital  growth  through 
the  appreciation  in  value  of  securities  in  its  portfolio 
with  growth  of  income  as  a secondarv  objective. 

Mr.  Wadland  explained  the  mechanics  of  the 
total  program's  operation  and  related  the  highlv 
favorable  report  rendered  by  the  SEC  with  regard 
to  the  program’s  organization  and  operation. 

He  discussed  the  possilde  applications  of  HR.  10 
to  this  program  and  stressed  several  methods  of  tax 
sheltered  treatment  for  physician  investors  in  the 
Program.  He  stressed  the  need  for  individual  eval- 
uation as  to  how  best  to  weave  this  program  into 
one's  estate  planning  and  concluded  by  reminding 
his  interested  audience  that  the  program  is  one 
means  by  which  a physician  can  acquire  money, 
keep  it  and  finallv  distribute  it. 

Mr.  Wadland  left  literature,  prospectuses  and 
annual  reports  for  the  perusal  and  use  of  members 
of  the  Medical  Association.  Anv  questions  regard- 
ing participation  should  be  directed  to  Xew  Eng- 
land Physician's  Retirement  Program ; Xational 
Shawmut  Bank.  Plan  Accounts  Dept.,  40  Water 
Street.  Boston,  Alassachusetts. 

■After  his  formal  presentation,  Air.  Wadland 
answered  questions  from  the  audience  regarding 
various  ])hases  of  investment  and  annuity  programs. 

Adjournment 

The  meeting  was  adjourned  at  9:.50  p..m.  Colla- 
tion was  served.  Attendance  : 87. 

Respectfully  submitted, 

Bertram  H.  Buxton,  Jr.,  ji.d. 
Secretary  Pro  T cm 

M A C 

JOHN  R.  McDonald 

CRISS  CADILLAC  CO.,  INC. 

555  ELMWOOD  AVENUE 
PROVIDENCE,  R.  I. 

^rr-  1 HO  7-6600  Home 

Uttice-^ST  1-9500  WI  1-0639 

“Available  To  Satisfy  Any  of  Your  Motoring  Needs” 
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Attractive  ^ Functional  Offices 


Desiyners  £ Suppliers  of  Offices 

150  Dorrance  Street  • Providerrce  3,  R.  I.  • GAspee  1-5228 


DOCTOR... 

Build  An  Estate  for  your  Son ! 

★ ★ ★ 

$100,000  ORDINARY  LIFE  INSURANCE 


Age  1 

. . $ 559.00,  yearly 

Age  5 

. . $ 616.00,  yearly 

Age  10 

. . .$  725.00,  yearly 

Age  13 

. . .S  800.00,  yearly 

Age  16 

. . $ 884.00,  vearlv 

Age  20 

. . $1010.00,  yearly 

★ ★ ★ 

After  five  years,  yearly  guaranteed  in- 
crease in  cash  value  exceeds  deposits ! 

★ ★ ★ 

An  ideal  gift  to  sons  and  grandsons. 

■k  -k  -k 

Write  or  ’phone: 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  St.,  Providence,  R.  I. 


Wherever  you  go 
forget  your  telephone 
calls.  WeMI  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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THROlliH 


College  of  Surgeons  Inducts  Eight  from  R.I. 

Eight  Rhode  Island  physicians  were  inducted  as 
Fellows  of  the  American  College  of  Surgeons  at  the 
annual  clinical  congress  of  the  College  held  in 
Chicago  in  earlv  October.  Those  honored  were : 
Drs.  Ira  H.  Anjoorian.  John  R.  Bernardo.  Jr..  Rudy 
K.  Meisehnan.  John  G.  Pierik.  Clarence  H.  Soder- 
herg.  Jr..  Edward  Spindell.  Leonard  J.  Triedman. 
and  Armand  D.  \'ersaci.  All  are  from  Providence. 

Four  Specialty  Groups  Claijn  Majority  of 
AMA  House  of  Delegates 

An  analysis  of  the  medical  specialty  reported  by 
the  voting  members  of  the  AMA  House  of  Dele- 
gates — 228  members  — as  of  October  of  this  year 
shows  General  Practice  with  49.  General  Surgery 
with  41.  Internal  Medicine  with  39.  and  Obstetrics 
and  Gvnecology  with  21.  as  the  dominant  groups. 
The  next  sizable  representation  to  these  four 
leaders  is  the  listing  of  Administrative  Medicine, 
with  13. 

14.6  Million  Hat  e Heart  Disease 

One  out  of  every  four  adult  Americans  either  has 
heart  disease  or  is  suspected  of  being  so  afflicted. 

Statistics  from  the  U.S.  National  Health  Survey 
show  that  14.6  million  adults  (17  years  of  age  to 
age  79)  have  heart  disease,  and  another  13.0  million 
are  thought  to  have  the  disease.  The  figures  show 
that  out  of  every  1.000  adults.  132  definitely  have 
heart  disease  and  117  are  “suspected." 

The  XHS  compiled  its  data  by  drawing  samples 
of  the  population  of  the  U.S.  (adult  population: 
111.1  million  ) . bv  medical  examination,  and  liy  vari- 
ous tests  and  measurements.  The  study  covered 
1960-62. 

.According  to  the  XHS.  heart  disease  is  more 
jirevalent  in  women  than  in  men.  W omen  num- 
bered 7.970.000  with  definite  heart  disease,  and 
men  6.632.000  — a difference  of  1.318.000. 

The  XHS  data  also  revealed  that  heart  disease 
rose  sharjdy  with  age.  For  instance,  in  the  18-24 
age  group,  less  than  2 per  cent  has  definite  heart 


disease,  while  in  the  73-79  age  group.  39  per  cent 
of  the  men  and  46  j)er  cent  of  the  women  had  definite 
heart  disease. 

Moreover,  in  the  73-79  bracket,  the  majoritv  had 
heart  disease  of  some  form,  with  more  persons  in 
the  “definite"  category  than  in  the  "suspect"  group. 

Heart  disease  was  also  found  to  he  more  common 
in  men  than  in  women  until  the  age  of  33.  and  more 
common  in  women  at  older  ages.  In  other  words, 
heart  disease  rose  more  rapidly  with  age  in  women 
than  with  men. 

The  X*H.S  study  showed  that  among  the  various 
types  of  heart  disease,  hypertensive  heart  disease 
was  in  the  majoritv  with  10.3  million  adults  in  the 
“definite"  category.  Coronary  heart  disease  was 
ne.xt  with  3.1  million  definite.  Other  forms  of  heart 
disease  such  as  rheumatic  and  congenital  heart 
disease,  accounted  for  suhstantiallv  fewer  cases. 

Under  the  "suspect"  group.  4.4  million  were 
thought  to  have  hypertensive  heart.  2.4  million 
coronary  heart  disease. 

Legislation  for  Better  Housing  for  Aged 

With  the  jiassage  of  the  Housing  Act  of  \9(>4 
we  have  another  major  contribution  to  meet  the 
urgent  housing  needs  of  .America's  senior  citizens. 

There  are  now  more  than  18  million  .Americans 
over  the  age  of  63.  and  one  out  of  three  of  the 
households  headed  Iiy  peojile  63  and  over  are  defi- 
cient in  that  thev  are  dilajiidated.  or  deteriorating 
or  lacking  in  certain  necessarv  facilities.  In  addition, 
many  other  elderly  are  forced  to  live  with  children 
when  they  would  rather  live  independently,  and 
still  others  are  in  dwelling  units  which,  while 
regarded  as  standard,  are  too  large,  too  unsafe, 
too  difficult  to  maintain,  too  inefficient  for  the 
changes  which  occur  with  age. 

In  addition  to  the  Federal  legislation  pas.sed  this 
\ ear.  se\  eral  states  enacted  new  statutes  hearing  on 
housing  for  older  jieople.  The  Rhode  Island  Legis- 
lature jiassed  laws  authorizing  four  city  and  town 
councils,  with  voter  ai)proval.  to  e.xempt  real  and 
personal  jiropertv  of  anv  persons  63  or  over  from 
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Special  cough  formula  for  children 

Pediacof 

Each  teaspoon  (5  ml.)  contains  codeine  phosphate  5 mg., 

Neo-Synephrine®  hydrochloride  (brand  of  phenylephrine  hydrochloride)  2.5  mg., 
chlorpheniramine  maleate  0.75  mg.  and  potassium  iodide  75  mg. 

soothing  decongestant  and  expectorant 


relieves  cough 
nasal  drip 
congestion 
running  nose 
sneezing 

eases  expectoration 


bright  red, 
pleasant-tasting, 
raspberry-flavored  syrup 

Pediacof  is  different.  It  is  designed  espe- 
cially for  children,  and  each  ingredient  is  in 
the  right  proportion.  The  potassium  iodide 
in  Pediacof  is  so  well  masked  that  it  is  virtu- 
ally unnoticeable.  Children  like  the  sweet 
raspberry  flavor  of  bright  red  Pediacof. 

Dosage:  Children  from  6 months  to  1 year, 
14  teaspoon;  from  1 to  3 years,  14  to  1 tea- 
spoon; from  3 to  6 years,  1 to  2 teaspoons; 
and  from  6 to  12  years,  2 teaspoons.  These 
doses  are  to  be  given  every  four  to  six  hours 
as  needed. 


How  supplied:  Bottles  of  1 6 fl.  oz. 


Available  on  prescription  only. 
Exempt  Narcotic. 


Side  effects:  The  only  significant  untoward 
effects  that  have  occurred  are  mild  anorexia 
and  an  occasional  tendency  to  constipation. 
However,  discontinuance  of  Pediacof  has 
seldom  been  required.  Mild  drowsiness  oc- 
curs in  some  patients  but,  when  cough  is 
relieved,  the  quieting  effect  of  Pediacof  is 
considered  beneficial  in  many  instances. 

Precautions  and  contraindications:  Patients 
with  tuberculosis  or  those  who  are  known 
to  be  sensitive  to  iodides  should  not  be  given 
Pediacof. 

Caution  should  be  exercised  if  Pediacof  is 
administered  to  patients  with  cardiac  dis- 
orders, hypertension  or  hyperthyroidism. 

Warning:  May  be  habit  forming. 

Winthrop  Laboratories 
New  York,  N.Y. 


In/nfhrop 
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valuation  tor  taxation  nj)  to  $1,000.  The  citations 
follow : 

Lincoln  Town  Council  — S.479.  Laws  196$, 
approved  May  10.  1963 

Cranston  Citv  Council  — S.700.  Laws  1963, 
approved  May  10.  1963 

h'ast  Providence  City  Council  — H.1419.  Laws 
1963.  approved  Mav  10,  1963 

Cnniberland  Town  Council  — H.  18.51.  Laws 
1963.  approved  May  4.  1963 

In  addition,  the  Legislature  authorized  the 
Coventry  Town  Council,  under  citation  S.404, 
Laws  1963.  to  provide  for  stabilization  of  property 
taxes  on  real  proi)erty  of  any  ])erson  65  years  or 
over  whose  income  does  not  exceed  $3,000. 

Physicians  Serrice-Bli/e  Cross  Reach 
New  Enrollment  Highs 

The  nieinhershij)  rolls  of  Rhode  Island  Bine 
Cross  and  Physicians  Service  climbed  to  a new 
all-time  peak  as  over  5,980  new  members  joined 
the  health  plans  during  the  recent  two-week  Open 
Enrollment  Drive.  Arthur  F.  Hanley,  executive 
director,  has  reported. 

The  recent  drive  results  boosted  the  local  Bine 
Cross  enrollment  to  676,000  snhscrihers,  and  some 
630,400  are  now  members  of  Physicians  Service. 
About  one-third  of  the  new  members  are  in  the 
65  vears  of  age  and  over  category.  Some  1,700 
senior  citizens  joined  Bine  Cross,  and  l,5v50  signed 
up  for  Physicians  Service  protection.  Seventy-five 
per  cent  of  a-11  eligible  Rhode  Islanders  over  age  65 
are  now  members  of  the  local  Bine  Cross  Plan. 

The  results  of  the  drive  show  that  870  ])ersons 
selected  the  Semi-Private  Bine  Cross  Plan,  over 
2,570  the  $20  plan,  and  about  2.5,50  selected  the 
$14  daily  benefit  plan. 

Mr.  Hanlev  rei)orted  also  that  under  Physicians 
Service,  Plan  “A"  was  the  most  popular,  with 
3,600  new  members  selecting  this  coverage.  He 
said  that  "The  less  costly  Physicians  Service  Plan 
"A"  ])roved  the  po|)nlar  plan  during  the  drive 
because  most  of  the  new  members  over  age  65 
probably  fall  below  the  income  maximnms  of  that 
plan." 

42  Aim  ion  Insured  by  Major  Medical 

Major  Medical  Expense  Insurance  is  the  fastest 
growing  form  of  health  insurance  in  the  United 
.States,  the  Health  Insurance  Institute  rejtorted 
recently. 

Major  Medical,  sometimes  called  "catastrophe” 
insurance,  provides  benefits  ranging  up  to  $10,000 
and  higher.  It  helps  pay  for  hospital  and  surgical 
care,  and  a wide  varietv  of  other  medical  services 
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in  or  out  of  hospital  including  prescribed  medicines 
and  drugs,  medical  appliances,  physician’s  services, 
charges  by  a registered  nurse,  and  ambulance  or 
other  needed  transportation. 

At  the  end  of  1963  more  than  42  million  persons 
were  protected  by  major  medical  insurance  as  writ- 
ten by  insurance  companies.  The  Institute  said  this 
number  had  grown  by  June  1.  1964  to  an  estimated 
43.5  million.  However.  145  million  jJersons  — more 
than  three  out  of  every  four  i)ersons  — are  pro- 
tected by  some  form  of  health  insurance. 

The  first  major  medical  plan  went  into  effect  in 
1949  and.  at  the  end  of  1951,  some  108,000  persons 
had  this  form  of  coverage.  By  the  end  of  1958,  this 
coverage  had  jumped  to  17.375.000  i)ersons,  or  one 
out  of  every  10  people  in  the  civilian  population. 
It  ])rotected  42.010.000  j^ersons  in  1963,  or  better 
than  one  out  of  every  five  persons  in  the  civilian 
po])nlation. 

Benefit  Payments 

Benefit  i)ayments  under  major  medical  policies 
have  been  growing  more  rapidlv  than  coverage, 
said  the  Institute.  From  1958  to  1963  the  number 
insured  grew  nearly  2)d  fold,  hut  the  benefit 
increase  was  nearly  3^  fold,  climbing  from  $238 
million  in  1958  to  $813  million  in  1963.  The  in- 
crease in  benefits  from  1962  to  1963,  $691  million 
to  $813  million,  was  a jump  of  18  per  cent,  and 
major  medical  benefits  this  year  are  running  17 
per  cent  ahead  of  1963,  said  the  Institute. 

All  the  nation's  50  states  showed  representative 
major  medical  coverage  at  the  end  of  1963,  said  the 
Institute.  Xew  York  State  had  the  most  persons 
covered  by  major  medical  insurance,  5,403,000, 
followed  by  California  with  5,275.000.  Hawaii  was 
low  with  50.000. 

( )ther  states  with  more  than  one  million  persons 
covered  hv  major  medical  policies  were  Illinois 
3.293.000:  Pennsylvania  2.254,000;  Ohio  2,248.- 
000;  Texas  2,123,000;  X'ew  Jersey  1,756.000; 
Michigan  1,456.000:  Massachusetts  1.180,000; 
Indiana  1,136.000  and  Florida  1.028,000. 

Regionally,  the  nine  X'ortheast  states  of  Maine. 
Xew  Ham])shire.\'ermont,  Massachusetts.  Connec- 
ticut, Rhode  Island.  Xew  York.  X’ew  Jersey  and 
Pennsylvania  had  the  most  persons  covered  by 
major  medical.  12,082.000.  X'ext  came  the  12  Mid- 
west states  with  11.818,000  followed  by  the  1() 
states  of  the  South  and  the  District  of  Columbia 
with  10,519,000  and  the  13  states  of  the  West  with 
7.591.000. 
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and  it’s  not  a once-over-lightly  one,  either. 
All  rubber  stoppei’s  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121  °C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  hours,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 
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Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


QUINETHAZONE -TABLETS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg, '-2  just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  .1.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  196.3. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


I.EDERI.K  UBORATOKIES,  A Division  of  AMERICAN  CVANAMID  COMPANY.  Pearl  Ri.er,  N.  Y. 
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BOOK  REVIEW 


SOME  MEDICAL  ASPECTS  OF  MATHE- 
MATICAL BIOLOGY  by  Xicolas  Rashevsky. 

Charles  C Thomas.  Springfield.  Illinois.  1964. 
S 12.73 

W’e  were  privileged  to  preview  some  of  the  mate- 
rial in  Doctor  Rashevsky's  latest  book  by  publishing 
his  address.  “Some  Medical  Aspects  of  iMathe- 
matical  Biology."^  on  the  occasion  of  the  100th 
Anniversary  of  the  founding  of  the  Rhode  Island 
Hospital. 

Of  most  importance,  and  surpassing  the  strictly 
technical  considerations  of  the  hook,  are  the  deeply 
provocatix  e and  stimulating  Preface.  Explanatory 
Remarks,  and  Introduction.  The  entire  philosophy 
of  modern  science  and  mathematics  as  applied  to 
medicine  and  biology  are  developed  and  contained 
here.  iMore  is  said  here  than  in  many  a full  text 
on  the  Philosophv  of  Science.  Deeply  stirring  and 
thought-provoking  are  the  novel  and  unique  appli- 
cations of  some  of  the  newer  aspects  of  modern 
mathematics  such  as  Set  Theory  and  Topology  to 
Relational  Biology  and  Biological  Epimorphism. 

Phvsicians  and  medical  personnel  are  those  for 
whom  the  hook  is  written.  The  main  body  of  the 


RASHEVSKY,  ON  THE  COMPUTER 

". . . it  must  be  rememberd  that  even  the  most  effi- 
cient and  versatile  electronic  computer  is  no  sub- 
stitute for  the  creative  ability  of  the  human  brain. 
Basic  theoretical  ideas  must  be  created  by  the 
human  mind  before  a computer  can  be  used  to 
develop  and  apply  them.  The  largest  computers 
contain  something  like  10^  elements.  The  human 
brain  contains  lO^^  neurons.  Thus,  there  is  a one 
hundred  million  ratio  in  favor  of  the  human  brain. 
It  takes  a couple  of  years  to  build  a large  computer. 
At  that  rate  of  production  it  would  take  about  10® 
years  to  build  a computer  equal  in  its  ability  to  the 
human  brain.  Let  the  optimist  slash  that  period  of 
time  by  a factor  of  1000.  Still,  this  will  leave 
100.000  years.  V'on’t  the  human  brain  develop 
during  that  period  about  as  much  as  it  did  develop 
in  the  preceding  100,000  years.^  If  so,  the  computer, 
by  the  time  it  is  built,  would  be  obsolete!” 

From  Rashevsky,  Xicolas,  SOME  MEDICAL 
ASPECTS  OF  MATHEMATICAL  BIOLOGY 
1st.  Ed.,  1964.  Courtesy  of  Charles  C.  Thomas, 
Publisher,  Springfield,  Illinois. 


text  by  illustration  constructs  mathematical  models 
for  the  cardiovascular,  respiratory,  endocrine,  and 
central  nervous  systems.  The  application  of  these 
models  to  the  general  jtrohlems  of  pharmacologv 
completes  the  main  body  of  the  text. 

A knowledge  of  no  more  than  simple  elementary 
mathematics  is  required,  and  facility  with  the  cal- 
culus is  essential  only  to  understand  fullv  all  the 
exposition  in  the  main  body  of  the  text.  Xo  one 
should  he  dissuaded  from  reading  this  hook,  how- 
ever. because  of  mathematical  inadequacy.  If  the 
entire  body  of  the  text  in  which  the  applications  are 
given  were  omitted,  and  only  the  Introduction  and 
final  chapters  in  which  practically  no  mathematics 
appear  were  read,  any  physician  in  step  with  the 
times  would  derive  satisfying  and  deep  intellectual 
stimulation  from  the  contemplation  of  the  exqui- 
sitely simple  yet  widely  extending  concepts  of 
modern  medicine  and  biology  that  these  sections 
encompass. 

This  latest  work  comes  twenty-six  years  after 
the  first  on  ^Mathematical  Biology  by  Doctor 
Rashevsky.  During  the  ensuing  years  he  has  per- 
sonally and  through  his  students  built  the  Depart- 
ment of  Mathematical  Biologv  at  the  Universitv  of 
Chicago.  The  efifect  of  Doctor  Rashevsky's  original 
approach  to  the  mathematics  of  biology  has  gener- 
ated ever- widening  interest  in  this  subject  and  the 
closely  related  field  of  applied  mathematics  in 
Biology  and  Medicine. 

The  mark  of  the  real  professional  and  genius  in 
any  field  defies  description.  It  is  not  difficult,  how- 
ever, to  recognize  the  professional  master  hand. 
This  hook  has  the  mark  of  a great  and  original 
thinker.  The  results  of  a quarter  of  a century  of 
active  investigation  and  study  in  this  discipline  have 
been  extracted,  refined,  simplified,  and  presented, 
with  the  physician  in  mind,  to  Medicine. 

Robert  Lewis,  m.d. 
iR.  I.  Med.  Jour.  47:74,  1964. 

H'Oi'XD  BALLISTICS . Edited  by  iMajor  James 
C.  Beyer,  MC.  Medical  Department  of  the  United 
States  Armv  in  A\'orld  War  H.  Published  by 
Office  of  the  Surgeon  General,  Department  of 
the  Armv,  \\  ashington  23,  D.  C.  1962.  S7.c0 

“Wound  ballistics"  is  a term  used  to  denote  the 
studv  of  events  which  occur  when  a bullet  or  other 
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missile  strikes  and  enters  tlie  body.  The  twelve 
chapters  in  this  book  are  a collection  of  papers  and 
field  re])orts  on  several  aspects  of  this  subject. 

The  material  ])resented  in  the  chapters  includes 
a description  of  the  weapons  used  by  opposing 
forces  in  World  War  II,  the  factors  which  deter- 
mine the  selection  of  an  ideal  missile  for  different 
military  purposes,  the  physical  forces  responsible 
for  the  injuries  produced  by  missiles,  and,  a report 
on  the  nse  of  body  armor  in  Korea.  The  classical 
work  carried  out  in  the  1940’s  on  the  physical  fac- 
tors in  wound  production  appears  in  the  chapter 
“IMechanism  of  Wounding. ” Several  of  the  chap- 
ters are  field  reports  containing  detailed  descrip- 
tions of  the  injuries  in  American  battle  casualties 
produced  by  bullets  and  other  high  velocity  missiles. 

Of  interest  to  many  readers  will  be  the  two  chap- 
ters on  personnel  protective  armor.  Here  are  de- 
scribed the  development  and  use  of  several  types 
of  body  armor,  including  the  helmet,  and  the  field 
studies  in  Korea  on  the  elifectiveness  of  body  armor. 

H.vrold  L.  Beddoe,  m.d. 

f i XL) AMENT ALS  OF  OTOLARYNGOL- 
OGY. .A  Te.xtbook  of  Ear,  Nose  and  Throat 
Diseases  by  Lawrence  R.  Boies,  M.D. ; Jerome 
A.  Hilger,  M.D.  and  Robert  E.  Priest,  M.D. 
Fourth  Edition.  Mh  B.  Saunders  Company, 
Philadelphia,  1964.  $8.50 

This  text  has  been  very  useful  to  medical  students 
in  the  past  years  as  a concise  and  unencumbered 
reference  work.  Tbe  authors  generally  have  done  a 
good  job  in  bringing  current  concepts  of  patho- 
genesis and  therapy  together  for  the  use  of  non- 
specialists. 

The  otology  section  is  a bit  long,  due  to  tbe 
inclusion  of  recent  physio-anatomical  work  by  Dr. 
von  Bekesy,  but  it  is  informative  and  covers  the 
common  problems  well. 

Each  chapter  in  the  sections  of  otology,  rhinol- 
ogy,  and  laryngo-hroncho-esophagology,  is  pre- 
ceded by  a short  applied  anatomy  discourse,  which 
is  concise  and  uncomplicated.  The  therapy  outlined 
in  each  area  is  good,  and  the  necessary  formulations 
are  given. 

This  is  a helpful  book  for  the  individual  doing 
general  medicine,  and  the  inde.x  is  adequate  for 
quick  reference. 

Charles  L.  Hill,  m.d. 

THE  STRUCTURE  OF  SCIENTIFIC  REVO- 
LUTIONS by  Thomas  S.  Kuhn.  The  Univer- 
sity of  Chicago  Press,  Chicago  and  London, 
1962.  Second  Impression  1963.  $1.50 

It  is  rare  that  one  book  is  seized  upon  by  the 
entire  intellectual  community  as  significant.  This 
has  occurred.  Evidenced  by  numerous  book  reviews 


and  symposia  at  meetings  of  societies  dedicated  to 
the  history  and  philoso])hy  of  science,  this  book  is 
im])ortant.  It  is  well,  tberefore,  for  ns  to  consider 
its  thesis  as  applied  to  medical  .science. 

The  history  and  philo.sophy  of  science  has  been 
develoi)ed  almost  e.xclusively  during  the  twentieth 
century.  Prior  to  the  publication  of  Kubn’s  book  the 
history  of  science,  of  which  medicine  is  an  exam])le. 
is  largely  the  history  of  events  and  facts  within 
an  elusive  but  definite  conviction  that  science  in 
general  and  medicine  in  particular  was  ‘moving 
forward.’ 

The  excitement  in  Kuhn’s  apj)roach  is  that  he 
has  formulated  in  essence  a theory  as  to  how  science 
operates,  which  on  inspection  apjtears  to  be  ])laus- 
ible  and  workable,  especially  as  to  tbe  research 
aspects  of  science.  From  its  application  one  is  able 
to  make  predictions ; which  is  the  only  validity  for 
any  theory.  By  the  construction  of  theory  we  are 
permitted  to  review  the  process  of  scientific  ad- 
vancement and  perhaps  control  and  augment  its 
advance  in  a manner  similar  to  the  ap])lication  of 
a fundamental  theory  to  any  l)iological  or  phvsical 
phenomena. 

Professor  Kuhn  began  his  work  under  the  in- 
spiration of  James  B.  Conant.  It  was  conceived  over 
fifteen  years  ago  when  he  was  a graduate  student 
in  Theoretical  Physics  at  Harvard.  In  the  ensuing 

continued  on  next  page 


“BUT 

MAESTRO 

all  those  people  out  there! 

I’m  scared!”  The  young 
soprano,  waiting  for  the 
curtain  to  rise  on  her 
New  York  debut,  trembled. 
"Now,  now,  my  dear,” 
soothed  the  great  impre- 
sario, "never  mind  all  those 
people.  I shall  be  in  the  back 
row.  Just  walk  out  there 
and  sing  to  vie!  Keep  cool!  ” 

Ah,  she  thought,  that  was  it! 

Cool  — like  Warwick  Club 
Pale  Dry  Ginger  Ale,  avail- 
able in  the  full  32-ounce 
quart  bottle!  It  sings  in  the 
glass  . . . 
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fifteen  years  he  achieved  a l)readth  in  education 
whicli  is  reflected  in  his  writings.  He  not  only  con- 
cluded his  formal  work  in  ])hvsics  hut  pursued  his 
studies  in  the  Philosophy  and  History  of  Science, 
and  rounded  out  his  development  with  two  years 
spent  at  the  Center  for  Advance  Studies  in  the 
behavioral  Sciences.  His  hook  is  a balanced  syn- 
thesis and  e.xposition  derived  from  these  almost 
essential,  variegated  sources.  Only  by  an  under- 
standing of  the  i)sychology  of  behavior,  ])rofes- 
sional  knowledge  of  the  basic  facts  of  the  philosophy 
and  history  of  science,  and  a firm  knowledge  from 
one's  apprenticeshi[)  in  a fundamental  science  could 
this  work  proceed. 

The  novel  aspect  of  Kuhn's  presentation  is  in 
his  definition  of  the  word  paradigm  ( pronounced 
l)ara-dyme  ) . A paradigm  in  the  simplest  terms  is 
a substitute  for  a formal  theory.  It  is  theory  before 
its  formal  definition  as  theory  and  extends  beyond 
the  limits  of  the  theory,  which  permits  testing  of 
the  theory.  It  is  the  concept  of  a scientific  fact  or 
reality,  with  or  without  theory,  which  is  sufficient 
to  attract  a school  of  followers,  and.  more  impor- 
tant. scientific  investigators  who  pursue  their  labors 
relating  to  it. 

Knhn  clearly  makes  the  point  that  a paradigm 
is  identified  without  necessarily  being  interpreted 
or  rationalized.  In  grossest  oversimplification,  as 
an  example,  a paradigm  in  geography  was  at  one 
time  “the  earth  is  flat.”  All  geographers  accepted 
the  j)aradigm.  Geographies  were  built  around  it. 
Gradually  the  concept  that  the  earth  was  round 
evoh  ed  as  a paradigm  to  which  new  workers  were 
attracted.  This  new  paradigm,  which  apparently 
better  suited,  the  observed  facts  of  the  physical 
world,  has  superseded  the  one  which  called  the 
earth  flat.  This  oversimplification,  however,  is  the 
clearest  model  of  how  paradigms  differ  from 
theories,  and  describes  many  of  the  characteristics 
of  the  paradigm  as  Kuhn  describes  them. 

-A.  ])aradigm  is  almost  agreed  to  intuitively,  like 
“a  chair  is  a chair"  and  “a  leaf  is  a leaf.’’  Because 
the  scientist  cannot  accurately  define  his  paradigm, 
hut  merely  intuitively  builds  it  up,  in  no  way 
detracts  from  the  importance  of  the  concept  of 
paradigm.  .Another  attribute  of  a paradigm  is  that 
it  may  he  viewed  differently  by  scientists  of  related 
fields.  The  helium  molecule  looks  entirely  different 
to  a chemist  than  to  a physicist,  hut  both  are  work- 
ing within  the  same  paradigm  of  the  intuitive 
nature  of  helium.  Only  when  significant  work  by 
the  physicist  or  the  chemist  reveals  that  the  com- 
mon paradigm  is  unacceptable  totally  to  either  of 
them  will  the  paradigm  be  replaced. 

A notable  statement  l)y  Kuhn  is  that  normal 
science  yievcr  aims  at  novelty  oj  fact  or  theory. 
Normal  science  is  always  devoted  to  the  establish- 
ment and  refinement  of  the  paradigm  in  current 
force.  Discoveries  of  anomalies  to  a theory  are  first 
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noted,  the  area  is  then  explored,  and  a new  para- 
digm develojis  to  encomiiass  it.  The  scientific  work- 
ers in  a field  either  abandon  the  prior  paradigm  and 
accejit  the  new  one.  or  die  with  it  as  the  new  gen- 
eration takes  over.  Numerous  examples  come  to  a 
physician  in  medical  science  to  illustrate  these 
points.  Even  at  this  writing  we  are  involved  in  a 
turnover  in  the  acceptance  of  our  paradigm  that 
cancer  is  produced  liy  in-huilt  errors  of  cellular 
metabolism.  .At  this  writing  a paradigm  is  being 
established  that  at  least  some  neoplasms  mav  be 
viral  produced.  .Already,  many  of  tbe  workers  are 
shifting  over  to  the  new  viral  theory  in  their  inves- 
tigations. Those  of  the  older  workers  who  are  un- 
able intellectually  to  accept  this  or  change  their 
methodology  will  die  with  the  old  paradigm  if  the 
new  paradigm  is  accepted.  The  develojiment  of  the 
viral  theory  was  an  anomaly  to  the  currently  held 
concepts  of  neoplasia  until  it  has  increasingly 
emerged  as  a new  paradigm. 

It  is  the  study  of  this  invisible  succession  of 
paradigms  wbich  is  the  very  structure  of  scientific 
revolutions.  The  jirogress  of  science  and  even  med- 
ical science  is  not  a linear  accretion  of  knowledge 
hut  rather  a succession  of  revolutions,  sometimes 
violent  and  sometimes  imperceptilfle,  which  consti- 
tutes the  course  f)f  science. 

Not  only  is  the  entire  scientific  community  in- 
volved in  jiaradigm  changes  hut  the  entire  nature 
of  man  and  societ\'  are  altered  with  them.  The  effect 
of  the  Copernican  revolution  on  heliocentricitv 
changed  the  center  of  our  universe  to  the  sun  from 
the  earth,  and  affected  the  lives  and  thoughts  of 
every  single  person.  Lavoisier’s  demonstration  that 
previously  held  concepts  of  phlogiston  were  com- 
pletely erroneous  was  equally  shattering,  and  a new 
chemistry  was  liegun. 

In  Aledicine  the  shattering  implications  of  scien- 
tific revolution  invoh  ing  acceptance  of  new  para- 
digms come  easily  to  mind.  The  demonstration  of 
micro-organisms  as  the  causative  agents  in  infec- 
tious diseases,  both  generally  and  specifically ; the 
later  identification  of  viruses : and  the  demon- 
strations of  endocrines  are  all  easily  understood 
illustrations. 

The  limitations  of  science  are  shown  by  Kuhns 
to  consist  primarily  in  the  devotion  to  paradigms 
bv  almost  all  members  of  the  scientific  community. 
It  is  rare  that  a person  of  original  mind  is  capable 
psychologically  of  seeing  the  anomaly  of  an  ob- 
served phenomenon  and  using  it  to  challenge  the 
paradigm.  Most  workers  disregard  the  observation 
and  discard  it.  Slavishly  almost  all  research  work- 
ers are  in  the  true  sense  of  the  word  devotees  of 
the  jiaradigm  and  lalior  endlessly  in  proving  and 
reproving,  refining  and  increasing  the  accuracies 
of  the  established  paradigm.  It  is  in  this  particular 
area  of  human  behavior  and  behavioral  sciences 
that  one  should  learn  from  Kuhn's  observation  that 

continued  on  page  5 58 
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T1JBERCUUN,TINETEST 

(Rosenthal)  Lederle 


TAKES 

...and  find 
thataTB 
screening  test 
has  never 
been  quite 
so  easy 

SWABTHEARM- 
UNCAPA  TINETEST- 
PRESS-DISCARD 
THAT'S  ALL 
THERE  IS  TO  IT. 


TUBERCULIN,  TINE  TEST  is 
now  available  in  plastic- 
capped  units  uniquely  suited 
to  general  practice  needs. 

They  are  so  simple  to  use  that 
you  can  test  every  patient  with 
ease.  Since  it  requires  no 
refrigeration,  the  new  package 
of  five  Tine  Test  units  can 
stand  on  any  convenient  table 
in  your  examining  rooms,  ready 
for  routine  use.  Side  effects 
are  possible  but  very  rare; 
vesiculation,  ulceration  or 
necrosis  at  test  site. 
Contraindications,  none;  but 
use  with  caution  in  active 
tuberculosis. 

available  as  the  new  individually- 
capped  unit,  boxes  of  5,  or  in 
cartons  of  25 
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BOOK  REVIEWS 

continued  front  page  5 56 

our  scientific  endeavors  and  researches  are  not 
necessarily  always  worthy  of  the  effort.  To  err  in 
this  capacity  is  as  truly  human  as  to  err  in  others. 
It  would  appear  that  if  there  is  such  a thing  as 
progress  and  purposeful  uioving  forxeard,  the  better 
we  understand  Kuhn's  imaginative  concepts,  the 
more  perfectly  we  will  do  it. 

.\s  with  all  significant  books,  when  one  has  fin- 
ished reading  it  he  is  struck  with  the  thought  that 
it  is  obvious  and  simple.  He  is  a hit  awed  if  not 
ai)i)alled  that  it  all  seems  so  simple.  This  simplicity 
frequently  is  the  mark  of  greatness.  Kuhn  is  still 
young ; his  original  thinking  was  begun  at  an  early 
age.  This  hook  of  only  two  hundred  pages  is  the 
result  of  fifteen  years  of  contemplation  and  study. 
The  author  states  that  it  is  only  the  introduction 
to  a work  of  much  broader  scope  and  scale.  Being 
human  too,  he  probably  will  fall  victim  to  his  own 
system  in  that,  having  now  produced  a paradigm, 
he  will  devote  the  rest  of  his  life  to  perfecting  and 
extending  it,  yet  one  can  move  forward  only  by 
replacing  a lesser  paradigm  by  a greater  one.  W’e 
are  indebted  to  Kuhn  for  his  contribution.  May  it 
eventually  produce  an  anomaly  and  a new  concept 
as  basically  sound,  e.xquisitely  simple,  and  philo- 
sophically provoking  as  this  gem  that  he  has  pub- 
lished on  the  history  of  science. 

Robert  Lewis,  m.d. 

XATIRAL  HISTORY  OF  IXFECTIOI'S 
DISEASE  by  Sir  Macfarlane  Burnet.  3rd  Edi- 
tion. Cambridge  University  F’ress,  1962.  $6.00 
Interest  in  infectious  diseases  has  greatly  waned 
in  this  generation.  Exceptions  are  the  selection  of 
proper  antibiotics,  identification  of  the  viruses,  and 
technical  procedures  for  the  serologic  determina- 
tion of  viral  infection.  It  is  high  time  to  re-read  a 
basic  hook  on  the  natural  history  of  infectious 
diseases.  Sufficient  time  has  passed  to  do  so  with 
interest  and  relish. 

Re-reading  a completely  new  edition  of  Macfar- 
lane's  hook,  first  published  in  1940,  is  like  visiting 
an  old.  successful  friend.  Sir  IMacfarlane  Burnet’s 
interest  in  infectious  diseases  led  him  to  describe 
.Australian  O fever.  His  continuing  and  current 
interest  has  rewarded  him  with  the  Xobel  prize  in 
I960  for  his  exposition  of  the  clonal  theory  of 
immunity  and  autoimmunity.  It  is  redundant  to  sav 
that  Doctor  Burnet  is  well  qualified. 

.\  general  study  of  the  natural  history  of  infec- 
tious diseases  has  suffered  much  the  same  fate  as 
descriptive  fundamental  biology  and  zoology.  The 
fashion  is  for  more  technical  considerations,  and 
involvement  with  e.xciting.  new,  but  small  aspects 
of  a subject  which  are  blown  out  of  proportion. 
Rarely  does  one  these  days  get  a total  view  and 
perspective  of  a general  subject.  This  is  elementary 
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in  a sound  apjiroach.  In  this  hook  we  read  an  over- 
all, well  balanced,  encompassed  view  of  infectious 
disease ; a balanced  evaluation  of  the  agents  and 
their  ecology ; the  evolution  of  the  infectious 
process,  and  the  nature  of  our  human-host  re- 
sponse. There  follows  a descriptive  and  erudite 
consideration  of  the  combat  or  interaction  of  these 
agents,  and  their  resolution. 

Burnet  is  a true  scientist  in  that  he  possesses  an 
imaginative  and  original  approach  to  anv  problem. 
One  e.xample  will  suffice  to  demonstrate.  All  physi- 
cians know  that  homologous  serum  jaundice  can 
only  he  transmitted  by  inoculation.  There  are  no 
animal  reservoirs,  there  are  no  vectors.  How,  then, 
was  the  disease  developed,  and  how  did  it  get  its 
start?  Burnet  apjieals  to  some  young  worker  to 
devote  himself  to  the  subject  and  predicts  that  it 
can  readily  he  solved,  with  imagination.  Burnet  has 
set  uj)  this  model,  purely  speculative,  that  inborn 
tolerance  may  occur  due  to  a freely  transmissible 
virus  to  the  fetus.  During  fetal  life  there  develops  an 
asymptomatic  carrier  state  which  persists  through 
life,  and  serves  as  a reservoir.  Blood  from  this 
asymptomatic  carrier  is  infective  when  transmitted 
to  a normal  adult.  This  model  has  been  clearlv 
demonstrated  to  hold  in  rats  infected  in  fetal  life 
with  lymphocytic  choriomeningitis.  Correct  or  not. 
this  deserves  testing.  This  example  shows  the  type 
of  mind  of  the  author,  and  the  stimulating  teacher 
he  must  lie.  This  type  of  speculative  thinking  occurs 
throughout. 

Burnet  in  his  life  has  encompassed  the  entire 
field  of  infectious  disease  and  has  produced  some  of 
the  most  basic  concepts  and  theorizing  in  the  fields 
of  immunity,  autoimmunity,  and  transplant  immu- 
nity. He  does  not  believe  in  “two  cultures."  His 
science  is  well  integrated,  as  is  his  humanity.  He 
thinks  broadly,  wisely,  and  philosophically,  far 
beyond  the  confines  of  a narrow  interest. 

In  his  ejiilogue.  with  an  e.xcuse  that  his  remarks 
may  he  platitudinous,  he  considers  the  use  and  the 
ethics  of  biological  warfare,  or  as  some  know  it, 
“germ  warfare."  The  effect  of  nuclear  weapons, 
singly  and  in  combination  with  biological  warfare, 
also  warrants  his  comments.  Apologetically  and 
within  the  scope  of  his  own  thinking  and  ethics, 
he  sets  himself  straight  on  the  record,  and  does  so 
forthrightly.  His  ethics  would  not  be  found  wanting 
in  anv  of  the  great  moral  systems  of  East  or  West. 
‘.  . . we  must  look  forward  to  a continuation  of 
the  process  of  controlling  the  irresponsible  use 
of  all  the  sources  of  social  power  that  has  been 
the  greatest  contribution  of  the  .Anglo-Saxon 
peojiles  to  civilization  ....  research  on  the  mili- 
tar\-  development  of  microbiological  weapons  will 
inevitably  go  on.  In  the  process  there  will  be 
interesting  scientific  developments  which  will  he 
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1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island's  only  Producer  of  Certified  Milk 
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EDALOGY 


Strangulated  Hernia  in  Uganda 
P.  Eckhart  from  the  local  hospital  in  Soroti, 
Uganda,  reports  that  strangulated  hernia  is  excep- 
tionally common  in  Jinja  hospital  in  the  Busoga 
district  of  E'ganda.  It  is  suggested  that  this  may  he 
due  to  the  prevalence  in  the  Basoga  tril)e  of  a con- 
genital direct  intjuinal  hernia,  generally  considered 
elsewhere  to  he  rare. 

. . . E.  Afr.  Med.  J.  41  :,=;9,  (Feb.)  1964 

Goiter  in  Parana  Delta 

An  unusual  frequency  of  endemic  goiter  is  re- 
ported in  areas  of  the  Argentine  Parana  Delta. 
E.  Trucco  et  al.  from  the  University  of  Buenos 
Aires  checked  all  children  in  13  schools  of  the  San 
I'ernando,  Tigre.  and  Campana  areas,  and  the 
Zarate  Islands.  Goiter  was  found  in  43.12^.  The 
iodine  content  of  drinking  water  was  found  to  lie 
within  normal  limits. 

. . . Medicina  ( Buenos  Aires)  (Xov.-Dec.)  1963 

More  on  the  Yemenite  Jews: 

Relative  Absence  of  Vascular  Disease  in  Diabetics 
The  clinical  examination  of  76  diabetic  Yeme- 
nites revealed  that  45%  had  been  suffering  from 
diabetes  for  more  than  five  years  and  that  nearly 
50%  required  more  than  30  units  of  insulin  daily. 
Except  for  one  case  of  myocardial  infarction,  no 
electrocardiographic  signs  of  coronary  insufficiency 
were  found.  Xo  case  of  peripheral  or  cerebral  vas- 
cular disease  or  of  diabetic  nephropathy  was  de- 
tected. Retino])athy  was  found  in  initial  stages  in 
only  nine  ])atients.  These  results  contradict  the 
opinion  that  diabetes  and  vascular  disease  are 
always  connected  processes. 

The  lipoprotein  pattern  was  studied  in  76  Yeme- 
nite diabetics  in  whom  vascular  comi)lications  were 
all  hut  absent.  A “Yemenite  lipid  pattern,”  charac- 
terized by  low  total  cholesterol  and  high  alpha 
cholesterol  percentage,  was  seen  in  45%  of  the 
patients.  In  42%  an  atherogenic  lii)oprotein  pat- 
tern was  found.  In  most  of  the  patients  suffering 
from  diabetes  for  more  than  ten  years,  the  athero- 
genic lipoproteins  did  not  develop.  It  is  suggested 
that  the  main  cause  for  the  striking  absence  of  vas- 
cular complications  in  Yemenite  diabetics  is  their 
adherence  to  the  Yemenite  diet  which  is  low  in  fats 
and  high  in  carbohydrates. 

. . . D.  Brunner,  et  al..  Government 
Hospital  Donolo,  Tel  .A.viv-Jaffa, 
Israel.  Diabetes  13  ;268,  (May- 
June)  1964.  and  ibid  13:273. 


Stomach  Cancer  in  Iceland 

Why  do  rural  Icelanders  have  the  highest  rate  of 
stomach  cancer  in  Europe?  A six-man  team  of  U.S. 
scientists  is  in  Iceland  investigating  this  problem. 
According  to  Dr.  Dante  G.  Scar])elli  of  the  Ohio 
State  University  College  of  Medicine,  who  heads 
the  team:  “Current  information  is  that  the  rate  of 
stomach  cancer  is  especially  high  among  Icelanders 
who  live  primarily  on  smoked  meat  of  seabirds." 
The  team  will  see  if  the  problem  warrants  full-scale 
study. 

. . . Extracted  from 

Medical  World  News,  July  17,  1964 
^ 

Cancer  in  an  African  Community , 1897-1956 
Cancer  is  often  considered  to  affect  different 
tissues  and  to  he  less  frequent  in  primitive  than  in 
civilized  communities.  The  medical  records  of 
Mengo  Hospital.  Uganda,  were  examined  for  the 
jieriod  1897  to  1956  to  determine  whether  or  not 
the  incidence  of  cancer  and  the  sites  involved  had 
changed  over  the  jteriod  that  the  community  had 
been  exposed  to  Western  civilization.  The  percent- 
age of  i)atients  treated  for  malignant  disease  did  not 
change  significantly  during  this  period  and  was 
similar  to  that  in  X'orway  for  patients  up  to  the  age 
of  55  years.  The  sites  affected  were  different  from 
those  noted  in  civilized  communities : primary 
carcinoma  of  the  liver,  ovary,  penis,  and  Kaposi’s 
sarcoma  were  freciuent.  and  tumors  of  the  breast 
and  gastrointestinal  tract  were  less  common.  The 
incidence  at  the  various  sites  did  not  alter  during 
the  period  of  observation.  It  was.  therefore,  con- 
cluded that  civilization  did  not  change  the  incidence 
of  cancer  or  the  organs  affected. 

. . . Extracted  from  paper  by 

Davies.  J.  X.  P.,  et  al.,  Brit.  M.  T.  1 :259,  1964 
^ ^ 

Serum  Uric  Acid  Levels  of  Healthy  Caucasian, 
Chinese,  and  Haida  Indian  Males  in 
British  Columbia 

Because  jtrevious  repttrts  have  shown  that  serum 
uric  acid  levels  are  greater  in  Eilipino  and  Maori 
races  than  in  Caucasians  atid  because  gout  seemed 
unexjtectedlv  common  in  the  Chinese  population  of 
\'ancouver.  a study  of  serum  uric  acid  in  Caucasian, 
Chinese,  and  Haida  Indian  males  was  undertaken. 
The  serum  uric  acid  levels  of  200  Caucasian,  100 
Chinese,  and  237  Haida  Indian  males  were  deter- 
mined by  the  ultraviolet  spectrophotometric  method 
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of  Dul)l)s,  which  gives  a result  0.5  nig  helow  tliat  of 
the  more  commonly  employed  method  of  (Irayzel. 
The  mean  level  of  the  Caucasians  was  4.55  mg/ 
100  cc  and  that  of  the  Haida  Indians  4.41  mg  100 
cc ; in  contrast  the  Chinese  mean  was  5.44  mg/ 
100  cc.  a significantly  higher  figure  than  the  means 
of  the  other  two  groujis.  Xo  e.xplanation  for  this 
finding  can  he  given  at  present.. 

. . . Extracted  from  paper  by 

Ford.  D.  K.,  and  deMos.  A.  M.. 

Canad.  Med.  .\ssoc.  J.  90  :129,S,  June  6.  1964 

sj:  * 

Ischetnic  Heart  Disease  Among 

Seventh-day  Adventists 

As  a group,  the  Seventh-day  Adventists  may 
provide  the  basis  for  a comjiarison  of  the  effects  of 
an  atvjiical  vs  a typical  American  environment  upon 
ischemic  heart  disease.  The  members  of  this  sect 
use  much  less  meat  and  fat  of  animal  origin  than  the 
average  American.  They  do  not  use  beverages  con- 
taining caffeine  and  only  rarely  use  tobacco  or 
alcohol.  It  also  appears  to  some  observers  that  these 
individuals  are  subjected  to  less  stress  and  self- 
imposed  tensions  than  those  present  in  the  average 
American  home.  Another  striking  difference  be- 
tween members  of  this  group  and  the  general  popu- 
lation was  reported  hv  W ynder.  Lemon,  and  Ifross. 
These  investigators  reported  that  hospital  admis- 
sions for  coronary  artery  disease  were  ajiproxi- 
mately  40%  less  among  Seventh-day  Adventist 
men  and  15%  less  among  Seventh-day  Adventist 
women  than  among  men  and  women  from  typical 
American  environments.  These  intriguing  and 
unique  aspects  of  cardiological  and  environmental 
characteristics  of  Seventh-day  Adventists  prompted 
recent  investigation  by  W alden  and  associates  of 
the  serum  total  cholesterol  and  triglyceride  levels 
among  145  healthy  Seventh-day  Adventists  before 
and  after  dietary  manipulation.  The  serum  choles- 
terol level  of  adult  .Seventh-day  Adventists,  men 
and  women  living  in  Loma  Linda.  Calif.,  was  found 
to  he  suhstantiallv  lower  than  that  in  age-matched 
control  groups  in  New  York  City.  . . . 

Dietarv  factors  appear  to  be  involved  : in  the  diet 
of  the  .Seventh-day  .Adventists,  only  30%  of  the 
calories  consist  in  fat  and  55%  are  in  the  form  of 
carbohydrates.  It  is  noteworthy  that  one  third  of  the 
calories  as  fat  are  obtained  from  polyumsaturated 
fat.  .Abstinence  from  tobacco  and  alcohol,  as  well  as 
the  low  intake  of  cafifeinated  beverages  among  this 
sect,  may  also  he  an  important  factor  to  e.xplain  the 
serum  lij^id  differences.  . . . 

.An  association  between  coronary  artery  disease 
and  changing  jiatterns  of  serum  cholesterol  levels 
with  increasing  age  is  suggested  by  the  fact  that 
both  the  ]>eak  incidence  of  coronary  heart  disease 
and  the  sharp  increase  in  serum  total  cholesterol 


occurred  10  to  15  years  later  in  the  male  Seventli- 
day  .Adventists  than  among  other  .American  men. 
.A  relationship  between  smoking  habits  and  ischemic 
heart  disea.se  is  akso  suggested  hv  a study  of  both 
grou])S.  .Age  distribution  of  incidence  of  coronary 
heart  disease  is  similar  in  .Seventh-day  .Adventist 
men  and  women,  whereas  in  the  general  po|)ulation 
coronary  disea.se  occurs  with  greater  freciuency  and 
a])pear.s  earlier  in  men.  'I'he  significance  of  these 
findings  is  related  to  the  fact  that  in  the  general 
])0])ulation  men  smoke  more  cigarettes,  and  over  a 
greater  period  of  time,  than  women.  . . . 

. . . Extractwl  from  editorial  in  J.\M.-\,  June  15,  1964 

* >;=  =i< 

Hypertension  in  Japan 

It  is  known  that  arterial  hy])ertension  ise.xtremely 
fretiuent  in  Jajtan,  and  it  has  been  attributed  to  the 
salt-rich  diet.  .According  to  a study  made  in  Japan 
by  Dr.  S.  Switzer  from  the  .Albert  Einstein  L'niver- 
sity,  this  condition  does  not  .seem  to  he  associated 
with  cardiac  disturbances  as  it  is  in  the  U.S.  Heart 
di.seases  of  coronary  origin  occur  in  the  hyperten- 
sive Japanese  in  the  following  pro])ortions : age  4U 
to  54  years,  6.2  100  ; from  45  to  59  years,  22.7  100  ; 
and  from  40  to  69  years.  25.4  100.  The  figures 
recorded  in  the  U.S.  for  the  normotensive  male 
l)o])ulation  for  the  same  age  groups  are  38.8/100, 
45.4/100,  and  46.3/100,  resjjectively.  In  the  .Amer- 
ican hypertensives,  the  heart  disease  rate  is  si.x 
times  higher  than  in  the  Japanese.  In  the  hy])er- 
tensive  Japanese,  electrocardiographic  tracings  fre- 
((uently  show  left  ventricular  hypertrophy,  hut  these 
are  not  associated  with  signs  of  ischemia.  According 
to  the  author,  the  observed  facts  are  closely  con- 
nected with  the  constantly  low  cholesterol  levels 
observed  in  the  Japanese,  as  compared  with  the 
.American  levels  (averaging  148  mg%  against  225 
mg%  ),  as  well  as  with  the  absence  of  obesity.  The 
dailv  food  intake  of  a Japanese  contains  about  20  gm 
of  fat,  five  times  less  than  that  consumed  by  the 
.American.  On  the  other  hand,  the  incidence  of 
coronary  disease  in  the  Japanese  is  always  con- 

continuifd  on  next  page 
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nected  with  obesity  and  hyiiercholestereniia.  How- 
ever. it  the  nutritional  haliits  of  the  Japanese  seem 
to  ])rotect  them  from  myocardial  disease,  the  same 
does  not  hold  for  their  lirains.  since  the  incidence  of 
an  ictus  is  as  high,  or  even  higher,  than  in  the  U.S. 

. . . Extracted  by  JAMA,  June  15,  1%4 

from  Medicine  ct  Hygiene  630  :186  ( Feb.  26) . 1064 
^ ^ ^ 

Some  Ruminations  on 

Double  Blind  Studies 

There  have  been  some  comments  made  ahont 
oi)en  and  closed  minds,  and  I wonld  like  to  suggest 
that  one  can  have  such  an  ojten  mind  that  he  cannot 
make  a judgment.  There  was  a famous  Xorthern 
(ieneral  in  the  War  Tetween  the  States  by  the  name 
of  McClellan  who  had  a mind  of  this  sort  and,  in  a 
campaign  not  far  removed  from  where  we  are 
sitting,  he  cotdd  not  decide  what  to  do  because  he 
did  not  have  a double  blind  study  to  give  him  the 
answer ! A man  who  looked  at  facts  and  came  to 
decisive  conclusions  by  the  name  of  Lee,  made  him 
rather  uncomfortable. 

'I'his  is  somewhat  the  situation  in  surgery.  I 
think.  We  have  never  used  double  blind  studies  that 
I am  aware  of  to  decide  whether  the  ligation  of  a 
ductus  was  verv  good,  and  we  have  not  used  double 
blind  studies  to  decide  whether  to  remove  an 
obstructing  neoj)lasm.  In  general,  when  we  have  to 
resort  to  double  blind  studies  for  the  answer,  either 
we  come  ujt  with  no  answer  or  we  reach  the  conclu- 
sion that  the  procedure  was  not  of  much  value.  The 
treatment  of  the  common  cold  with  various  anti- 
histamines is  an  example  of  this  and,  in  general, 
double  blind  studies  attract  the  attention  of  the 
medical  mind.  It  may  he  required  to  prove  that 
gastric  freezing  is  of  no  value,  hut  I rather  hope  it 
will  not  he  necessary.  . . . 

. . . Extracted  from  remarks  by  Dr.  J.  Englebert  Dimphy 
before  the  Southern  Surgical  Association  at 
Hot  Springs,  \'a.  Ann.  Surg.  150:817,  1964 
* 

Complications  after  External  Cardiac  Massage 

Forty-six  patients  upon  whom  autopsy  was  per- 
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formed  had  external  cardiac  massage  before  death. 
In  this  grouj).  gross  pathologic  findings  included 
fractures  of  the  ribs,  chest  plate  hematomas,  rupture 
of  the  stomach,  rupture  of  the  quadrate  lobe  of  the 
liver,  and.  in  several  instances,  multiple  gastric 
mucosal  tears  with  hemorrhage. 

Microscopic  examination  disclosed  a 20  jier  cent 
incidence  of  hone  marrow  embolism  to  the  lungs. 
Attention  is  drawn  to  some  of  the  more  unusual 
complications  of  external  cardiac  massage,  that  is 
rupture  of  the  liver  and  lacerations  of  the  gastric 
mucosa  and  diaphragm,  and  to  the  significance  of 
massive  iiulmonary  embolism  hv  hone  marrow 
fragments. 

. . . Extracted  from  paper  by 

Silberberg.  R.,  and  Rachmaninoff,  X.,  in 
Surgery.  Gynecology  & Obstetrics,  July,  1964 
^ ^ 

Forme  Forme  Fruste  Fruste? 

The  possibility  of  a metabolic  error  was  raised 
when  the  clinical  findings  in  one  of  these  patients 
stiggested  the  forme  fruste  of  pseudohypoparathy- 
roidism ( pseudo-pseudohypoparathyroidism  ). 

. . . Extracted  from  editorial  in  JAM.A  of  July  13,  1964 
* * * 

Superfemale? 

1 ran  across  an  odd  report  the  other  day  while 
perusing  the  medical  literature.  It  concerned  a type 
of  sex  chromosome  anomaly  characterized  by  a 
chromosomal  number  of  47  and  a chromosomal  sex 
of  XXX.  and  the  authors  used  the  term  “super 
female"  as  a designation  for  this  entity.  The  rejiort 
went  on  to  describe  a female  of  average  height,  hut 
with  underdeveloped  breasts,  infantile  e.xternal 
genitalia,  and  a small  vagina. 

It  goes  to  show  that  it's  all  a matter  of  one's  point 
of  view,  which  in  this  case  was  obviously  chromo- 
somal. From  the  somatic  standpoint  such  an  indi- 
vidual would  he  better  called  an  “infrafemale"  or 
a “hypofemale." 

. . . Extracted  from  letter  by  Philip  Hall.  M.D., 
JAMA,  August  3,  1964 
^ ^ 

One  Man's  Meat  . . 

X'ew  York.  Julv  23  — Royal  Crown  Cola  Co., 
whose  Diet-Rite  Cola  is  the  nation's  leading  low- 
calorie  soft  drink,  is  going  to  meet  head-on  the 
sugar  industry's  advertising  campaign  attacking 
this  tvpe  of  beverage. 

. . . From  press  release  issued  by  Royal  Crown  Cola  Co. 
* * * 

Do  Psychoanalysts  Go  To 

The  Mayo  Clinic? 

Fmotioxal  Decompensation  .umonc.  M.D.shas 
Mayo  Clinic  psychiatrists  worried.  They  report  that 
admissions  to  Mayo's  in-patient  psychiatric  service 
include  a “highly  dis])ro])ortonate"  number  of 
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doctors.  Their  explanation:  Today's  doctor  “feels 
threatened"  hv  fears  of  declining  professional  coni- 
|)etence  and  of  inahility  to  meet  his  fainilv  and  civic 
ohligations. 


( )nly  10  P.VTIEXTS  A Yeau  are  seen  by  the 
average  physician-psychoanalyst,  according  to  fig- 
ures from  the  .American  Psychoanalytic  .Assn. 

. . . From  the  same  issue  of 

Medical  Economics.  July  27,  1964 

=):  =1= 

Advice  to  a Busy  Practitioner  from  Ben  Pranklin 

March  14,  1/64 

To  John  Fothergill,  .m.d.* 

Dear  Doctor  : 

1 received  yonr  ftivonr  of  the  10th  of  Decem- 
ber. It  was  a great  deal  for  one  to  write  whose  time 
was  so  little  his  own.  Bv  the  way,  when  do  yon 
intend  to  live?  i.e.,  to  enjoy  life.  Mhen  will  yon 
retire  to  your  villa,  give  yourself  rejtose,  delight  in 
viewing  the  operations  of  nature  in  the  vegetable 
creation,  assist  her  in  her  works,  get  yonr  ingenious 
friends  at  times  about  you,  make  them  happy  with 
your  conversation,  and  enjov  theirs;  or  if  alone, 
amuse  yourself  with  your  hooks  and  elegant 
collections  ? 

To  he  hurried  about  ])er])etuallv  from  one  sick 
chamber  to  another  is  not  living.  Do  you  ])lease 
yourself  with  the  fancy  that  you  are  doing  good? 
You  are  mistaken.  Half  the  lives  von  save  are  not 
worth  saving,  as  being  useless,  and  almost  all  the 
other  half  ought  not  to  he  saved,  as  being  mis- 
chievous. Does  your  conscience  never  hint  to  you 
the  impietv  of  being  in  constant  warfare  against  the 
plans  of  Providence  ? Disease  was  intended  as  the 
punishment  of  intemi)erance,  sloth,  and  other  vices, 
and  the  exam])le  of  that  i)unishment  was  intended 
to  promote  and  strengthen  the  opposite  virtues. 
But  here  you  step  in  officiously  with  your  Art. 
disappoint  those  wise  intentions  of  nature,  and 
make  men  safe  in  their  excesses,  whereby  you  seem 
to  me  to  be  of  just  the  same  service  to  society  as 
some  favourite  first  minister  who  out  of  the  great 
benevolence  of  his  heart  should  procure  pardons  of 
all  criminals  that  ap])lied  to  him  ; only  think  of  the 
consequences. 

Bex  JAM  I. X Franklin 

*John  Fothergill  ( 1712-1780)  : .An  eminent  Quaker  phy- 
sician, born  in  Yorkshire,  educated  at  Edinburgh,  distin- 
guished London  practitioner,  author  of  Account  of  the 
Putrid  Sore  Throat  (Quinsy),  friend  of  the  .American 
colonists,  physician  to  Ben  Franklin,  social  reformer 
improving  the  conditions  of  jails,  who  with  John  Howard 
instituted  far-reaching  sanitary  measures  for  the  first  time 
in  England,  including  the  first  public  baths. 
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c out i tint'd  from  pa^e  55H 

a])plicahle  to  ])reventive  medicine,  particularly  iu 
regard  to  i)rotectiou  ag.ainst  the  use  of  such  wea- 
])ons  by  the  enemy.  . . . 

So  we  come  to  a strange  and  gloomy  ending  of 
this  account  ot  the  natural  history  of  infectious 
disease.  Science  having  freed  a large  ])ortion  of 
the  human  race  from  every  tyjie  of  ])esti!ence. 
and  being  ])otentially  ca])ahle  of  doing  it  e(|ually 
efifectively  for  the  rest,  now  st;mds  ])oised  to 
create  new  more  leth.al  and  more  uncontrollable 
])lagues  than  ever  sprang  from  nature.  'I'he  one 
star  of  hope  in  thegloom  is  that  biological  .science, 
along  with  its  develojmient  of  this  sinister  ])ower, 
is  just  as  definitely  iKiinting  the  way  hv  which 
human  conflict  can  he  understood  and,  if  we 
desire  it  fervently  enough,  controlled." 

There  is  jjleasure  in  the  companionship  of  a con- 
temporary fellow  physician  who  thinks  and  writes 
as  does  Sir  Macfarlane  Burnet. 

Robert  \’.  Lewis,  .m.d. 

FITXESS  FOR  THE  WHO  EE  FAMILY. 
Edited  by  Paul  Dudley  White,  m.d.,  and  Curtis 
A'litchell.  Line  Drawings  hv  Attilio  Sinagra. 
Douhledav  & Company,  Inc.,  Garden  City,  X.Y., 
I9f)4.  $4.^5 

This  is  a difficult  hook  to  review  because  every 
l)age  contains  matters  of  imjiortance.  It  is  concise, 
well  written,  and  gives  very  practical  adA'ice  on  diet, 
exercise  and  health  habits.  There  are  exercises  you 
can  take  even  while  working  in  an  office.  There  are 
directions  for  making  a worthwhile  play  area  in  the 
hack  yard.  It  tells  you  how  to  rela.x.  In  fact.  sim])le 
exercises  for  everyone  from  the  cradle  to  the  grave 
are  discussed.  If  we  owned  and  used  this  hook,  it 
would  make  us  fit  instead  of  soft  Americans. 

Xot  only  ])hysical  education  teachers  hut  all 
jiarents  and  children  could  ])rofit  by  reading  and 
using  this  volume. 

.Amy  E.  Russell,  .m.d. 

SYNOPSIS  OF  PATHOLOGY  by  W.  A.  D. 
.Anderson,  .m.d.  Si.xth  Edition.  The  C.  A^.  .VIoshv 
Company,  St.  Louis,  1964.  $9.75 

This  is  the  si.xth  edition  of  a deservedly  popular 
synojisis  of  pathology  with  four  color  plates,  twenty- 
six  tables  and  four  hundred  and  si.x  photographs  of 
gross  specimens  and  photo-micrographs.  There  is 
also  a reasonably  complete  Ifihliography  of  the 
English  language  literature  and  a complete  inde.x. 

The  first  three  chapters  cover  fundamental  con- 
ceits, such  as  inflammation,  repair,  regeneration, 
retrograde  changes  and  metabolic  disturbances,  as 

continued  on  next  page 
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well  as  circulatory  changes.  The  remaining  chap- 
ters take  up  bacterial  infections,  chronic  infectious 
granulomata.  rickettsial  and  virus  diseases,  spiro- 
chetoses and  venereal  diseases,  protozoal  and  hel- 
minthic infestations,  as  well  as  chemical  poisons, 
disturbances  of  nutrition  and  growth,  neoplasia, 
and  e.xfoliative  cytology.  These  chapters  also  con- 
sider the  pathologv  of  the  several  organ  systems, 
breasts,  and  skin  in  abundant  detail. 

This  hook  is  highly  recommended  as  an  immedi- 
ate reference  work,  not  only  for  the  pathologist, 
hut  also  for  all  specialists.  It  can  serve  not  only  as  a 
means  of  rapid  orientation,  but  also  can  function  as 
a guide  to  the  recent  literature  on  any  given  subject. 

1..  W.  Falkixburg.  m.d. 

HAXDBOOK  OF  THE  PRACTICE  OF 

AXESTHESIA  by  John  R.  S.  .Shields,  m.d. 

The  C.  Mosby  Company,  St.  Louis,  1963. 
$6.85 

This  well  written  basic  text  differs  from  others 
in  that  the  author  included  a great  deal  of  excellent 
photographs,  clear  hand  illustrations  and  informa- 
tive charts. 

The  text  provides  important  basic  information 
as  well  as  Iteing  a practical  and  useful  guide  to  the 
management  of  problems  which  are  frequently  en- 
countered during  anesthetic  practice. 

Brief  references  are  included  at  the  end  of  the 
hook.  The  index  appears  adequate.  Printing,  paper 
and  binding  are  excellent. 

The  reviewer  recommends  this  book  highly  for  a 
readv  source  of  information  to  residents  in  anes- 
thesia as  well  as  for  practising  anesthetists. 

Z.  T.  Taxg,  m.d. 


''THE  FORENSIC  PATHOLOGIST 
and 

MOTOR  VEHICLE  ACCIDENTS" 

GEORGE  G.  K ATS  AS,  M.D. 
of  Boston 

PROVIDENCE 
MEDICAL  ASSOCIATION 
MEETING: 

MONDAY,  DECEMBER  7,  1964 
8:30  p.m. 


E.  P.  Anthony,  Inc. 

Tb>UUl<Uiii 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 
Pharmacy  License  #225 


PATRONIZE  JOURNAL 
ADVERTISERS 


DID  YOU  KSOWC' 

• That  47  million  American  wage  earners  have 
some  type  of  formal  insurance  arrangement  that 
helps  to  protect  their  income  when  they  are 
disabled. 

• That  insurance  companies  alone  protect  nearly 
.55  million  workers  against  loss  of  income. 

• That  in  196.5,  insurance  companies  paid  a record 
S956  million  in  loss  of  income  benefits  — S50  million 
more  than  was  paid  the  year  before. 

• That  loss  of  income  benefits  paid  by  insurance 
companies  in  1965  averaged  out  to  S2.6  million 
a day. 
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After  Surgery:  B and  C vitamins  are  therapy 


Therapeutic  amounts  of  B and  C in  stress  formula  vitamins  often  are  vital  during  periods 
of  physiologic  stress.  STRESSCAPS,  designed  to  meet  increased  metabolic  demands, 
aids  in  achieving  a more  comfortable  convalescence,  a more  rapid  recovery.  After 
surgery,  as  in  many  stress  conditions,  STRESSCAPS  vitamins  are  therapy. 


Each  capsule  contains: 

Vitamin  B i (Thiamine  Mononit  rate)  10  mg. 

Vitamin  02  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B*  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake:  Adults, 

1 capsule 

daily,  for  the  treatment  of  v 

tamin  de- 

ficiencies  Supplied  in  decorative  “re- 

minder"  jars  of  30  and  100;  bottles  of  500. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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Area-wide 
Planning  from 
the  Doctor’s 
point  of  view 


Would  the  successful  implementation  of  Area-Wide  Planning  in 
Rhode  Island  help  the  physician?  Can  Area-Wide  Planning  really 
help  provide  better  medical  care  while  also  helping  to  hold  the 
line  on  rising  health  care  costs? 

Much  is  being  said  and  written  to  support  the  concept.  The 
American  Medical  Association,  American  Hospital  Association 
and  national  Blue  Cross  and  Blue  Shield  have  joined  in  its 
endorsement. 

Here  in  Rhode  Island,  among  those  studying  the  potential  of 
planning  of  community  health  resources  on  an  area-wide  basis 
are  the  Council  of  Community  Services,  the  Rhode  Island  Medical 
Economics  Council,  the  Hospital  Association  of  Rhode  Island,  as 
well  as  Blue  Cross  and  Physicians  Service.  The  Governor's  “Blue 
Ribbon"  legislative  Commission  has  held  a series  of  meetings  and 
included  nationally  known  speakers  on  the  subject.  The  recent 
changes  in  the  Hill-Burton  Program  administered  by  the  State 
Health  Department  also  emphasized  this  concept. 

Area-Wide  Planning  promises  to  have  a valuable  impact  on  the 
future  of  your  profession.  For  example: 

• Community  planning  can  help  to  assure  the  immediate  avail- 
ability of  the  right  kind  of  beds  for  your  patients  . . . acute, 
short  term,  minimal  care,  self-care,  ambulatory,  and  long  term. 

• Help  to  improve  the  quality  of  care  available  in  our  hospitals 
by  channeling  operating  and  capital  dollars  into  areas  of  proven 
need. 

• Help  to  assure  that  skilled  personnel  and  equipment  will  be 
available  when  and  where  needed. 

• Help  to  achieve  a more  equitable  distribution  of  patient’s  health 
care  dollars  among  doctors,  hospitals,  and  other  services. 

• Help  to  keep  our  voluntary  system  of  health  care  just  that  — 
free  from  government  control. 


Area  planning  councils  have  been  created  and  are  now  functioning 
effectively  in  40  communities.  Preservation  of  the  buying  power  of 
the  health  dollar  is  the  announced  goal  of  each! 
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AMYTAL 
TAKES 
THE  EDGE 
OFF 
DAYTIME 
ANXIETY 
AND 
TENSION 


Amytal  is  a moderately  long-acting  barbiturate  that  takes  the 
edge  off  daytime  anxiety  and  tension  without  significant  change 
in  mood  and  attitude.  Since  Amytal  is  metabolized  in  the  liver 
within  twenty-eight  hours,  overlapping  of  effect  is  minimized, 
and  renal  damage  does  not  constitute  an  absolute  contraindica- 
tion to  the  drug. 

Side-Effects:  Idiosyncrasy  or  allergic  reactions  to  the  barbi- 
turates may  occur. 

Precautions  and  Contraindications:  Amytal  should  be  used 
with  caution  in  patients  with  decreased  liver  function,  since  a 
prolongation  of  effect  may  occur.  Administration  in  the  presence 
of  uncontrolled  pain  may  produce  excitement.  Warning-May 
be  habit-forming. 

Dosage:  Doses  should  be  individualized  for  each  patient.  The 
usual  adult  sedative  dosage  ranges  from  30  mg.  (1/2  grain)  to 
50  mg.  (3/4  grain)  two  or  three  times  daily. 


Additional  information 
available  to  physicians 
upon  request.  Eli  Lilly 
and  Company,  India- 
napolis 6,  Indiana. 


AMYTAL* 

AMOBARBITAL 


•’intirmsi  C0liifnkf/Y,O»tfiit.M^iff€M  4$739 

.for  usage  available  to  physicians  upon  request. 
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THE  AMERICAN  ASSOCIATION 
OF  MEDICAL  MILK  COMMISSIONS 
SUPERVISES  THE  PRODUCTION  OF 


1.  CLEANER.  Lowest  bacteria-count.  Milk 
checked  before  each  milking.  All  utensils, 
bottles,  and  equipment  sterilized  before  use. 

2.  BETTER-PROTECTED.  Strictest  medical 
supervision  of  herds  and  employees.  Frequent 
examinations  and  laboratory-control  AT  THE 
FARM  are  required. 

3.  AUTOMATIC  MILKING.  Cows  are  milked 
automatically  by  electric  machine.  Milk  is  bot- 
tled without  exposure  to  air  or  human  touch. 


4.  BOTTLE  CLOSURES.  Must  be  of  the  high- 
est quality  to  provide  complete  protection  for 
the  milk  and  bear  approval  of  The  American 
Association  of  Medical  Milk  Commissions. 

5.  MORE  NUTRITIOUS.  Cows  scientifically  fed 
balanced  ration.  Nutrition  control  from  soil  to 
delivery  of  milk.  Same  diet  all  year. 

6.  LONGER-LASTING,  BETTER-TASTING.  Diet 
control,  special  handling,  and  shortest  time  of 
delivery  from  cow  to  consumer  assure  fine 
fresh  flavor  that  lasts  for  weeks. 


7.  THE  DOCTOR’S  MILK.  Produced,  processed,  bottled  on  farms  super- 
vised by  Medical  Milk  Commissions.  Each  bottle  bears  the  seal  of  the 
A.A.M.M.C.  and  names  of  the  supervising  Commission  and  producing  farm. 


MILK  COMMISSION  OF  PROVIDENCE  MEDICAL  ASSOCIATION 

HILLSIDE  FARMS,  INC.,  1308  Phenix  Ave.,  Cranston,  Wl  2-3400 

Produced  at  Hillside  Farm,  Cranston,  R.  I. 

Rhode  Island’s  only  Producer  of  Certified  Milk 


Area-wide 
Planning  from 
the  Doctor’s 
point  of  view 


Would  the  successful  implementation  of  Area-Wide  Planning  in 
Rhode  Island  help  the  physician?  Can  Area-Wide  Planning  really 
help  provide  better  medical  care  while  also  helping  to  hold  the 
line  on  rising  health  care  costs'? 

Much  is  being  said  and  written  to  support  the  concept.  The 
American  Medical  Association.  American  Hospital  Association 
and  national  Blue  Cross  and  Blue  Shield  have  joined  in  its 
endorsement. 

Here  in  Rhode  Island,  among  those  studying  the  potential  of 
planning  of  community  health  resources  on  an  area-wide  basis 
are  the  Council  of  Community  Services,  the  Rhode  Island  Medical 
Economics  Council,  the  Hospital  Association  of  Rhode  Island,  as 
well  as  Blue  Cross  and  Physicians  Service.  The  Governor's  “Blue 
Ribbon"  legislative  Commission  has  held  a series  of  meetings  and 
included  nationally  known  speakers  on  the  subject.  The  recent 
changes  in  the  Hill-Burton  Program  administered  by  the  State 
Health  Department  also  emphasized  this  concept. 

Area-Wide  Planning  promises  to  have  a valuable  impact  on  the 
future  of  your  profession.  For  example: 

• Community  planning  can  help  to  assure  the  immediate  avail- 
ability of  the  right  kind  of  beds  for  your  patients  . . . acute, 
short  term,  minimal  care,  self-care,  ambulatory,  and  long  term. 

• Help  to  improve  the  quality  of  care  available  in  our  hospitals 
by  channeling  operating  and  capital  dollars  into  areas  of  proven 
need. 

• Help  to  assure  that  skilled  personnel  and  equipment  will  be 
available  when  and  where  needed. 

• Help  to  achieve  a more  equitable  distribution  of  patient’s  health 
care  dollars  among  doctors,  hospitals,  and  other  services. 

• Help  to  keep  our  voluntary  system  of  health  care  just  that  — 
free  from  government  control. 


Area  planning  councils  have  been  created  and  are  now  functioning 
effectively  in  40  communities.  Preservation  of  the  buying  power  of 
the  health  dollar  is  the  announced  goal  of  each! 
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Indications:  Anxiety  and  tension  states.  Also  as  adjunctive  therapy  when  anxiety  may  be  a causative  or 
disturbing  factor. 

Contraindications:  Previous  allergic  or  idiosyncratic  reactions  to  meprobamate. 

In:portant  precautions:  Should  administration  of  meprobamate  cause  drowsiness  or  visual  disturbances,  the 
dose  should  be  reduced.  Operation  of  motor  vehicles  or  machinery  or  other  activity  requiring  alertness  should 
be  avoided  if  these  symptoms  are  present.  Effects  of  excessive  alcohol  may  possibly  be  increased  by  mepro- 
bamate. Prescribe  cautiously  and  in  small  quantities  to  patients  with  suicidal  tendencies.  Consider  possibility 
of  dependence,  particularly  in  patients  with  history  of  drug  or  alcohol  addiction;  withdraw  gradually  after 
prolonged  use  at  high  dosage.  Abrupt  withdrawal  may  precipitate  recurrence  of  pre-existing  symptoms,  or 
withdrawal  reactions  including,  rarely,  epileptiform  seizures.  Grand  mal  seizures  may  be  precipitated  in 
persons  suffering  from  both  grand  and  petit  mal. 

Side  effects:  Drowsiness  may  occur  and,  rarely,  ataxia,  usually  controlled  by  decreasing  the  dose.  Allergic  or 
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The  One  Tranquilizer  that 
Belongs  in  Every  Practice 

Miltown' 

(meprobamate) 

■ Relieves  anxiety  and  tension  without 
significant  effect  on  alertness  and  re- 
flexes—especially  valuable  in  the  work- 
ing patient. 

■ Established  and  accepted— more  than 
ten  years’  use,  more  than  1500  pub- 
lished papers  confirm  its  value. 

■ Broad  therapeutic  range— may  be 
used  whenever  anxiety  and  tension  are 
present,  with  or  without  organic  dis- 
ease, in  any  age  group  from  pediatric 
to  geriatric. 

■ Relaxes  both  physical  and  emotional 
tension,  thus  helping  to  establish  nor- 
mal sleep  patterns. 

■ Proven  safety/efficacy  ratio— low 
toxicity,  minimal  side  effects,  useful  in 
long-term  therapy. 

WALLACE  LABORATORIES/Cranbury,  N.  J. 


idiosyncratic  reactions  are  rare,  generally  developing  after  one  to  four  doses  of  the  drug.  Mild  reactions  are 
characterized  by  an  urticarial  or  erythematous,  maculopapular  rash.  Acute  nonthrombocytopenic  purpura 
with  peripheral  edema  and  fever,  transient  leukopenia,  and  a single  case  of  fatal  bullous  dermatitis  after  admin- 
istration of  meprobamate  and  prednisolone  have  been  reported.  More  severe,  and  very  rare,  cases  of  hyper- 
sensitivity may  produce  fever,  chills,  fainting  spells,  angioneurotic  edema,  bronchial  spasms,  hypotensive 
crises  (1  fatal  case),  anuria,  stomatitis,  proctitis,  and  anaphylaxis.  Treatment  should  be  symptomatic  and  the 
drug  not  reinstituted.  Isolated  cases  of  agranulocytosis  and  thrombocytopenic  purpura,  and  a single  fatal 
instance  of  aplastic  anemia  have  been  reported,  but  only  when  other  drugs  known  to  elicit  these  conditions 
were  given  concomitantly.  Fast  EEG  activity  has  been  reported,  usually  after  excessive  meprobamate  dosage. 
Massive  overdosage  may  produce  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and  respiratory  collapse. 
Usual  adult  dosage:  One  or  two  400  mg.  tablets  t.i.d.  Doses  above  2400  mg.  daily  are  not  recommended. 
Supplied:  400  mg.  scored  tablets;  200  mg.  coated  tablets.  Consult  package  circular  before  prescribing. 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  W ashington  Office 
of  the  American  Medical  Association 


The  Iohnsox  Administration'  has  placed  so- 
called  medicare  at  the  top  of  its  legislative  jiro- 
grani  for  1965. 

Id  a policy  paper  issued  a few  days  before  the 
national  elections.  President  Johnson  said: 

“First  we  must  provide  adequate  hospital  and 
nursing  home  care  for  our  senior  citizens  by  a sound 
program  financed  through  contributory  social  in- 
surance. I pledge  that  the  legislation  to  accomplish 
this  will  head  my  program  next  year." 

•Administration  forces  in  Congress  expressed 
confidence  that  most  of  Johnson’s  legislative  pro- 
gram would  be  ai)proved  ne.xt  year  in  light  of  the 
Democratic  victory  in  the  elections.  Democrats 
gained  a net  of  37  seats  in  the  House. 

The  •Administration  was  reported  to  be  consid- 
ering a program  that  would  be  financed  by  a sepa- 
rate emplover-employe  tax  rather  than  an  increase 
in  the  .social  security  ta.x  as  called  for  in  legislation 
that  died  in  a House-Senate  conference  committee 
when  Congress  adjourned  in  October. 

In  reiterating  bis  opposition  to  social  security 
financing,  Rej).  W ilbur  D.  Mills  ( I).,  .Ark.  ),  chair- 
man of  the  Ways  and  Means  Committee,  said  just 
prior  to  adjournment : 

“I  think  one  of  the  difficulties  that  has  actually 
im])eded  the  reaching  of  a sound  solution  is  the 
insistence  by  tbe  proponents  of  medical  care  on 
proceeding  toward  a solution  through  the  existing 
O.ASDI  ( Social  .Security  ) system  rather  than  in  an 
all-out  effort  to  solve  the  problem  itself  with  some 
flexibility  in  their  approach.  In  other  words,  there 
may  well  be  within  our  reach  solutions  to  the  admit- 
tedlv  difficult  and  increasing  problems  of  medical 
care  for  the  aged  which  lie  outside  of  attaching  a 
Federal  program  to  the  framework  of  the  O.A.SDI 
imsurance  system  . . . 

“1  would  be  hopeful  that  the  basic  prepayment 
concept  might  lead  us  in  the  direction  of  sound 
approaches  to  this  matter.  There  are  other  prin- 
ci])les  which  we  can  embody  to  insure  a sound  medi- 
cal program  while  at  the  same  time  preserving  our 
basic  social  .security  insurance  system.” 

Other  points  listed  in  Johnson’s  policy  paper  on 
health  were : 

“.Second,  we  must  step  up  the  fight  on  mental 
health  and  mental  retardation. 


“1  intend  to  ask  for  increased  funds  for  research 
centers,  for  special  teacher  training,  and  for  help- 
ing coordinated  state  and  local  programs. 

“Third,  we  must  expand  our  program  to  help 
train  the  doctors,  dentists  and  technicians  this 
nation  desperately  needs.  Right  now,  the  statistics 
show  that  we  are  importing  interns  and  resident 
physicians  from  other  countries  which  can  ill  afford 
to  lose  them. 

“Fourth,  we  must  enlarge  programs  to  help  dis- 
abled citizens  rehabilitate  themselves  for  useful 
emjiloyment. 

“Fifth,  we  must  increase  existing  programs  of 
medical  assistance  to  children  of  low-income 
families. 

“Sixth,  we  must  work  to  correct  the  deficiencies 
of  young  men  who  are  rejected  for  military  service 
because  of  health. 

“Seventh,  we  must  move  ahead  in  the  effort  to 
protect  the  jiurity  of  the  water  we  drink  and  the 
air  we  breathe.  Air  pollution,  according  to  one 
estimate,  causes  $1 1 billion  damage  each  year  to 
property  alone.  Xo  one  can  measure  the  damage  to 
our  children’s  lungs.” 

* * si: 

•A  total  of  $35  million  in  Federal  funds  has  lieen 
appropriated  to  help  finance  construction  of  com- 
munity mental  health  centers  in  1965. 

It  is  the  initial  allotment  of  funds  for  a $150 
million  three-year  jirogram  of  Federal  grants-in- 
aid  for  building  such  centers.  Grants  will  range 
from  one-third  to  two-thirds  of  total  construction 
costs. 

The  Department  of  Health,  Education  and  Wel- 
fare said  the  centers  built  in  1965  will  form  the 
nucleus  of  the  new  national  mental  health  program 
to  provide  comprehensive  treatment  of  the  mentally 
ill  in  the  patients’  home  communities. 

Grants  will  be  administered  and  awarded  to  eli- 
gible sponsors  of  tbe  centers  by  the  National  Insti- 
tute of  Mental  Health  of  the  Public  Health  Service 
under  terms  of  the  Community  Alental  Health 
Centers  Construction  .Act  of  1963  (Public  Law 
88-164). 

The  centers  must  provide  a minimum  of  the 
following  five  essential  services  to  patients : in- 

cotit inued  on  page  572 
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“Gesundheit!" 

...is  just  for  the  sneeze 

but  for  symptomatic  relief  of  the 
common  cold... 

'EMPRAZIU 

TABLETS 

Each  layered  tablet  contains: 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  20  mg. 
■Perazil'®  brand  Chlorcyclizine  Hydrochloride.  ...  15  mg. 

Phenacetin  150  mg. 

Aspirin  200  mg. 

Caffeine  30  mg. 

To  relieve  the  aches,  pains,  fever  and  respiratory  conges- 
tion of  the  common  cold,  flu  or  grippe  with  one  product 
...specify  ‘Emprazil’. 

Caution:  While  pseudoephedrine  is  virtually  without  pressor 
effect  in  normotensive  patients,  it  should  be  used  with 
caution  in  hypertension.  Also,  while  chlorcyclizine  has  a 
low  incidence  of  antihistaminic  drowsiness,  the  usual  pre- 
cautions should  be  observed. 

Supplied:  Bottles  of  100  and  1000. 

Also  available  with  codeine  — on  prescription  only  — as 

‘EMPRAZIL-C®  tablets 

Complete  literature  available  on  request  from  Professional 
Services  Dept.  PML. 


@ 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,Tuckahoe,  N.Y. 
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"your 
very  good 
heal  til” 
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EAST  PBOVIOENCE.fl.l 


Milk  — Nature’s  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet. 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 


I 


j 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 


Call  GE  8-4450 
for  Home  Delivery 
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patient  treatment,  ontjiatient  treatment,  partial 
hospitalization,  with  around-the-clock  emergency 
service  available  in  at  least  one  of  these.  Centers 
must  also  provide  consultation  and  educational 
services  to  communitv  agencies. 

In  addition  to  the  construction  funds  for  centers, 
X’IjNIH  will  grant  $12  million  in  1965  to  hospitals 
for  the  mentally  ill  and  for  the  mentally  retarded  to 
improve  treatment  and  care  of  patients. 

XIMH  also  will  award  $6  million  in  inservice 
training  grants  during  1965  to  upgrade  skills  of 
hospital  personnel  in  providing  comprehensiA’e  care 
for  patients. 

Other  funds  available  to  XOIH  under  the  regu- 
lar mental  health  appropriation  of  1965  include 
$163.7  million  for  research,  fellowships,  training 
of  professionals  and  state  grants,  and  $24.2  million 
for  Institute  research  and  items  of  direct  operations. 

^ 

About  two  of  every  15  American  adults  have 
definite  heart  disease  and  an  additional  one  of  nine 
have  suspect  heart  disease,  according  to  the  Public 
Health  Services  X'ational  Heart  Survey. 

The  survey  comprised  a sampling  of  7,710  adults 
with  6,672  given  physical  examinations  from  1959 
through  1962.  IMajor  projected  findings  included: 

— Of  the  111.1  million  American  adults,  14.6 
million  have  definite  heart  disease  and  13  million 
have  suspect  heart  disease.  Of  every  100  persons 
aged  18  through  79,  13.2  had  definite  heart  disease 
and  an  additional  11.7  had  suspect  heart  disease. 

— Most  commonly  encountered  was  hyperten- 
sive heart  disease.  IMore  than  10  million  Americans 
suffer  from  it,  and  nearly  4.8  million  others  have 
suspect  hypertension. 

— Coronarv  heart  disease  accounts  for  3.1  mil- 
lion definite  and  2.4  million  suspect  cases. 

— ^^'omen  are  more  likely  to  have  definite  hyper- 
tensive heart  disease ; men  more  likely  to  have 
definite  coronary  heart  disease  or  heart  disease  of 
congenital  or  syphilitic  origin.  Suspect  hypertensive 
heart  disease  is  more  common  in  men  than  in 
women ; suspect  coronarv  disease  more  common  in 
women  than  in  men. 

— About  24.4  per  cent  of  negro  adults  have  defi- 
nite heart  disease,  twice  as  high  as  the  incidence  for 
white  adults. 

— The  prevalence  rates  for  suspect  heart  disease 
are  14.8  and  11.3  per  cent,  respectively,  for  negroes 
and  white. 

— The  prevalence  of  heart  disease  rises  sharply 
with  age.  Less  than  two  per  cent  had  definite  heart 
disease  in  the  18-24  age  group. 

— About  39  per  cent  of  the  men  and  46  per  cent 
of  the  women  in  the  75-79  age  group  have  definite 
heart  disease. 
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A rhinologic  approach  to  the  sinuses 

Sagittal  anatomical  section  of  nasal 
cavity  showing  approach  for  probing  or 
irrigation  by  cannulas. 

A— Sphenoid:  A sphenoid  cannula  (under 
13.5  cm.)  passed  around  the  middle  and 
superior  turbinates  to  the  anterior  wall  of 
the  sinus  through  its  ostium. 

B— Maxillary:  A conventional  antral 
cannula  passed  beneath  the  middle 
turbinate,  over  the  uncinate  process,  and 
rotated  downward  and  laterally  into  the 
ostium. 

C— Frontal:  A conventional  antral 
cannula  passed  after  preliminary 
maneuvers  through  the  frontonasal  canal 
into  the  ostium  frontale. 


In  colds  and  sinusitis 

NiioSyiiepliriiie'sooner 

hydrochloride 

(Brand  of  phenylephrine  hydrochloride) 

can  help  prevent  emergency  measures  later 


Before  complications  arise  in  colds  and  sinusitis, 

Neo-Synephrine  solutions  and  sprays  reduce  nasal 
turgescence  on  contact  — to  promote  essential 
aeration  and  drainage.  Turbinates  shrink,  sinus 
ostia  open  and  drainage  is  freed.  Relief  is  instant 
and  the  threat  of  complications  is  lessened. 

In  the  treatment  of  sinusitis,  the  ’A  per  cent  solu- 
tion is  a preferred  vasoconstrictor,  “...most 
closely  approximating  physiologic  composition 
with  the  least  ‘rebound’  tendency. . . Gentle 
Neo-Synephrine  is  well  tolerated  by  delicate  re- 

*Reed,  G.  F.:  Sinusitis,  New  England  J.  Med.  267:402,  Aug.  23,  1962. 


spiratory  tissues.  Systemic  effects  are  practically 
nil,  post-therapeutic  turgescence  is  minimal  and 
repeated  applications  do  not  lessen  its  effective- 
ness. Neo-Synephrine  has  been  a standard  among 
vasoconstrictors  since  1935. 

Available  in  plastic  nasal  sprays  for  adults  (’AVo) 
and  children  (’A'/o),  in  solutions  of  Vs,  ’A  or  1 
per  cent. 


Winthrop  Laboratories 
New  York,  N.  Y. 
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374 


RHODE  ISLAND  MEDICAL  JOURNAL 


rTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT' 


PERIPATETICS 


Statement  of  Policy: 

The  editors  of  your  journal  believe  that  the 
official  organ  of  the  Rhode  Island  Medical  Soci- 
ety is  an  instrument  for  cohesion  of  members 
of  the  profession.  The  divisive  elements  of  spe- 
cialization and  the  increasing  tendency  for  sin- 
gle or  litnited  hospital  affiliations  lead  to  less 
intimate  contact  with  our  colleagues  and 
friends  whose  successes  and  achievements  are  of 
interest  to  all  of  us. 

A well  organized  method  to  obtain  items  of 
interest  about  persons  has  been  set  up.  W'e  fur- 
ther encourage  any  members  to  forward  to  this 
department  information  of  interest.  A letter 
addressed  to  the  Rhode  Island  Medical  Journal, 
106  Francis  Street,  Providence,  is  encouraged 
and  will  be  appreciated. 

The  Editors 


PROGRAMS  presenting  the  research  efforts  of  staff' 
members  have  become  an  established  practice  in 
many  hospitals.  The  John  F.  Kenney  Clinic  Day  at 
the  Memorial  Hospital  in  Pawtucket,  Rhode  Island, 
is  one  of  the  oldest.  This  year  Kenney  day  was  of 
special  interest  because  of  personal  associations. 
Steven  J.  Hoye,  chairman  of  the  scientific  program, 
welcomed  his  Peter  Bent  Brigham  Hospital  room- 
mate. Richard  E.  M’ilson.  who  with  J.  Hartwell 
Harrison  presented  a symposium  on  Kidney  Trans- 
plantation. Little  known,  but  of  great  historical 
significance,  was  Harrison's  revelation  that  Ernest 
K.  Landsteiner,  when  a resident  at  the  Brigham, 
performed  the  first  kidney  transplant  in  medical 
historv.  Papers  by  Michael  Scala.  Robert  Riemer, 
Joseph  Doll.  Laurence  A.  Senseman,  Alton  M. 
Pauli  and  Paul  J.  M.  Healey  completed  the  pro- 
gram. The  quality  and  format  of  the  Kenney  Day 
programs  in  Pawtucket  set  a precedent  which  has 
been  followed  in  many  of  our  hsopitals. 

Research  Day.  now  known  as  The  Annual  Scien- 
tific Assembly,  at  the  Rhode  Island  Hospital  is  now 
in  its  tenth  year  under  the  chairmanship  of  Herbert 
Fanger.  The  program,  shorter  this  year  than  usual, 
had  several  significant  and  unusual  papers.  The 
pioneering  work  of  ^lilton  Hodosh  on  plastic  tooth 
implants  (in  primates)  opened  the  program. 


The  complete  program  included  presentations  bv 
Clarence  H.  Soderberg.  Barbara  Barker,  Charles 
Cashman.  and  Horace  F.  Martin.  Ifiochemist  at  the 
Rhode  Island  Hospital. 

A new  service  has  been  started  by  the  Woman’s 
Auxiliary.  They  are  teaching  spoken  English  to  our 
foreign  interns,  residents  and  students  at  the 
Roger  Williams  General  and  St.  Joseph’s  Hospi- 
tals. Mrs.  Stanley  D.  Simon  conceived  and  devel- 
oped the  program  in  principle  as  her  ^Master's 
thesis  for  her  degree  in  Linguistics  at  Brown  Lni- 
versity.  Mrs.  George  Taft,  the  Auxiliary  President, 
recruited  Mrs.  Simon’s  talent  to  establish  the  pro- 
gram. ^Members  of  the  Auxiliary  attended  a teach- 
ing program,  and  four  are  actively  engaged  in 
teaching.  They  are : iMrs.  Thomas  Egan,  Mrs. 
Angelo  Archetto,  Mrs.  Frank  Giunta  and  Mrs. 
Robert  \'.  Lewis.  Harr}-  Darrah,  director  of 
medical  education  at  the  Roger  \\  illiams  General 
Hospital,  reports  the  course  as  being  enthusiasti- 
cally received. 

A new  associate  pathologist,  William  Sethiere, 
has  been  appointed  to  the  staff'  of  the  Roger 
A'illiams  General  Hospital.  He  comes  here  after 
completing  a four  year  appointment  at  the  Bronx 
Municipal  Hospital  Center. 

The  visit  of  Robert  B.  Berg,  Pediatrician  in  Chief 
at  the  Beth  Israel  Hospital  of  Boston,  for  an  address 
to  the  medical  staff  at  the  Roger  M’illiams  General 
Hospital  on  “Prematurity  and  Gastrostomy’’  was 
extremelv  timeh'.  It  coincided  with  the  presence  in 
the  newborn  nursery  of  a one  and  a half  pound 
infant  with  a gastrostomy. 

Robert  W . Riemer.  Second  ^'ice  President  and 
Program  Chairman  of  the  Xew  England  States 
Chapter  of  the  .\merican  College  of  Chest  Physi- 
cians. organized  an  extensive  all  day  session  at  the 
Rhode  Island  Hospital.  Included  were  papers  from 
manv  of  our  Rhode  Island  phvsicians : Jay  Orson. 
Max  Bloom.  Robert  Corwin,  Paul  Lamarche. 
Lester  AArgas,  Prances  Conklin.  Clarence  .Soder- 
berg. Marv  Colbert.  William  O’Brien.  Enold  Dahl- 
quist.  and  Robert  Riemer. 

Traveling  about  as  far  north  as  one  could  to 
attend  a Regional  Meeting  of  the  American  College 
of  Phvsicians  were  several  members  of  the  College 

continued  on  page  5"6 


|i  The  discharged 

I mental  patient . . . 

ji  and  Thorazine*' 

Ij  brand  of  chlorpromazine 

Ij 

i'  “The  average  'practitioner  is  quite  capable  of  handling  the  vast  majorit'y  of  ex-institu- 

tionalized  patients  by  regulation  of  medication,  reassuratice,  manipulation  of  the  en- 
*!  vironmetit  where  necessary,  and  . . . other  technics.”  Kiine,  n.s.:  Postgrad.  Med.  27x20  (May)  i960. 

The  family  physician  must  often  assume  respon- 
j sibility  for  the  discharged  mental  patient.  Thora- 

j zine  (chlorpromazine,  sk&f)  can  be  a valuable 

lj  adjunct  to  the  continuing  care  of  this  patient, 

II  because  it  helps  prevent  relapses  by  insulating 

i|  him  from  the  impact  of  stressful  experiences. 

For  successful  rehabilitation  and  prevention  of 
' rehospitalization,  however,  the  former  mental 

I patient — and  often  his  family — also  needs  the 

I guidance  and  counsel  of  his  physician. 

Many  physicians  are  surprised  by  the  high  doses 
of  Thorazine  (chlorpromazine,  sk&f)  used  in  pa- 
I tients  released  to  their  care  from  mental  hospitals. 

This  surprise  may  be  expressed  by  a drastic  re- 
duction in  dosage  “to  play  it  safe”— with  serious 
consequences  for  the  patient. 

The  successful  maintenance  of  former  mental  pa- 
tients  requires  adequate,  often  “high”  dosage,  and 
often  for  prolonged  periods  of  time.  Fortunately, 

1 these  dosages  do  not  mean  greater  risks  for  the 


patient.  On  the  contrary,  there  is  much  less  risk 
of  serious  side  effects  once  a patient  has  become 
gradually  accustomed  to  Thorazine  (chlorproma- 
zine, sk&f) —regardless  of  dosage— over  a period  of 
a few  months.  Continuing  therapy  is  almost 
always  well  tolerated,  and  is  essential  to  most 
patients’  continued  well-being. 

Brief  Summary:  Thorazine  (chlorpromazine,  sk&f)  has  been 
successfully  used  for  10  years  in  the  treatment  of  mental  and 
emotional  disturbances,  and  has  proven  highly  effective  in 
the  maintenance  therapy  of  former  hospitalized  mental  pa- 
tients. Principal  side  effects:  The  most  frequently  encountered 
side  effect  is  transitory  drowsiness.  Other  occasional  side 
effects  include:  dry  mouth,  nasal  congestion,  constipation, 
miosis,  dermatological  reactions,  photosensitivity,  jaundice, 
hypotension,  increased  appetite  and  weight;  very  rarely, 
mydriasis,  agranulocytosis,  extrapyramidal  symptoms. 
Contraindications:  Comatose  states  or  in  the  presence  of 
excessive  amounts  of  C.N.S.  depressants. 

For  complete  prescribing  information,  please  see  PDR  or 
available  literature. 

Smith  Kline  & French  Laboratories 
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who  attended  the  meeting  at  Halifax,  Xova  Scotia 
this  year.  Officials  of  the  College  in  Rhode  Island, 
Marshall  X’.  Fulton,  Regent,  and  Irving  A.  Reck, 
Covernor,  headed  the  Rhode  Island  delegation. 
Papers  hy  Rhode  Islanders  were  given  hv  Marvin 
Kerzner,  Raymond  Moffitt,  Charles  Jones,  Maurice 
M.  .Alhala,  Donald  L.  DeXyse,  and  James  Reeves. 

In  neighboring  Fall  River  at  the  Union  Hospital, 
Milton  HamoLsky  recently  addressed  the  staff  on 
“Role  of  the  Adrenal  Gland  in  Medicine  and  Sur- 
gery.” Earlier  he  was  a memlier  of  the  facultv  of 
the  Symposium  on  Clinical  Applications  of  Xuclear 
Medicine,  where  his  subject  was  “The  T3  Test.” 

Waldo  O.  Hoey,  Jack  Savran,  John  Stuart  and 
Leroy  M’.  Falkinhurg  have  a publication  in  the 
October  15  issue  of  The  American  Journal  of 
Obstetrics  and  Gynecology.  Its  title  is  “Mesodermal 
Mixed  Tumor  of  the  Corpus  L'teri”  and  reviews 
six  cases,  all  from  the  surgical  service  of  the  Roger 
Williams  General  Hosjiital.  ( )ne  of  these  cases  is 
still  living  15  years  after  operation,  which  is  very 
unusual  in  this  extremelv  rare  condition. 


PATRONIZE  JOURNAL 
ADVERTISERS 


QliemoJiial  Sanifauum 


Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  In  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

W.  H.  Lesovsky,  M.D.,  Ph.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  tor  Long-Term  Care 


Whether  you're  a teacher  correcting  exams.  A student  cramming  for  them,  A housewife 
cleaning  up  after  the  kids.  Or  a businessman  working  late  at  night.  Whoever  you  are, 
things  go  better  when  you  pause  and  refresh  with  ice-cold  Coca-Cola. 


and  it’s  not  a once-over-Iightly  one,  either. 
All  rubber  stoppers  used  in  Lilly  ampoules  are 
scrupulously  cleaned  with  a detergent  and  hot 
deionized  water  in  a special  washing  machine 
like  the  one  pictured  above.  This  removes  any 
foreign  matter  adhering  to  them.  Then  the 
stoppers  are  autoclaved  at  120°  to  121°C.  for 


one  hour.  They  are  now  clean,  sterile,  and 
ready  for  use.  In  case  the  stoppers  are  not 
used  within  seventy-two  houi's,  they  are  re- 
turned for  resterilization.  □ This  meticulous 
process  is  only  one  of  the  many  safeguards 
to  insure  the  quality  of  the  finished  product 
and  to  protect  the  ultimate  user. 


Eli  Lilly  and  Company  • Indianapolis  6,  Indiana,  U.S.A. 


401196 


Just  turned  hypertensive 


A 15  mm.  Hg  drop  in  diastolic  pressure 
would  also  suit  her  very  well 

For  suitably  gradual,  physiologic 
hypotensive  treatment 


QUINETHAZONE  TABLETS 
antihypertensive  diuretic 


HYDROMOX  Quinethazone  is  excellent 
for  use  in  early  hypertension. 

Extremely  well  tolerated,  the  average 
reported  reduction  in  diastolic  pressure 
is  15  mm.  Hg.'-^just  right  for 
patients  with  mild  to  moderate  diastolic 
elevations.  Systolic  pressure  lowered 
accordingly.  A convenient,  single 
daily  dose  of  one  to  two  50  mg.  tablets 
is  usually  sufficient. 

INDICATED  in  hypertension  with  or 
without  edema,  and  in  all  types  of 
edema  involving  salt  retention.  May  be 
helpful  in  some  cases  of  lymphedema, 
idiopathic  edema  and  edema  due 
to  venous  obstruction. 

SIDE  EFFECTS:  Skin  rash  (rare), 
gastrointestinal  disturbances,  weakness 


and  dizziness,  seldom  so  severe 
that  drug  should  be  stopped.  Generally, 
the  adverse  effects  sometimes 
associated  with  the  thiazide  diuretics 
are  possible.  Pre-existing  electrolyte 
abnormalities  may  be  aggravated. 

CONTRAINDICATION:  Anuria. 

1.  Steigmann,  F.,  and  Griffin,  R.: 
Evaluation  of  Quinethazone,  a New 
Diuretic.  J.  Amer.  Geriat.  Soc. 

11:945  (Oct.)  1963. 

2.  Schwartz,  M.:  Office  Evaluation  of 

a New  Diuretic  in  Patients  with  Hyper- 
tensive Diseases.  Scientific  Exhibit 
Presented  at  the  Clinical  Meeting  of  the 
American  Medical  Association, 

Los  Angeles,  California,  Nov.  25-28, 1962. 


I,EI)F.K1.E  LABORATORIES,  A Division  of  AMERICAN  CVANAMII)  COMPANY.  Pearl  River.  N.  Y. 
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PEPTIC  ULCER  . FUNCTIONAL  H Y P E R M O T I L I T Y . IRRITABLE  COLON 


PRO-BANTHINE  (propantheline  bromide)  Assures  AuthoNtative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthine  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach'  “. . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthine  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  the  factors  of  potenev, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy-  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthine]  and  propantheline 
[Pro-Banthine]. 


The  name  Pro-Banthine  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  amount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthine 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and.  for  parenteral  use,  as 
serum-tx'pe  amends  of  30  mg, 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
JJ5.136-139  (April)  1963. 

2.  Steinberg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Modell,  W.  (editor):  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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GASTRO  INTESTINAL  BLEEDING* 

Less  Common  Causes  Of  Bleeding  Ainst  Be  Considered 

In  Every  Case 

Robert  F.  Corrente,  m.d. 


The  Author.  Robert  F.  Corrente,  M.D..  of  U’aricich, 
Rhode  Island.  Surgeon.  Surgical  Staff,  Kent  County 
Memorial  Hospital,  U'arzvick,  R.  I. 


Till-:  FOLLOWING  CASE  histories  are  presented  as 
illustrations  of  some  of  the  less  common  causes 
of  gastrointestinal  hemorrhage.  Peptic  ulcer  disease, 
esophageal  varices,  gastritis,  and  malignant  tumors 
are  the  common  causes  of  gastrointestinal  bleeding. 
Other  causes  of  bleeding  from  the  alimentary  canal, 
however,  though  less  frequent  are  no  less  imjiortant 
and  entail  differences  in  management  and  prognosis. 
Some  of  the  cases  involve  therapeutic  triumphs 
and  at  least  one  a therapeutic  catastrophe,  hut  there 
is  something  to  he  learned  from  each. 

Case  Reports 

Case  1.  The  ])atient  is  a 6-year-old  white  male 
who  was  first  admitted  to  Kent  County  ^Memorial 
Hosjiital  in  June  of  1962  with  a history  of  several 
episodes  of  bright  red  rectal  bleeding  associated 
with  some  degree  of  abdominal  crampiness.  Sig- 
moidoscopy and  barium  enema  with  air  contrast 
were  reported  normal.  The  child  was  discharged 
with  advice  to  the  parents  to  return  if  bleeding 
should  recur.  He  was  readmitted  to  the  hospital  in 
July  of  1963  for  continued  bleeding  occurring  once 
or  twice  a week.  Again,  physical  examination  was 
negative.  On  this  occasion  exjiloratory  laparotomy 
was  carried  out.  The  only  finding  was  a very  recent 
jejunojejunal  intussusception  which  probably  had 
contributed  nothing  to  the  patient’s  bleeding  history 
and  may  have  occurred  just  hours  before  the  sur- 
gery. Incidental  appendectomy  was  carried  out  at 
that  time.  The  cause  of  the  rectal  bleeding  was  again 
not  clearly  identified.  The  patient  continued  to  bleed 
intermittently,  and  in  June  of  1964  he  was  seen 
twice  in  the  Emergency  Room  of  another  hospital 
for  a bright  red  rectal  mass.  The  mass  was  reduced 
on  both  occasions.  The  parents  were  told  that  this 
represented  a rectal  prolapse.  It  occurred  again  on 
7 21  64,  but  by  the  time  the  patient  was  able  to  get 
♦Presented  before  the  Providence  Surgical  Society  at 
Providence,  R.  I.  on  November  5,  1964. 


to  the  .Accident  Room  of  this  hos])ital,  it  had  re- 
duced itself  spontaneously.  I le  was  admitted  to  the 
hospital  again  on  8 12/64,  and  sigmoido.scoi)y  was 
again  negative.  .Another  barium  enema  at  this  time 
was  reported  as  within  normal  limits.  The  rectal 
bleeding  continued,  and  the  prolapsing  rectal  mass 
continued  to  appear  intermittently  until  8/29  64 
when  the  patient  was  brought  to  the  Emergenev 
Room  of  this  hospital  with  the  prolapse  clearly  in 
sight.  It  was  a fairly  typical  adenomatous  polyp 
of  the  colon  measuring  ajqiro.ximately  2 cm.  in 
diameter.  It  was  removed  with  its  stalk  from  the 
prolapsed  state  at  the  anus.  This  was  accomplished 
without  anesthesia  and  without  difficulty  in  the 
Emergency  Room  as  an  outpatient  procedure.  The 
polyp  was  histologically  benign,  and  the  patient  has 
had  no  further  episodes  of  rectal  bleeding  or 
prolapse. 

Cotument 

Rectal  bleeding  in  infancy  and  childhood  is  en- 
countered by  physicians  in  many  specialties.  It 
sometimes  defies  all  efforts  at  diagnosis.  Certainly 
many  instances  of  very  small  insignificant  amounts 
of  bright  red  rectal  bleeding  in  infancy  and  child- 
hood can  he  ascribed  to  acute  fissures,  constipation, 
or  both.  Taken  as  single  events  in  the  course  of  the 
patient’s  development,  they  probably  require  no 
aggressive  diagnostic  studies  or  efforts  to  locate  a 
more  significant  lesion.  However,  persistent  rectal 
bleeding  in  infancy  and  childhood  can  sometimes  he 
a very  taxing  problem  ; and  frequently  all  efforts  at 
diagnosis  fail.  In  those  patients  in  whom  sigmoid- 
oscopy, barium  enema  with  air  contrast,  and  upper 
gastro-intestinal  studies  fail  to  identify  a bleeding 
point,  one  is  faced  with  the  dilemma  of  whether  or 
not  to  advise  surgical  exploration  of  the  abdomen 
in  the  hope  of  finding  a Meckel’s  diverticulum  or 
some  other  pathological  entity  which  has  escaped 
radiographic  and  sigmoidoscopic  identification. 
Certainly,  some  of  these  youngsters  bleed  often 
enough  and  sufficiently  to  require  this  approach, 
but  one  is  obliged  to  exercise  judgment  as  to 
whether  to  recommend  it  in  all  instances.  The 
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number  of  occasions  that  surgical  exploration  has 
led  to  identification  of  a bleeding  lesion  that  has  not 
been  diagnosed  by  other  means  is  small  indeed. 
About  25  per  cent  of  the  patients  studied  by  Gross^ 
could  not  be  diagnosed.  Bleeding  ultimately  stopped 
in  all  of  these  instances.  .A.ckerman-  of  St.  Louis 
studied  intermittent  painless  bleeding  in  infancy 
and  childhood  and  found  that  75  per  cent  of  cases 
could  be  diagnosed  by  rectal  examination  and  sig- 
moidoscopy. Another  10  per  cent  to  20  per  cent 
were  diagnosed  by  barium  enema.  Of  the  group  he 
studied  75  per  cent  were  single  and  predunculated 
polv])S  in  the  rectum.  In  Ackerman’s  opinion  rectal 
polyps  in  children  are  probably  due  to  mucosal 
redundancy  and  irritation  and  are  not  premalignant. 

Rectal  bleeding  in  infancy  and  childhood  some- 
times presents  a very  difficult  diagnostic  problem. 
Repeated  efforts  at  diagnosis,  including  surgery, 
may  fail  to  identify  the  nature  of  the  problem. 

Case  2.  The  patient  is  a 29-year-old  white 
female  who  was  admitted  to  Kent  County  Memorial 
Hospital  in  Tuly  of  1964  for  the  investigation  of 
two  problems,  low  Itackache  of  several  months’ 
duration  and  diarrhea  without  rectal  bleeding.  The 
history  of  diarrhea  went  back  many  years  and  had 
been  intermittent  for  a long  period  of  time.  .She 
had  had  loose  stools  in  response  to  anxiety  or  ten- 
sion of  any  kind  for  many,  many  years.  Sigmoid- 
oscopy during  this  admission  was  reported  as  being 
within  normal  limits,  while  a barium  enema  sug- 
gested disease  of  the  ileum,  ascending  colon,  or 
both  of  a mild  inflammatory  nature.  The  patient’s 
sym])toms  quieted  down  in  the  hospital,  and  she 
was  ultimately  sent  home  on  Butazolidin®  therapy 
for  her  back  complaint.  .She  was  readmitted  on 
<S/2(S/64  with  a history  of  an  episode  10  days  prior 
to  admission  of  rectal  bleeding  for  one  day  asso- 
ciated with  loose  stools.  On  the  day  of  admission, 
she  had  four  or  five  stools  with  frank  blood  in  each 
of  them  and  was  admitted  in  a very  weak  state  with 
active  rectal  bleeding.  The  rectal  bleeding  con- 
tinued in  the  hospital  for  the  next  48  hours.  She 
was  treated  with  a Levin  nasogastric  tube  to  put 
the  bowel  at  rest  and  intravenous  therapy.  Llti- 
mately  six  units  of  blood  were  given  by  transfusion 
to  stabilize  her  vital  signs  and  circulatory  balance. 
.\fter  the  first  24  hours  of  hospitalization,  because 
of  persistence  of  bleeding  and  tbe  fact  that  the 
])atient  was  still  bleeding  actively  with  irregular 
vital  signs  after  the  first  three  units  of  blood,  a 
barium  enema  and  emergency  upper  gastrointesti- 
nal x-ray  series  were  performed  and  reported  as 
normal.  There  was  no  evidence  of  the  suspicious 
area  of  inflammatory  disease  in  the  right  colon  or 
terminal  ileum  previously  described.  The  copious 
bleeding  continued  for  another  24  hours,  but  ulti- 
mately stopi)ed  on  a ])rogram  of  nasogastric  intuba- 
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tion  and  transfusion  therapy.  The  patient  never 
bled  again,  gradually  improved,  and  was  ultimatelv 
discharged  from  the  hospital  with  no  further  rectal 
bleeding  or  diarrhea. 

Coiunient 

Although  the  cause  of  the  rectal  bleeding  in  the 
patient  was  never  definitely  documented,  it  is  felt 
that  the  negative  gastrointestinal  studies  served  the 
very  useful  purpose  of  ruling  out  organic  disease 
of  a surgical  nature  as  the  cause  of  her  problem. 
It  is  assumed  that  this  patient  bled  as  a result  of 
Butazolidin®  therapy.  Bleeding  is  a well-docu- 
mented side  effect  of  Butazolidin®  administration, 
although  the  literature  dealing  with  this  subject  is 
scanty.  The  pertinent  points  in  this  case  are : 
1 . Butazolidin®  and  other  therapeutic  agents  are 
capable  of  causing  gastrointestinal  bleeding.  2.  Sur- 
gical intervention  solely  on  the  basis  of  an  earlier 
x-ray  report  is  unwise.  .4  The  value  of  emergency 
gastrointestinal  x-ray  studies  and  barium  enema  in 
identifying  a Ideeding  lesion  or  in  establishing  the 
absence  of  a bleeding  lesion  should  be  emphasized. 

C.ASE  3.  The  patient  is  a 62-year-old  white  dia- 
betic male  who  was  first  admitted  to  Kent  County 
Memorial  Hosi)ital  in  October  of  1961  with  obstruc- 
tive jaundice.  He  stated  that  in  January  of  that 
year,  10  months  before,  he  had  developed  an  acute 
illness  consisting  of  fever  and  chills,  lasting  five 
days,  which  then  disapjteared  only  to  recur  for 
another  three  days  a week  later.  This  was  treated 
symptomatically  and  ultimatelv  responded  to  medi- 
cal therapy.  He  felt  well  until  July  of  1961.  when  he 
developed  right  upper  (juadrant  pain.  His  gall- 
l)ladder  at  that  time  was  jioorly  visualized  by  x-ray. 
He  had  had  two  or  three  more  attacks  of  right  upper 
quadrant  discomfort  since  July  and  on  each  occa- 
sion had  noticed  his  urine  to  he  very  dark.  He  had 
not  been  able  to  identify  any  relationship  between 
these  attacks  and  any  specific  type  or  quantity  of 
food.  One  week  prior  to  this  admission,  he  became 
frankly  jaundiced.  The  jaundice  slowly  increased, 
the  urine  became  darker,  and  the  stools  became 
acholic.  He  was  admitted  for  evaluation  of  this 
jaundice.  In  the  course  of  his  study  at  that  time, 
he  was  shown  to  have  a duodenal  ulcer  by  x-ray 
studies.  Laboratory  studies  indicated  common  duct 
obstruction  probably  due  to  gallstones.  He  was 
subjected  to  abdominal  exploration,  whicb  revealed 
chronic  cholecystitis  with  cholelithiasis,  choledo- 
cholithiasis.  and  an  incidental  hiatus  hernia.  Chole- 
cvstectomv  and  choledochotomy  with  the  removal 
of  a common  duct  stone  were  j)erformed.  An  oper- 
ative cholangiogram  was  reported  as  normal.  The 
jjatient  did  very  well  postoperatively.  His  jaundice 
disa])peared.  He  recovered  in  a very  satisfactory 
wav  and  was  discharged  from  the  hospital  nine  days 
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posto])eratively  witli  a normal  T-tuhe  cholangio- 
gram  just  jmior  to  discharge  from  the  hospital.  His 
T-tube  was  later  removed.  He  got  along  well  with 
only  mild  occasional  ei)isodes  of  epigastric  distress 
which  he  felt  to  he  related  to  his  recent  incision.  He 
was  readmitted  on  12/2  61  because  of  sudden  sharp 
e])igastric  ])ain.  He  had  become  weak  and  sweaty. 
His  pulse  rate  was  120,  and  he  was  cold  and 
clammy.  Since  he  was  a known  mild  diabetic,  the 
possibility  of  hypoglycemia  was  entertained.  He 
had  been  given  some  hard  candy  at  home,  hut  he 
did  not  improve  and  an  hour  later  passed  a large 
diarrheal  red  bloody  stool.  He  was  hospitalized  at 
once  for  further  investigation  of  his  problem.  In 
retrospect,  the  patient  recalled  that  a few  days  prior 
to  his  admission,  he  had  also  had  a dark  stool.  It 
was  felt  that  he  was  probably  bleeding  from  the 
duodenal  ulcer  that  had  been  demonstrated  two 
months  before.  Physical  examination  revealed  a 
little  tenderness  in  the  epigastrium.  His  hematocrit 
was  38.  He  was  transfused  with  three  units  of 
whole  blood  and  continued  to  pass  black,  tarry 
stools.  A repeat  gastrointestinal  x-ray  series  on  the 
morning  after  admission  showed  no  evidence  of 
ulcer  disease.  Because  of  the  patient’s  age  and  con- 
tinued bleeding  while  in  the  hospital,  gastrectomy 
and  vagotomy  with  repair  of  an  incidental  hiatus 
hernia  were  carried  out  on  the  third  hospital  day. 
The  patient  tolerated  this  surgery  well  and  he  made 
an  uneventful  recovery.  The  specimen  showed  no 
evidence  of  ulcer  disease.  However,  he  stopped 
bleeding,  and  his  problem  seemed  to  he  solved.  The 
only  positive  finding  in  the  pathological  specimen 
was  acute  and  chronic  gastritis.  Ten  days  after  his 
discharge  from  the  hospital,  he  was  readmitted 
having  diarrhea  and  dark  bloody  stools.  His 
hematocrit  did  not  fall  on  this  occasion  although 
his  feces  remained  positive  for  occult  blood.  He  did 
not  require  transfusion  therapy  and  stabilized  with- 
out difficulty.  He  was  discharged  five  days  later 
again  in  an  improved  state.  Four  days  after  this 
discharge,  he  was  again  admitted  for  hemorrhage 
preceded  by  severe  epigastric  pain,  sweatiness,  and 
coldness.  He  vomited  dark  black  material,  and 
on  admission  he  was  vomiting  bright  red  blood. 
Hemoglobin  on  admission  was  11.5  gm.  dropping 
to  10.7  gms.  during  the  first  four  hours.  He  was 
transfused.  An  emergency  gastrointestinal  x-ray 
series  showed  no  obvious  source  of  bleeding,  and 
by  tbe  third  hospital  day,  the  bleeding  seemed  to 
have  stopped.  He  had  received  three  units  of  blood 
at  this  ]X)int.  On  the  fifth  hospital  day  he  vomited 
700  ml.  of  bright  red  blood  again  associated  with 
ei)igastric  pain  for  which  he  was  given  two  more 
units  of  blood.  Despite  the  negative  gastrointestinal 
series,  re-exploration  for  possible  marginal  ulcera- 
tion or  anastomotic  line  bleeding  was  decided  upon. 


Tbe  previous  gastroenterostomy  was  excised,  and 
a new  gastroenterostomy  was  fashioned.  'I'he  histo- 
logical study  of  the  anastomosis  .showed  it  to  he 
healing  in  a satisfactory  way  with  no  evidence  of 
ulceration  or  bleeding.  Following  this,  the  ])atient 
did  not  bleed  again  during  this  admission,  i le  made 
a slow  but  steady  recovery,  and  on  2 11/62  was 
di.scharged  from  tbe  hospital  doing  well  in  all 
respects  except  for  slight  drainage  from  a drain 
site.  Nine  days  after  discharge,  he  was  again  ad- 
mitted to  the  hospital  with  .severe  e])igastric  and 
upper  abdominal  pain  and  vomiting  large  amounts 
of  bright  red  blood.  On  examination  his  wound  was 
found  to  he  draining  a fairly  copious  amount  of 
purulent  material  from  the  upper  end  at  the  drain 
site.  A diagnosis  of  sub])hrenic  ah.scess  was  consid- 
ered. Prothrombin  activity  studies  carried  out  at 
this  time  were  found  always  to  be  in  the  range  of 
.30  to  50  per  cent.  There  was  no  response  to  vitamin 
K or  Ki  oxide  therapy.  Direct  and  indirect  Van- 
denberg  bilirubin  tests  were  reported  as  2.1  and  4.2 
mg.  per  cent  respectively.  Other  liver  function 
studies  were  within  normal  limits.  The  patient  was 
given  three  more  units  of  blood  and  on  the  dav  after 
admission  an  obvious  left  subphrenic  abscess  was 
drained  surgically.  Because  of  the  persistence  of 
bleeding  tbroughout  the  hos])ital  course  evidenced 
by  black  stools  and  falling  hematocrit,  esophago- 
scopy  and  gastroscopy  were  performed  on  3/2/62. 
It  was  the  opinion  of  the  esophagoscopist  that  the 
patient  had  an  ulceration  at  the  lower  end  of  the 
esophagus.  This  was  treated  with  tube  feedings  and 
a drip  of  milk  and  Maalox®.  In  spite  of  these 
measures,  bleeding  recurred  on  3 T/62  in  a massive 
amount,  and  tbe  patient  expired  before  transfusion 
therapy  could  be  instituted.  At  autopsy  he  was 
found  to  have  an  arteriocholedochopseudoaneurysm 
between  the  right  hepatic  artery  and  the  common 
hepatic  duct.  This  was  in  part  com})osed  of  cystically 
dilated  common  duct  and  in  part  by  granulation 
tissue  whicb  had  formed  against  the  underlying 
liver.  This  communicated  with  a short  small  branch 
of  the  right  hepatic  artery.  The  lumen  was  patent 
for  an  ordinary  probe  approximately  1mm.  in  diam- 
eter. The  bilary  tree  was  markedly  dilated  with 
stagnant  blood  throughout.  Blood  was  also  passing 
through  the  lower  portion  of  the  common  duct  into 
the  duodenum. 

Comment 

Hemobilia  is  an  infrequent  cause  of  gastro- 
intestinal bleeding,  but  a disastrous  one  in  most 
instances  when  it  does  occur.  Grove^  of  the  Univer- 
sity of  Illinois  reported  on  this  condition  in  1961. 
He  described  the  characteristic  clinical  picture  as 
including  right  upperquadrant  pain  simulating  gall- 
bladder colic,  associated  with  hemateinesis,  melena 
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or  l)oth  followed  hy  relief  of  pain  with  or  without 
shf)ck  and  increased  serum  bilirubin.  Remissions 
for  (lavs  or  weeks  with  eventual  recurrence  are 
tvpical.  He  mentioned  rupture  of  an  atherosclerotic 
anenrvsm  or  trauma  from  biliary  tract  surgery  as 
possible  causes.  In  our  case,  although  the  original 
hiliarv  tract  surgerv  had  been  carried  out  without 
incident  or  difficulty,  it  is  felt  that  the  pseudo- 
aneurysm was  very  likely  a result  of  the  surgery. 
MacKav^  of  Rurlington,  \'ermont,  reported  suc- 
cessful management  of  an  aneurysm  of  the  hepatic 
arterv  to  the  common  duct  by  proximal  and  distal 
ligation.  Even  seemingly  uneventful  biliary  tract 
surgerv  carries  i)otential  risk,  and  this  ])ossil)ility 
among  others  should  he  borne  in  mind. 

Case  4.  The  ])atient  is  a 72-year-old  white 
female  who  was  first  admitted  to  Kent  County 
Memorial  Hospital  in  Mav  of  1962  with  cerebral 
thrombosis  due  to  arteriosclerosis,  and  atiemia  of 
undetermined  etiology.  She  had  been  on  digitalis 
for  a nnmher  of  vears  and  had  also  been  known  to 
have  gallstones  for  several  months  which  had  been 
somewhat  symptomatic  hut  never  a very  serious 
problem.  She  had  been  treated  for  a year  for 
anemia  which  was  considered  to  he  pernicious  in 
tvi)e  without  any  satisfactory  response.  IManage- 
ment  of  the  cereltral  vascular  accident  presented  no 
])rohlem.  She  lost  the  use  of  the  right  side  of  her 
l)ody  hut  was  able  to  he  up  with  some  helj)  at  the 
time  of  discharge.  She  showed  a gradual  hut  definite 
resi)onse  to  physiotherapy.  She  was  readmitted  to 
this  hos])ital  in  July  of  1963  with  dark  red  rectal 
bleeding  in  large  amounts  occurring  in  the  24  hours 
l)rior  to  admission  associated  with  profound  weak- 
ness. \’ital  signs  were  relativelv  stable.  Her  right 
hemiplegis  was  noted,  and  the  rectal  Ideeding  was 
investigated  by  sigmoidoscopy,  which  was  nega- 
tive. .A  barium  enema  with  air  contrast  revealed 
sigmoid  diverticulosis.  .A.n  upper  gastrointestinal 
series  was  normal.  Her  anemia  was  felt  to  l)e  due 
to  blood  loss.  Blood  indices  and  bone  marrow 
studies  were  uon-contrihutory.  She  was  transfused 
and  was  given  iron  medication  and  ultimately  dis- 
charged on  the  seventeenth  day  of  this  hospitaliza- 
tion. She  was  readmitted  in  Angust  of  1963  having 
been  found  nncon.scions  at  home.  She  was  observed 
to  have  Cheyne-. Stokes  respirations  and  a blood 
|)ressure  of  (86/80.  She  appeared  to  have  had  an 
obvious  cerebral  thrombosis  due  to  arteriosclerosis. 
She  resiionded  well  to  supportive  measures  in 
the  hosj)ital  and  was  ultimately  discharged  on  the 
eleventh  hos])ital  day.  She  was  readmitted  in  Feb- 
ruary of  1964  again  with  unconsciousness  and  a 
(|uestionahle  cerebral  vascular  accident.  Blood 
studies  were  normal.  Electrocardiogram  indicated 
arteriosclerotic  heart  disease  without  an  acute 
process  going  on.  On  bed  rest,  antibiotics,  and 
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diuretics  .she  gradually  imjtroved  and  was  dis- 
charged to  a nursing  home.  She  was  admitted  again 
in  March  of  1964,  this  time  because  of  rectal  bleed- 
ing. On  the  night  of  admission  she  began  to  pass 
rather  large  amounts  of  bright  red  blood  jter  rectum. 
Blood  volume  was  restored  bv  transfusion.  Sig- 
moidoscojw  was  negative  and  a barium  enema  again 
showed  diverticulosis  of  the  sigmoid  with  no  other 
alinormality.  Following  di.scharge  she  got  along 
reasonaltly  well  until  9/18/64  when  she  was  again 
admitted  with  profuse  dark  red  rectal  bleeding. 
All  of  her  studies  again  were  negative.  .She  received 
4 units  of  blood  during  this  admissioin.  Sigmoid- 
oscopy and  liarium  enema  were  within  normal 
limits  e.xcept  for  the  finding  of  diverticulosis  hv 
barium  enema.  On  this  occasion,  because  of  tender- 
ness over  the  sigmoid  loop  of  her  colon,  she  was 
thought  to  have  some  degree  of  diverticulitis  as 
well.  Colectomy  was  performed  and  convalescence 
was  satisfactory. 

Coiniiient 

Rectal  bleeding  in  an  aged  patient  with  known 
diverticulosis  and  possibly  some  degree  of  diver- 
ticulitis presents  a challenge.  The  presence  of 
diverticulosis  in  older  age  groups  is  not  uncommon. 
Both  diverticulosis  and  diverticulitis  are  capable  of 
causing  rectal  bleeding.  This  is  rarely  massive  and 
rarely  represents  a surgical  ])rol)lem.  Ochsner  and 
Bargen-'’  in  1935  pointed  out  that  5 per  cent  of  their 
patients  with  diverticulosis  and  22  jier  cent  with 
diverticulitis  showed  some  degree  of  rectal  bleeding 
intermittently.  LeRoyer  and  White**  in  1948 
rejiorted  rectal  bleeding  in  16.5  j)er  cent  of  200 
patients  with  diverticulitis.  Welch,  Allen,  and 
Donaldson”  in  1953  reported  rectal  bleeding  in 
27  ])er  cent  of  114  patients  with  diverticulitis.  In 
five  of  the  114  patients  of  Welch,  et  ah,  bleeding 
was  the  primary  indication  for  surgical  interven- 
tion. Yet  all  of  the  authors  are  agreed  that  before 
this  diagnosis  is  accei)ted  as  the  cause  of  rectal 
bleeding,  every  effort  must  he  made  to  rule  out  all 
other  possible  causes,  jiarticularly  malignant  neo- 
plasms. Resection  of  the  involved  colon,  with  end- 
to-end  anastomosis  is  the  jirocedure  of  choice,  hut 
this  procedure  involves  considerable  risk  to  patients 
of  this  age  group  with  other  associated  serious 
medical  proltlems.  In  such  instances  staged  pro- 
cedures may  he  preferable.  In  some  very  critically 
ill  patients,  a diverting  colostomy  alone  may  he  the 
jirocedure  of  choice.  Ulin,  Sokolic.  and  Thompson* 
in  1959,  suggested  that  in  their  exjierience  diverting 
colostomy  alone  may  he  the  preferable  procedure  in 
a small  number  of  cases  not  suitable  for  more  major 
surgical  intervention.  Earley**  reported  in  1959  that 
in  eight  instances  a diverting  colostomy  had  pre- 
vented further  bleeding. 


concluded  on  page  58"^ 
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FURNISH  “optimum  care"  to  their  patients, 
physicians  must  constantly  Ite  engaged  in  the 
nearly  impossible  task  of  keeping  abreast  of  impor- 
tant advances  in  medical  knowledge  and  at  the  same 
time  must  endeavor  to  apply  what  they  are  learning 
in  such  a manner  as  to  give  maximum  aid  and  com- 
fort to  their  jiatients.  No  amount  of  scientific  infor- 
mation can  make  a good  doctor  of  a man  who  is  not 
motivated  to  he  just  that.  Sir  George  Pickering, 
Regfius  Professor  of  Medicine  at  Oxford  and  a dis- 
tinguished  scientist,  in  his  Presidential  Address  to 
the  British  Medical  Association  in  June,  1963,  said 
the  following : 

“I  take  it  that  I need  not  detail  the  ways  by  which 
in  the  alleviation  of  human  suffering  the  conduct 
and  character  of  the  doctor  are  at  least  as  important 
as,  perhaps  more  important  than,  learning.  The 
ethos  of  medicine  is  of  no  less  significance  than  the 
science.  While  the  science  is  progressing  rapidly 
there  is  a real  danger,  as  perhaps  never  before,  that 
the  ethos  ( the  character  ) of  medicine  will  he  lost."^ 

The  educational  e.xperience  obtained  by  house 
and  attending  staffs  in  various  types  of  hospitals  of 
course  varies,  and  to  a great  degree  depends  on  the 
ability  of  individual  physicians  as  teachers  and 
demonstrators  of  good  care  of  the  sick.  Medical 
school  affiliation  is  indeed  a great  advantage  hut  in 
certain  resjiects  the  non-affiliated  or  “community” 
hospital  is  able  to  i)rovide  a type  of  training  which 
may  he  less  adetpiately  available  in  the  university 
hospital. 

This  leads  us  to  consider  the  imiiortance  of  com- 
munity hospitals  in  the  United  States.  W e can 
divide  our  general  hospitals  into  three  main  groups 
from  the  educational  point  of  view.  These  are  the 
university-affiliated  group,  the  non-affiliated  hosj)i- 
tals  with  apjiroved  programs  of  education  for  in- 

*Based  on  the  Presidential  address  presented  at  the 
Annual  Meeting  of  the  .Association  of  Hospital  Directors 
of  Medical  Education,  Fehruary  8,  1964.  Reprinted  hy 
permission  from  the  Jouux.M.  of  AIedical  EnucATiox, 
September,  1964  issue. 


terns  and  residents,  and  the  non-affiliated  hos])itals 
which  do  not  support  such  jtrograms.  Slightly  over 
one-fifth  of  the  hospital  beds  available  for  sick  or 
injured  Americans  are  in  tmiversity-affiliated  or 
so  called  “teaching”  hospitals.  The  remaining  fotir- 
fifths  of  the  more  than  730,000  hosjiital  beds  are  in 
non-university  affiliated  or  “community”  hos])ital.s. 

( )f  these  institutions,  about  half  the  beds  are  in 
hospitals  which  suitport  programs  of  grafluate  edu- 
cation. The  (juality  of  American  medicine  must  he 
judged  by  the  quality  of  the  medicine  ])racticed  in 
community  hospitals,  for  it  is  in  them  that  most  of 
our  sick  or  injured  citizens  are  treated. 

Many  community  hospitals  have  minf)r  affiliations 
with  universities  and  many  have  staff  members  who 
hold  university  apjiointments.  An  exact  line  be- 
tween affiliated  and  non-affiliated  institutions  is  at 
times  difficult  to  draw.  This  apjilies  especially  to 
the  larger  community  hospitals  in  or  near  large 
])Oi)ulation  centers.  At  the  other  end  of  the  scale  is 
the  small  hospital  in  the  isolated  community,  a 
hospital  that  is  barely  able  to  maintain  a house  staff'. 

One  must  admit  that  it  is  impossible  for  many 
community  hospitals  to  offer  to  the  intern  or  resi- 
dent detailed  scientific  training  that  is  ecjual  to  that 
which  he  can  receive  at  hosjiitals  with  close  univer- 
sitv  affiliation.  On  the  other  hand,  in  the  community 
hospitals  an  expertly  supervised  experience  in  real 
bedside  care  of  the  patient  as  a sick  human  being, 
rather  than  as  a mere  problem  in  abnormal  ])hysi- 
ologv  and  biochemistry,  can  he  obtained.  It  is  of 
course  true  that  at  both  types  of  hospitals  scientific 
medicine  is  usually  applied  with  a high  degree  of 
human  understanding  and  kindness,  hut  there  are 
striking  exceptions.  In  his  thoughtful  article  on 
medical  care,  Dr.  John  H.  Knowles,  General  Direc- 
tor of  the  Massachusetts  General  Hos])ital.  states, 
“There  can  he  little  doubt  that  the  training  and 
experience  gained  in  the  teaching  hos])ital  are  out 
of  touch  with  reality.”-  And  further,  “Now,  how- 
ever, the  role  of  healer  is  being  overwhelmed  by  the 
mass  exodus  of  young  physicians  from  the  bedside 
and  into  the  laboratories,”  and  “.  . . the  two  cultures 
of  medical  practice  and  medical  science  find  it 
increasingly  difficult  to  communicate  and  under- 
stand each  other’s  problems.”  While  this  may  .seem 

continued  on  next  page 
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an  exaggeration,  it  is  true  that  the  mass  of  new 
scientific  information  that  is  being  accumulated  has 
jwoduced  a situation  in  which  it  is  becoming  almost 
impossible  for  our  hosj^itals  to  transform  the  new 
knowledge  on  which  the  medicine  of  the  future 
must  he  based  into  present  day  care  of  the  sick. 
Furthermore,  in  the  very  hospitals  where  excellent 
investigation  is  going  on  and  new  important  facts 
are  being  discovered,  the  ititerest  in  the  welfare  of 
the  individual  patient  may  in  some  instances  be  of 
such  secondary  importance  that  his  physical  and 
mental  suffering  receive  insufficient  attention. 

Let  us  then  consider  what  sort  of  physician  we 
are  ho])ing  to  produce  who  can  give  optimum  care 
to  the  sick  and  suffering.  Such  a person  must  have 
more  than  mere  knowledge.  He  must  he  a man  of 
character  as  well.  He  needs  both  gnosis  and  ethos — 
knowledge  and  character.  Knowledge  itself,  famil- 
iaritv  with  the  important  facts  concerning  modern 
diagnosis  and  treatment  of  disease,  is  not  enough, 
essential  as  it  is.  Knowledge  is  not  wisdom.  The 
wise  physician  knows  when  it  is  in  the  interest  of 
his  patient  to  withhold  attempts  to  make  his  diag- 
nostic studies  complete  or  to  omit  treatment  which, 
from  a ])urely  physiologic  point  of  view,  may  be 
clearly  indicated.  He  knows  the  value  of  maintain- 
ing the  patient’s  morale. 

In  this  age  of  mechanization  and  measurement 
we  must  not  forget  the  things  that  are  unmeasur- 
able. W e must  use  the  e.xact  analyses  provided  by 
our  laboratories  and  even  employ  computers  when 
their  use  can  give  us  information  that  is  more  accu- 
rate or  more  easily  obtained ; but  the  computer  can 
onlv  act  on  what  we  put  into  it.  How  can  it  be  fed 
an  accurate  estimate  of  a patient’s  fears  or  the 
degree  of  his  suffering — factors  which  the  discern- 
ing physician  must  estimate  at  every  visit  if  he  is  to 
give  optimum  care  to  his  patient  ? As  Dr.  Willard 
C.  Rappleye  stated  in  the  1963  Alan  Gregg  Lecture 
before  the  Association  of  American  Medical  Col- 
leges. “The  true  physician  has  always  needed 
understanding  of  his  patient  as  a human  being  as 
well  as  his  pathology.  In  today’s  assembly  line 
medicine  this  need  is  greater  than  ever.’’^  In  or 
about  the  year  1914,  James  Oppenheim  said  in  one 
of  his  poems,  “.  . . go  search  your  heart  .America — 
turn  from  the  machine  to  tnati.”  We  can  now  say 
— don't  turn  from  the  machine — know  its  uses  and 
its  limitations — but  don’t  turn  away  from  man ! 

Turning  away  from  man  does  occur.  Occasionally 
one  sees  the  physicians  on  the  ward  visit  gather 
round  the  bedside  of  the  anxious  and  apprehensive 
patient  and  discuss  him  as  a “case,’’  carelessly  let- 
ting fall  words  which  in  the  imagination  of  the  sick 
person  can  suggest  disaster  and  doom,  and  then 
walk  on  to  the  next  bed  without  a syllable  of  friendly 
encouragement  and  cheer.  Is  there  any  question  in 
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such  an  instance  why  the  patient  refuses  the  nour- 
ishment that  has  been  ordered  or  lies  awake  at 
night  and  later  becomes,  in  the  words  of  the  thought- 
less nurse  or  intern,  “uncooperative"?  His  fears 
have  not  been  recognized.  He  has  suffered  iatro- 
genic damage.  A hundred  years  ago  Jean  Martin 
Charcot  said.  “The  best  inspirer  of  hope  is  tbe  best 
physician.’’ 

What  has  all  this  to  do  with  the  community 
hospital  and  its  director  of  medical  education?  Just 
this  : The  community  hospitals  are  generallv  closer 
to  the  people  than  are  the  university  hospitals.  More 
members  of  tbeir  staffs  are  familiar  with  the  per- 
sonal problems  of  their  patients.  As  emphasized  a 
few  years  ago  by  Dr.  H.  B.  Stone.-^  the  interns  can 
achieve  more  intimate  relations  with  their  patients, 
have  greater  responsibility  for  their  care,  and  more 
clearly  appreciate  their  personalities  and  their  indi- 
vidual problems.  At  the  same  time,  these  hospitals 
are  being  staffed  more  and  more  completely  bv  cer- 
tified specialists  and  are  rendering  e.xcellent  scien- 
tific care  to  their  patients.  Research,  especiallv 
clinical  research,  is  going  on  in  many  of  our  larger 
and  better  financed  community  hospitals,  but  it 
does  not  and  cannot  ever  assume  the  aspect  of  "the 
tail  that  wags  the  dog’’  as  it  has  in  certain  instances. 
Dr.  C.  Davison,  Dean  of  Duke  L^niversitv 
School  of  Medicine,  speaking  of  undergraduate 
medical  school  education  says : 

“At  any  rate  the  medical  schools  need  more  first 
rate  clinicians,  like  Osier  and  Peabody,  who  were 
oriented  to  the  modern  concept  of  ambulatorv 
medicine  instead  of  the  present  plethora  of  young 
Pasteurs  some  of  whom  are  doing  research  solelv 
because  funds  are  available.’’’’ 

Certainly  in  community  hospitals  this  need  for 
clinicians  is  pre-eminent  and  the  tendency  to  estab- 
lish “research”  as  a status  symbol  is  to  be  deplored. 

It  is  in  these  hospitals  that  there  is  a very  special 
opportunity,  indeed  an  obligation,  to  develoj)  and 
maintain  the  ethos,  the  character,  of  medicine  while 
at  the  same  time  seeing  to  it  that  the  house  staff' 
obtains  the  best  available  instruction  in  the  applica- 
tion of  scientific  medicine  to  their  patients.  One 
cannot  escape  the  impression  that  there  are  mam- 
capable  young  medical  scientists  being  produced 
who  are  very  poor  doctors.  It  is  this  that  we  can 
hope  to  correct  in  our  community  hospitals. 
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Case  5.  The  patient  is  a 43-year-old  white  male 
who  was  first  seen  in  Kent  County  Memorial  Hos- 
pital in  1961  for  bleeding  duodenal  ulcer.  Three 
transfusions  were  required  to  stabilize  his  condition 
at  that  time.  He  was  placed  on  a medical  program 
for  management  of  his  nicer  disease.  He  did  reason- 
ably well  on  this  program  nntil  October  1964  when 
he  was  admitted  with  a seven-day  history  of  tarry 
stools.  Hemoglobin  at  this  time  was  7.4  gm.  He 
resj^onded  again  to  transfusion  therapy,  and  with 
the  institution  of  aggressive  medical  therapy  in 
the  hos])ital  his  rectal  bleeding  stopped.  However, 
because  of  the  recurrence  of  bleeding  in  a ])atient 
who  had  been  on  good  medical  thera])y  at  home,  he 
was  accepted  as  a candidate  for  gastrectomy  after  a 
rei)eat  gastrointestinal  series  again  showed  an 
active  duodenal  ulcer.  At  surgery  the  patient  was 
found  to  have  a small  active  duodenal  ulcer  in  a 
somewhat  scarred  duodenum,  hut  his  duodenal 
disease  did  not  seem  sufficient  to  cause  the  degree 
of  bleeding  that  had  been  observed.  Exploration  of 
the  remainder  of  the  abdomen  revealed  a 3 cm. 
round,  movable  mass  in  the  fundus  of  the  stomach. 
,A  vagotomy  was  carried  out  together  with  pyloro- 
])lasty.  Through  the  pyloroplasty  opening  the  tumor 
in  the  fundus  of  the  stoniach  was  delivered  without 
difficulty  and  was  seen  to  lie  a benign  leiomyoma  of 
the  gastric  wall  with  the  overlying  mucosa  showing 
three  ulcerations,  one  of  which  had  a blood  clot  at 
its  base. 

Comment 

This  case  illustrates  the  principle  that  the  known 
presence  of  duodenal  ulcer  disease  does  not  neces- 
sarily establish  the  site  of  upper  gastrointestinal 
bleeding.  Thorough  examination  of  the  abdominal 
cavitv  at  the  time  of  exploration  is  indicated  in  all 
cases  before  it  can  he  assumed  that  an  active  duo- 
denal ulcer  is  the  cause  of  the  jiatient’s  bleeding. 
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Consultations 

When  thou  arte  callde  at  anye  time, 

-A  patient  to  see  ; 

-And  doste  perceave  the  cure  too  grate, 

-And  ponderous  for  thee  : 

See  that  thou  laye  disdeyne  aside. 

And  pride  of  thyne  owne  sky  11 : 

-And  thinke  no  shame  counsell  to  take. 

But  rather  wyth  good  wyll. 

Gette  one  or  two  of  experte  men. 

To  help  thee  in  that  nede : 

And  make  them  partakers  wyth  thee. 

In  that  worke  to  procede. 

....  But  one  thing  note,  when  two  or  moe 
Together  joyned  be; 

Aboute  the  paynfull  patient. 

See  that  ye  doe  agree. 

See  that  no  discorde  doe  arise. 

Nor  be  at  no  debate  ; 

For  that  shall  discomforte  hym. 

That  is  in  sycke  estate. 

For  noughte  can  more  discomforte  him. 

That  lies  in  griefe  and  peyne. 

Then  heare  that  one  of  you  dothe  beare 
To  other  such  disdeine. 

Wdrerefore  what  so  ye  have  to  saye, 

In  things  about  your  arte; 

Let  it  be  done  among  yourselves. 

In  secrete  and  a parte. 

With  one  consent  uniformlye, 

Comforte  the  ailing  man  ; 

But  unto  some  good  friende  of  hys 
Express  all  that  ye  can.  . . . 

—John  Halle,  M.D.  (1529-1566) 
from  “Goodlye  Doctrine  and  Instruction” 

(Submitted  by  .Alex  M.  Burgess,  Sr.,  M.D.) 
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PSYCHIATRIC  REFERRALS* 

Tact  And  U uderstanding  Kecessary  To  Induce  Patient 
To  Accept  Psychiatric  Consultation 
Laurence  A.  Senseman,  m.d. 


The  Author.  Laurence  A.  Senseman,  M .D.,  of  Lincoln, 
R.  I,  Chief,  Department  of  Neuropsychiatry,  Pan- 
tucket  Memorial  Hospital:  Medical  Director,  Fuller 
Memorial  Sanitarium,  South  Attleboro,  Mass. 


The  purpose  of  this  paper  is  to  aid  the  busy 
general  practitioner  in  a better  understanding 
of  what  be  is  to  expect  from  the  psychiatrist,  and  in 
the  methods  of  referral  that  will  assist  the  potential 
psychiatric  patient  in  recovery  from  his  emotional 
or  mental  illness.  This  means  better  communication 
in  diagnosis,  treatment,  opinion,  or  disposition  of 
the  referred  patient. 

.At  each  examination  the  physician  should  have 
an  awareness  of  the  patient’s  mental  status.  Some 
brief  questions  on  orientation,  delusions,  and  be- 
havior can  be  asked  during  the  course  of  his  exam- 
ination. The  purpose,  of  course,  is  to  gain  maximum 
rapport  with  and  understanding  of  the  patient  as 
(juickly  as  possible.  Such  rapport  is  useful  in  any 
future  referral  to  any  specialists,  including  a psy- 
chiatrist or  psychiatric  agency.  If  too  brief  a history 
is  taken  and  only  a cursory  examination  made,  the 
patient  is  not  likely  to  follow  the  advice  given  by 
the  physician  in  such  an  evaluation. 

If  there  is  to  he  a psychiatric  referral,  an  attempt 
should  be  made  to  make  a working  psychiatric  diag- 
nosis from  the  information  given.  This  will  com- 
mand respect  for  the  examining  physician.  The 
physician  should  then  express  confidence  in  the  one 
to  whom  he  is  referring  the  patient.  If  there  are 
feelings  of  ambivalence  or  even  hostility,  these  will 
he  quickly  oliserved  by  the  patient.  The  need  for 
consultation  shoidd  be  presented  in  a positive 
manner.  Substituting  such  expressions  as  “nerve 
specialist,”  “specialist  in  emotional  problems,”  or 
other  vague  synonyms,  instead  of  psychiatrist,  only 
tends  further  to  confuse  the  patient.  If  no  organic 
cause  can  be  found  for  the  patient's  symptoms,  the 
physician  can  point  out  the  role  that  emotions  can 
play  in  producing  physical  symptoms  simulating 
organic  disease. 

A phone  call  at  this  point  from  the  referring 

♦Presented  at  the  John  F.  Kenney  Clinic  Day  at  Paw- 
tucket Memorial  Hospital,  X^oveinber  4,  1964. 


physician’s  office  to  the  psychiatrist  is  of  real  help, 
and  a friendly  conversation  will  enhance  a good 
relationship  from  the  start. 

It  is  important  to  understand  what  the  psychi- 
atrist can  and  cannot  do.  If  the  patient  expects  too 
much,  he  may  be  disillusioned.  The  doctor  who  is 
sold  on  psychiatry  usually  can  sell  it  to  his  patients. 
He  will  have  a minimum  of  trouble  with  referrals 
and  the  good  results  that  one  hopes  to  obtain.  The 
doctor-patient  relationship  so  important  in  the 
practice  of  medicine  should  not  be  overlooked  here. 
To  transfer  that  good  relationship  to  another  phvsi- 
cian.  especially  to  a psychiatrist,  is  not  always  easy. 
To  be  sure,  T\',  radio  and  the  press  have  reduced 
the  horror  of  a psychiatric  consultation  — in  some 
cases  even  glamorized  it  and  overrated  its  signifi- 
cance and  what  can  be  expected. 

One  cannot  refer  each  patient  in  the  same  way. 
It  may  he  prudent  to  make  a telephone  call  in  the 
privacy  of  one’s  office  or  even  write  a note  or  a 
letter  to  the  specialist  suggesting  the  reasons  for 
referral,  the  medication  that  has  already  been  tried, 
the  laboratory  work  that  has  been  completed,  and 
any  other  pertinent  observations.  In  all  methods  of 
referral,  the  patient  should  be  advised  that  it  is 
being  done  in  his  best  interest  without  the  least 
embarrassment  to  the  patient  or  the  doctor.  It 
would  be  well  to  stress  the  competence  of  the  spe- 
cialist (even  the  psychiatrist ) giving  more  than  one 
name  or  even  asking  if  the  patient  has  any  prefer- 
ence. Alany  have  prejudices,  likes  and  dislikes,  for 
many  and  varied  reasons,  and  these  should  be  taken 
into  consideration  by  the  thoughtful  practitioner  in 
referring  a patient  to  a psychiatrist.  The  more  posi- 
tive the  referring  physician  is,  the  more  likely  is  the 
patient  to  accept  the  referral. 

It  is  unwise  to  discuss  the  specialist’s  fees  with 
the  patient  or  family.  These  may  vary  with  the  time 
recpiired,  work-up  examinations,  such  as  psycho- 
logical testing,  electro-encephalogram,  and  other 
laboratory  work  deemed  necessary  in  making  a 
diagnosis. 

The  referring  doctor  should  specify  whether  an 
opinion  and  diagnosis  only  are  desired,  or  if  patient 
is  to  he  turned  over  to  the  specialist  for  continuing 
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care.  In  psychiatry,  tins  may  he  long,  tedions,  and 
costly,  as  well  as  discouraging. 

If  a patient  is  given  too  much  information  about 
his  condition  in  writing  to  he  delivered  by  letter  to 
the  s]iecialist,  he  may  he  disturbed  and  confused, 
particularly  if  he  should  become  aware  of  what  has 
been  written.  This  could  he  disastrous  to  the  para- 
noid patient,  who  is  already  suspicions  and  not 
likely  to  admit  that  anything  is  wrong  with  him. 
In  this  situation  a ])rivate  telephone  conversation 
will  he  helpful  in  alerting  the  psychiatrist  to  the 
problem  which  the  patient  may  atteni])t  to  disguise 
or  even  deny. 

At  the  jwesent  time,  the  psychiatrist,  with  his 
knowledge  of  patient  management,  is  overcoming 
his  previous  separation  from  clinical  medicine.  This 
is  good  for  all  concerned.  Psychiatrists  should  be, 
and  are,  available  in  the  general  hospital  for  consul- 
tation and  management  of  ])sychiatric  proldems 
develo])ing  during  the  course  of  any  type  of  medical 
or  surgical  problems.  This  makes  for  a closer  liaison 
between  the  psychiatric  staff  members  and  their 
colleagues. 

The  cousultant  does  not  assume  the  management 
(T  the  case  unless  that  is  indicated  ; but  the  psychi- 
atrist’s knowledge  of  psychodyuamics  is  valuable, 
in  that  he  can  outline  a course  of  treatment  for  the 
internist,  surgeon,  pediatrician,  and  nursing  staft". 
The  consultant  can  then  turn  control  of  the  patient 
hack  to  the  referring  doctor  in  charge  of  the  patient. 
This  will  assure  i)roper  and  judicious  use  of  the 
psychotropic  drugs  so  popular  and  helpful  in  patient 
management  today. 

Much  can  he  done  by  the  general  practitioner  for 
his  emotionally  disturbed  and  mentally  ill  patients. 
This  management  can  often  he  time  consuming  and 
difficult,  while  the  patient  is  unappreciative,  fussy, 
demanding,  and  even  critical ; hut  the  results  can  be 
rewarding.  It  is,  in  reality,  the  exceptional  patient 
who  readily  accepts  the  idea  that  an  emotioiml  dis- 
order can  he  a major  part  of  his  illness.  In  fact,  it  is 
best  to  discuss  the  “psychophysiological”  cause 
rather  than  “your  imagination”  as  the  basis  for  the 
illness.  The  latter  term  is  an  admission  of  one’s 
own  misconception  of  psychiatric  problems. 

One  should  not  he  apologetic  in  making  psychi- 
atric referrals ; if  the  referring  physician  makes 
excuses,  he  will  he  much  less  conviuciug  to  the 
patient  and  his  own  feelings  of  amlhvalence  will 
show  through.  This  attitude  can  defeat  the  ])urpose 
of  the  referral. 

It  can  he  helpful  if  the  referring  doctor  uses  such 
a statement  as,  “You  seem  to  he  having  some  prob- 
lem which,  with  all  your  good  efforts  to  solve  it, 
is  still  giving  you  a great  deal  of  difficulty.  Handling 
such  problems  is  out  of  my  field.  How  would  you 
feel  about  going  to  a doctor  for  evaluation  of  the 


p.sychological  possibilities  in  your  case?”  W ith  this 
approach  you  could  he  iu  a better  position  to  direct 
the  course  of  further  treatment  that  may  he  indi- 
cated. The  ])aticnt,  too,  would  he  less  offended  or 
frightened  by  such  an  attitude. 

The  attitude  of  the  referring  physician  must  he 
tactful  and  indicate  an  understanding  of  the  jjatient’s 
feelings.  A positive  approach  will  more  generally 
jjfoduce  the  desired  results. 
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EDUCATION  PUTS  KNOW^LEDGE  TO  WORK^ 

A Member  of  Congress  Discusses  The  Importance  of 
Legislation  In  Health  Education 
Hon.  John  E.  Fogarty,  mc 


The  Author.  Honorable  John  E.  Fogarty  of  Rhode 
Island.  United  States  Representative  from  the  Seeond 
Rhode  Island  Distriet:  Honorary  Member,  Rhode 
Island  Medical  Society. 

These  .\re  exciting  and  dramatic  years  for  any- 
one associated  with  bringing  lietter  healtli  care 
to  the  .\merican  jteople.  X'ever  before  have  health 
professionals  had  so  much  to  offer  to  so  many.  .And 
never  before  have  vonr  services  been  so  widely  and 
urgently  demanded. 

Yesterdav's  hopeless  case  is  today’s  miracle  cure. 
More  important,  it  will  he  tomorrow’s  standard 
procedure.  Today  the  surgeon’s  knife  may  enter 
the  open  heart.  Rones,  blood  vessels  and  entire 
organs  can  he  replaced.  Drugs  unknown  ten  years 
ago  have  saved  hundreds  of  lives  and  then  become 
obsolete,  re])laced  hv  still  safer  and  more  effective 
agents. 

These  modern  miracles  are  not  really  miracles 
at  all.  Xo  magic  wand  produces  a new  surgical 
technic|ue.  or  a.  new  vaccine,  or  a new  drug.  Every 
scientific  breakthrough  is  the  result  of  long,  hard 
work  based  on  long  and  thorough  planning.  It 
involves  many  scientists,  working  singly  and  in 
teams,  in  manv  laboratories  and  clinical  hospitals, 
forging  a chain  that  leads  from  the  initial  concept 
to  the  practical  usable  jiroduct. 

.As  an  .American,  I am  proud  of  the  nation’s  shin- 
ing record  of  achievement  in  biomedical  research 
over  the  jiast  few  years.  .And  as  a iMemher  of  the 
Congress.  I am  particularly  proud  of  the  role  that 
has  been  played  by  the  Federal  Government  in  help- 
ing to  guide  and  support  this  “explosion”  of  knowl- 
edge in  the  health  sciences.  I feel  it  is  a major  part 
of  our  responsibility  to  continue  and  accelerate  this 
forward  thrust  on  all  the  remaining  health  frontiers. 

Meanwhile  another  challenge  confronts  us.  The 
results  of  medical  research  promise  longer,  health- 
ier. more  ])roductive  lives  for  all  our  people.  But 
too  often,  for  too  many,  this  rich  promise  remains 
unfulfilled.  There  is  a wide  and  growing  gap  be- 
tween what  is  known  and  what  is  actually  applied. 

*Presentcd  at  the  .Annual  Meeting  of  the  Xew  England 
Health  Education  .Association,  at  .Auhurn,  Massachusetts, 
May  1.  1964. 


The  challenge  is  to  put  available  health  knowledge 
to  work. 

Here  again,  there  is  no  magic  wand.  Success  in 
apjdication,  like  success  in  discovery,  comes  onlv 
through  hard  work  and  careful  planning.  It  is 
tempting  to  believe  that  the  discovery  of  a new 
vaccine  automatically  results  in  the  eradication  of 
a disease.  But  unless  hundreds  of  health  profes- 
sionals work  thousands  of  hours  to  reach  millions 
of  people,  the  disease  goes  on  taking  its  toll.  The 
discovery  of  the  vaccine  remains  an  emptv  victorv. 
until  we  bridge  the  gap  from  knowledge  to  action. 

The  task  of  delivering  the  best  in  modern  medi- 
cine to  the  people  who  need  it,  where  and  when  thev 
need  it.  is  as  complex  as  the  task  of  scientific  discov- 
ery. Perhaps  it  is  even  more  complex,  because  it 
takes  place  outside  the  controlled  environment  of  the 
laboratory,  in  the  complicated  world  of  the  commu- 
nity. Certainly  it  demands  a similar  dedication,  a 
similar  coordination  of  the  available  resources. 

.Above  all.  the  effective  delivery  of  health  services 
depends  upon  ( 1 ) adequate  supplies  of  highly  com- 
petent health  manpower,  equipped  with  the  knowl- 
edge and  facilities  they  need  to  practice  the  best  in 
modern  medicine  ; and  ( 2 ) an  alert,  informed  and 
receptive  public. 

.And  both  of  these  indispensable  factors  can  be 
created  and  maintained  only  through  education  pro- 
grams. directed  at  the  health  professions  and  the 
public.  Those  of  you  who  are  educators  in  the  health 
field  have  a basic  role  — perhaps  the  basic  role  — 
in  putting  health  knowledge  to  work. 

Education  for  health  is  a partnership  job.  It  in- 
volves governmental  agencies  at  all  levels  — local. 
State  and  Federal.  It  involves  universities  and  pro- 
fessional schools  — indeed  the  entire  structure  of 
formal  education.  Professional  and  technical  soci- 
eties play  an  essential  part.  So  do  the  great  volun- 
tarv  organizations  and  agencies  that  have  done  so 
much  to  further  the  education  of  professionals  and 
public  alike. 

Several  events  have  taken  place  recently  at  the 
Federal  level  that  will  have  a profound  impact  on 
education  for  better  health.  Perhaps  the  most  sig- 
nificant of  these  was  the  passage  last  year  of  the 
Health  Professions  Educational  .Assistance  -Act. 
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which  authorizes  the  I’uhlic  Health  Service  to  help 
support  the  expansion  of  education  opjiortunities 
for  ])hysicians.  dentists,  and  many  of  the  allied 
health  professions.  The  Act  provides  for  grants  to 
aid  in  the  construction  of  new  or  enlarged  teaching 
faciilties  — to  hel]5  increase  the  nation’s  health 
manpower  resources  just  as  the  Hill-llnrton  Act 
has  helped  increase  the  nation's  health  facilities 
resources  during  the  jjast  16  years.  The  Act  also 
provides  for  Federal  assistance  in  the  creation  of 
student  loan  funds  in  schools  of  medicine,  dentistry 
and  osteo])athy,  so  that  promising  young  people 
from  every  economic  level  of  society  may  undertake 
careers  in  the  health  professions. 

This  year  we  have  before  the  Congress  landmark 
legislation  in  the  field  of  nursing,  which  if  enacted, 
will  lead  to  a major  advance  in  the  (juality  and 
quantity  of  nursing  care  available  to  the  people  of 
the  United  States.  [This  legislation  was  subse- 
quently enacted  by  the  Congress.  — Ed.] 

These  far-reaching  legislative  Acts  are  designed 
to  alleviate  serious  shortages  — already  existing  or 
immediately  threatening  — in  virtually  every  health 
manpower  category.  But  having  enough  doctors 
and  nurses  and  their  co-workers  is  only  part  of  the 
story.  We  must  make  sure  that  those  we  have  are 
keeping  pace  with  their  swiftly  changing  profes- 
sions. Many  of  today's  practitioners,  practicing  in 
the  '60’s,  received  their  formal  training  in  the  ’20’s 
and  ’30’s.  Unless  they  are  continuously  and  syste- 
matically exposed  to  new  developments  in  their 
professions,  they  cannot  possibly  deliver  care  that 
measures  up  to  the  full  scientific  potential  of  today. 

Thus  continuing  education,  or  lifetime  learning 
as  it  has  often  been  called,  is  an  essential  component 
of  any  program  aimed  ultimately  at  the  effective 
delivery  of  health  service.  I am  pleased  to  note  that 
the  Public  Health  Service  is  experimenting  in  a 
number  of  ways  with  cooperative  programs  de- 
signed to  provide  physicians,  dentists  and  other 
professional  groups  with  up-to-date  information  in 
such  critical  areas  as  cancer  detection  and  control, 
venereal  disease  control,  and  stroke  rehabilitation. 
The  Service  is  helping  to  support  a study,  conducted 
by  the  Xew  York  Academy  of  Medicine,  to  deter- 
mine the  effectiveness  of  open  circuit  television  as 
an  educational  medium  for  practicing  physicians. 
These  are  promising  beginnings. 

Meanwhile  I know  that  the  professional  organ- 
izations — notably  the  Association  of  American 
Medical  Colleges,  the  American  Medical  Associa- 
tion and  some  of  the  specialist  groups  such  as  the 
American  Academy  of  General  Practice  — are  rec- 
ognizing and  moving  forward  to  meet  the  need  for 
continuing  education  of  the  health  professions.  The 
importance  of  this  area  cannot  he  over-emphasized, 
in  an  era  of  overwhelming  changes  within  the 
health  sciences. 


Hut  the  health  professions  can  render  the  full 
service  of  which  tliey  are  capable  only  when  the 
people  .they  .serve  are  taking  active  part  in  their 
own  health  protection.  For  every  man  or  woman  is, 
to  a great  extent,  his  own  “health  officer.’’  The 
mother’s  decision  determines  whether  or  not  her 
child  is  protected  against  ])olio  or  diphtheria.  The 
father’s  decision  to  have  a check-up  makes  possible 
the  early  diagnosis  and  cure  of  a hidden  disease. 

The  health  professions  have  no  substitute  for 
these  individual  decisions.  They  can  i)rovide  nee<led 
services.  They  can  make  these  services  convenientlv 
available  and  economically  accessible.  But  health  is 
a very  democratic  commodity.  It  depends  on  the 
free  actions  of  all  the  people. 


E.  P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 
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MASTERS  IN  MEDICINE 

JOSEPH  JACOB  PLENCK 

and  His  Antiliietic  Mucillaginous  Mercury 

Francesco  Ronchese,  m.d. 


The  Author.  Fnuiccsco  Ronchcsc,  M.D.,  of  Provi- 
dence. R.  I.  Clinical  Professor  of  Dermatology, 
Emeritus.  Boston  University  Medical  School. 


IS  THE  18th  century  the  outstanding  books  on 
diseases  of  the  skin  were  those  of  Plenck  (1776) 
and  Lorry  (1777).  The  Index  Catalogue  of  the 
Surgeon  General.  L7  S.  Army,  \’ol.  XI,  pages  362- 
363.  devotes  3 columns  to  about  50  papers  and 
books  written  by  Joseph  Jacob  Plenck.  Plenck  is 
rarely  mentioned  in  the  literature  and  his  likeness 
is  difficult  to  find. 

In  the  foreword  to  his  236  page  book  on  venereal 
diseases,  he  says  that  no  disease  is  more  common 
than  the  venereal,  by  some  also  called  plague. 
However,  he  adds,  there  is  a difference  between 
true  plague  and  syphilis.  True  plague  seldom  takes 


away  our  citizens ; the  venereal  plague  does  it  verv 
often.  One  dirty  woman  alone  is  sufficient  to  con- 
taminate many  families,  villages,  cities.  Everv  vear 
he  stressed  to  his  pupils  the  efficaev  of  mucillagi- 
nous  mercury,  discovered  bv  him  and  reported  in 
the  press  since  the  year  1766. 

Xot  that  he  wished  to  oppose  authorities  of  the 
healing  art,  but  only  because  during  13  vears  he 
witnessed  spectacular  cures,  while  other  procedures 
healed  much  more  slowly  or  dangerously  or 
incompletely. 

Further  on  in  the  book  he  explains  how  quick- 
silver. in  spite  of  its  weight,  mixes  intimatelv  with 
a vegetable  gum.  He  tried  to  mix  it  with  sputum, 
egg  }olk.  egg  white,  blood,  serum,  bile,  and  fish 
gelatine.  Finally,  he  turned  to  vegetable  substances 
and  was  astonished  to  see  mercurv  disappear,  when 
mixed  with  arahic  gum. 

Plenck  further  says : “.\ny  experience  is  valu- 
able. Even  if  it  does  not  give  a monetary  return, 
at  least  it  clarifies  the  obscure,  separates  the  doubt- 
ful, restrains  the  easy  desire  for  the  imaginary, 
stimulates  further  experiment.  I would  never  have 
published  it  if  it  were  not  for  its  great  importance. 
Mv  honesty  toward  public  welfare  does  not  permit 
me  to  keep  it  a secret  any  longer,  in  spite  of  my 
financial  difficulties.  To  help  others  is  my  only 
reward.” 

From  the  formulary  ; Quicksilver  1 dram 

Powdered  arahic  gum  3 drams 

Syrup  of  chicory  with  rhubarb  q.s. 

Rosewater  12  ounces 


2 “wooden”  tablespoons  morning  and  night. 
There  is  no  odor  or  taste,  he  states.  It  will  run  in 
all  vessels,  even  the  smallest.  It  impregnates  every 
drop  of  human  fluids.  It  avoids  salivation.  It  is  the 
best  internal  remedy,  which  (juickly  and  surely  and 
without  the  least  trouble  eliminates  the  venereal 
disease. 

There  are  formulae  for  pills,  syrups,  corrosive 
sublimate  in  various  mi.xtures,  also  recommended 
for  external  use  with  arahic  gum  and  aqua  fontis. 
a caustic  mercurial  water  for  condylomata,  various 
herl)s,  and  fruit  decoctions. 


Fig.  2 Joseph  Jacob  Plenck,  1738-1807  (Courtesy  of 
the  National  Library  of  Medicine,  Bethesda.  Md. 


JOSEPH  JACOB  PLENCK 


On  venereal  gonorrhea  he  states  tliat  the  nretliral 
secretion  is  not  semen  nor  true  pus,  1)ut  a ])ro(luct 
of  the  morgagnian  lacunae.  He  is  at  a loss  to  explain 
why  gonorrhea  was  not  found  in  the  Tahiti  Islands 
while  there  was  plenty  of  syphilis.  He  noticed  that 
mercury  was  effective  injected  in  the  urethra  hut 
not  taken  internally. 

In  chronic,  or  rei)ressed,  or  dormant  gonorrhea, 
for  instance,  involving  the  testicles,  a cure  can  he 
obtained  hy  reactivating  or  recalling  the  urethral 
discharge.  This  is  done  hy  introducing  a catheter  in 
the  urethra  of  a suff’erer  of  acute  gonorrhea  and, 
when  soaked  with  the  pus,  introducing  it  into  the 
urethra  of  the  case  of  indurated  testicles,  or  of 
o])hthalmia,  or  of  seminal  vesicles,  or  of  prostate 
involvement.  Acute  urethral  gonorrhea  follows  and 
the  testicles,  seminal  vesicles,  prostate,  and  eyes 
are  relieved  and  finally  “cured.” 

A famous  surgeon  kept  in  a glass  container  seven 
catheters  soiled  with  gonorrheal  pus.  These,  how- 
ever, were  not  as  effective  as  when  soaked  with 
fresh  discharge. 

He  ([notes  a case  of  a butcher  with  acute 
gonorrheal  o])hthalmia.  He  refused  the  recalling  of 
urethral  gonorrhea  hy  the  above  method  and  pre- 
ferred to  go  to  the  same  woman  who  first  gave  him 
the  disease  and  let  her  do  the  job. 

He  believed  that  in  1493  Columbus’s  sailors 
brought  the  jxfison  from  the  American  islands  as  a 
variety  of  the  American  yaws.  Manv  “venereal” 
diseases  are  discussed : the  crystal  clear  small  vesi- 
cles of  the  glans  or  foreskin  later  ulcerating  and 
called  chancres ; nodules  and  ulcers  degenerating 
into  cancer.  The  remedy:  gummy  mercury.  If  un- 
successful, the  i)enis  must  he  cut.  This  is  done  nicelv 
and  surely  with  a good  ligation  above  the  tumor. 

Condylomata  are  fungating  excrescences  horn  of 
venereal  poison.  They  are  located  on  the  foreskin 
and  in  women  even  in  the  anus  — also  on  the  vulvar 
labia,  the  scrotum,  the  groins,  the  mouth,  the  face, 
the  entire  body,  even  between  the  toes. 

A young  ])regnant  girl  had  anal  condylomata  the 
size  of  a very  large  cauliflower.  They  were  cut  out. 
Mercury  internally  cured  the  condylomata.  hut  she 
died  of  dysentery. 

Described  are  venereal  .scabies,  herpes,  and  tinea 
of  the  scalp.  If  the  rcjots  are  involved  no  more  hair 
will  grow.  Also  mentioned  are  corruption  of  the 
nails,  the  toenails  more  often  than  the  fingernails, 
venereal  i)ruritus,  and  venereal  leprosy.  True  lep- 
rosy does  not  attack  the  genitals  and  is  not  cured 
hy  mercury. 

Through  the  centuries  antisyphilitic  remedies 
have  been  praised  and  discarded.  Scarenzio,  in 
1S64,  first  injected  calomel  into  syphilitic  buttocks. 
Later  Ehrlich  injected  606  into  syphilitic  veins. 
Both  remedies  were  intended  as  therapia  sterilisans 
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magna.  W hat  has  not  changed  from  the  times  of 
Columbus,  of  I’lenck,  ot  .Scarenzio,  of  hdirlich,  is 
that  sy  philis  is  still  with  us. 
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Fig.  I Title  page  of  Italian  translation  of  Planck’s 
Doctrina  de  Morbis  Venereis,  8°,  Viennae,  R.  Greffer, 
1779. 


ONE  SENTENCE  ESSAY 
Whereas  a natural  scientist  may  destroy  a valua- 
ble diamond  or  a rat  to  aid  in  the  establishment  of 
a scientific  principle  or  to  prevent  the  acceptance 
of  an  erroneous  concept,  the  medical  researcher 
may  not  destroy  a man  in  the  pursuit  of  these  aims. 

. . . Mark  David  Altshiile,  M.D. 
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IMPORTANT  MEDICAL  MEETINGS  IN  1965 
Check  These  Dates  ou  Your  Appointment  Calendar,  and 
Save  this  listing  for  Future  Reference 


January  4 (Monday) — Providence  Medical  Association.  Annual  meeting.  At  the  Medical  Library, 
8 :30  p.m. 

January  9-1-1 — American  Academy  of  Orthopedic  Surgery.  Xew  York  City. 

January  14  (Thursday) — Providence  Surgical  Society.  Meeting. 

January  20  (W  ednesday) — House  of  Delegates.  R.  I.  Medical  Society.  Meeting.  3 p.m.  at  the  Medical 
Lilirary. 

February  1 (Monday) — Providence  Medical  Association.  Regular  meeting.  At  the  Medical  Library, 
8 :3b  p.m. 

February  15-17 — American  Academy  of  Allergy.  Meeting.  At  Bal  Harbour.  Fla. 

February  17-21 — American  College  of  Cardiology.  Meeting.  At  Boston.  Mass. 

March  1 (Monday) — Providence  Medical  Association.  Regular  meeting.  At  the  Medical  Library,  at 
8 :30  p.m. 

March  8-11 — American  College  of  Surgeons.  At  Seattle,  Y’ash. 

March  19-21 — American  Society  of  Internal  Medicine.  At  Chicago,  111. 

IMarch  22-26 — American  College  of  Physicians.  At  Chicago,  111. 

March  29-31 — Xew  England  Hospital  Assembly.  At  Boston,  Mass. 

April  5 ( Monday  ) — Providence  Medical  Association.  Regular  meeting.  At  the  Medical  Library,  8 :30  p.m. 
April  5-8 — American  Industrial  Health  Congress.  At  Bal  Harbour,  Fla. 

.■\pril  5-8 — American  College  of  Obstetricians  and  Gynecologists.  At  San  Francisco,  Cal. 

April  12-15— American  Academy  of  General  Practice.  At  San  Francisco,  Cal. 

.\pril  26-29 — International  College  of  Surgeons.  At  Las  Vegas,  X"ev. 

April  26-29 — American  Academy  of  Pediatrics  (Spring  Session).  At  Bal  Harbour,  Fla. 

May  2-^1 — American  Society  for  Clinical  Investigation.  At  Atlantic  City,  X’.  J. 

May  3-6 — American  Psychiatric  Association.  At  Xew  York  City. 

May  4-5— ANNUAL  MEETING.  RHODE  ISLAND  MEDIC AL  SOCIETY.  At  the  IMarvel 
Gymnasium.  Brown  Lniversity,  Providence. 

May  10-13 — American  Urological  Association.  At  X^ew  Orleans,  La. 

May  18-20 — Massachusetts  Medical  Society.  At  Boston,  Mass. 

June  3-6 — X'^ew  Hampshire- Vermont  State  Medical  Societies.  At  Manchester.  Wrmont. 

June  13-15 — Maine  Medical  Association.  At  Rockland,  Maine. 

June  17-21 — American  College  of  Chest  Physicians.  At  Xew  York  City. 

June  20-24 — American  Medical  Association.  At  X'^ew  York  City. 

September  15-18 — American  Association  of  Blood  Banks.  At  Bal  Harbour,  Fla. 

September  15-18 — (Tentative)  American  L’rological  Association  (XMrtheastern  Section).  At  Coopers- 
town,  X’^.  Y. 

September  25 — World  Medical  Association.  At  London,  England. 

October  14-17 — American  Association  of  Medical  Assistants.  At  X’ew  York  City. 

October  15-17 — American  Heart  Association.  At  Bal  Harbour,  Ela. 

October  18-22 — American  College  of  Surgeons.  At  Atlantic  City,  X.  J. 

October  18-22 — American  Public  Health  Association.  At  Chicago,  111. 

October  18-23 — American  Society  of  Clinical  Pathologists.  At  Chicago,  111. 

October  25-27 — American  Society  of  Anesthesiologists.  At  Denver,  Col. 

October  25-28 — American  Academy  of  Pediatrics  (Annual ).  At  Chicago,  111. 

Xovember  14-19— American  Academy  of  Ophthalmology  and  Otolaryngolog}'.  At  Chicago,  111. 
X’ovember  28-Dec.  1 — American  IMedical  Association.  Clinical  Session.  At  Philadelphia,  Pa. 

Xovember  28-Dec.  3 — Radiological  Society  of  X.  A.  At  Chicago,  111. 

December  3-5 — American  Academy  for  Cerebral  Palsy.  At  Cleveland,  Ohio. 

December  5-10 — American  Academy  of  Dermatology.  At  Chicago,  111. 


Editorials 


CONGRATULATIONS  TO  PRESIDENT-ELECT 
AND  REPRESENTATIVE-ELECT  WILLIAM  A.  REID 


■r\R.  William  A.  Reid, 
retiring  Secretary  of  the 
Rrovidence  Medical  Associ- 
ation and  President-Elect  of 
the  Rhode  Island  Medical 
Society,  was  chosen  in  the 
recent  Xoveinher  elections 
hy  the  voters  of  the  town  of 
Glocester,  Rhode  Island,  as 
their  Representative  in  the 
next  session  of  the  Rhode 
Island  General  Asseinhly.  Our  own  Bill  Reid 
has  long  been  active  in  Society  and  communal 
activities.  A specialist  in  gynecology  and  obstetrics, 
he  is  a member  of  the  Boards  of  Directors 
of  both  Blue  Cross  and  Physicians  Service. 
Xow  a resident  of  Chepachet,  he  is  a graduate  of 
Burrillville  High  School,  the  University  of  Rhode 
Island,  and  Tufts  University  Medical  School.  This 
is  his  second  successful  venture  into  politics.  He 
formerly  represented  the  first  East  Providence  dis- 
trict in  the  Rhode  Island  House  of  Representatives 


during  the  jieriod  1952  to  19,54.  He  will  succeed  to 
the  Presidency  of  the  Rhode  Island  Medical  Society 
at  the  Annual  Meeting  in  May,  1965. 

Doctors  have  had  a long  and  honorable  history 
in  American  politics  since  the  earliest  days  of  the 
Rejiuhlic.  Eive  physicians  signed  the  Declaration 
of  Independence.  There  were  four  physicians  repre- 
senting the  various  colonies  in  the  Second  Conti- 
nental Congress  in  1775,  while  eight  attended  the 
deliberations  the  following  year.  A total  of  27  physi- 
cians sat  in  the  Continental  Congress  between  1775 
and  1788.  Since  1775  doctors  have  sat  in  every 
session  of  Congress,  a total  of  ,359  including  35 
senators  through  1957.  Three  physicians  will  serve 
in  the  89th  Congress.  A much  larger  number  over 
the  years  have  served  as  governors  and  state  legis- 
lators, and  in  other  state  and  municipal  offices. 

W'e  are  jiroud  that  our  President-Elect  is  con- 
tinuing in  this  worthy  tradition  of  jmhlic  service 
by  physicians.  W’e  extend  to  Bill  Reid  our  congrat- 
ulations and  best  wishes  for  a successful  and  pro- 
ductive term  of  service. 


ACCREDITATION  OF  NURSING  HOMES 


'^HERE  IS  A VERY  DEEiNiTE  NEED  for  Continued 
nursing  care  of  patients  who  have  sufficiently 
recovered  from  acute  illness  to  make  it  unnecessary 
for  them  to  remain  in  a hospital  hut  who  cannot 
receive  adequate  attention  in  their  own  homes.  This 
need  is  obvious  to  all  practicing  physicians.  Of 
equal  or  greater  importance  is  the  long  term  care  of 
chronic  invalids  for  whom  admission  to  hospitals 
for  acute  diseases  is  not  appropriate.  To  fill  this 
requirement  we  have  the  institutions  commonly 
known  as  nursing  homes,  most  of  which  are  pri- 
vately owned.  These  vary  from  ill-equipped  private 
houses  in  which  two  or  three  ])atients  receive  care 
that  usually  is  by  no  means  adequate,  to  newly  built 
e.xcellently  planned  establishments  with  graduate 
nurses  in  charge,  regular  medical  sujiervision  and 
provision  to  deal  with  emergencies.  Obviously  the 
cost  of  patient  care  will  also  vary  greatly. 


As  in  the  case  of  hospitals,  a system  of  survey  and 
evaluation  of  these  “inpatient  care  institutions  other 
than  hospitals”  can  he  of  great  value  in  assurance  to 
the  public  that  dependable  professional  care  is  avail- 
able in  nursing  homes  that  have  been  apjiroved  hy 
comjietent  authorities.  The  situation  is  indeed  ijuite 
analogous  to  that  which  has  obtained  concerning 
hos])itals  in  the  United  .States.  The  value  of  the 
jirocess  of  survey  and  accreditation  hy  the  joint 
Commission  on  Accreditation  of  Hosjiitals  is  gen- 
erally recognized.  In  the  case  of  nursing  homes, 
however,  the  situation  is  confused  by  the  fact  that 
the  respousihilitv  is  not  centered  in  one  agency  as 
in  the  case  of  the  Joint  Commission,  an  agency  in 
which  the  two  great  organizations,  the  A.M.A.  and 
the  .A.H.A.,  cooperate,  with  the  College  of  Physi- 
cians and  the  College  of  Surgeons  participating  in 
a completely  unbiased  fashion. 
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\’ery  unfortunately  each  lias  set  up  an  accrediting 
agency.  The  existence  of  two  rival  agencies,  each 
attempting  to  do  the  same  thing  is  bound  to  result 
in  bad  feeling  and  a type  of  competition  that  may 
easily  degenerate  into  mutual  attempts  to  discredit 
each  other  in  ways  that  certainly  will  do  no  credit 
to  the  profession  of  medicine.  The  Joint  Commis- 
sion had  voted  to  do  this  job  by  creation  of  a newly 
formed  division  and  the  American  Hospital  Asso- 
ciation had  approved  this  action.  The  American 
Medical  Association,  however,  disregarding  the 
votes  of  its  members  on  the  Joint  Commission,  took 
independent  action  by  joining  with  the  American 
Xnrsing  Home  Association  to  form  the  National 
Council  for  Accreditation  of  Nursing  Homes.  Now 
the  American  Hospital  Association  has  developed 
its  own  accrediting  agency  with  support  from  the 
Hartford  Foundation  and  with  the  cooperation  of 
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four  other  organizations.  Here  we  have  competing 
agencies,  each  with  ample  financial  hacking. -Human 
nature  lieing  what  it  is  one  can  confidently  predict 
that  the  competition  is  not  likely  to  he  maintained 
on  a high  and  healthy  plane.  This  will  tend  to  inter- 
fere with  the  accomplishment  of  the  objective  of 
raising  the  quality  of  patient  care  in  nursing  homes 
and  giving  the  public  confidence  in  the  validity  of 
the  certification  which  they  receive.  It  is  the  duty  of 
these  two  great  organizations,  AiMA  and  AHA,  to 
put  aside  their  petty  jealousies  and  to  meet  together 
and  carry  on  the  job  for  the  l)enefit  of  the  sick  and 
disal)led  of  the  country  who  need  their  help.  In  our 
judgment  the  best  way  to  do  this  is  to  return  to  the 
original  plan  by  which  this  very  necessary  accredi- 
tation is  carried  on  under  the  auspices  of  the  Joint 
Commission. 


MORE  ON  SHOCK 


So  MUCH  has  been  written  on  the  subject  of  shock 
that  it  mav  seem  redundant  to  editorialize  once 
again  on  this  trite  old  subject.  The  fact  is,  however, 
that  shock  is  still  the  subject  of  great  research 
activity. 

A recent  important  change  in  emphasis  in  the 
understanding  of  shock  has  been  a growing  realiza- 
tion of  the  basic  importance  of  tissue  perjusion  as 
opposed  to  the  blood  pressure  as  a measure  of 
response.  A definition  of  shock  proposed  by  Simeone 
mav  well  become  the  classic  formulation  : A clinical 
state,  secondary  to  jailurc  of  the  heart  to  pump 
blood  into  the  aorta  in  sufficient  volume  and  under 
sufficient  pressure  to  maintain  pressure-flozv  rela- 
tionships adequate  for  normal  tissue  perfusion.  This 
definition  applies  whether  the  cause  be  hemorrhage, 
trauma,  bacterial  toxin,  or  myocardial  damage. 

The  business  end  of  the  circulation  is  the  capil- 
lary loop.  Although  a head  of  pressure  is  necessary 
for  capillary  circulation,  it  becomes  obviously  falla- 
cious to  increase  vascular  resistance  and  thus  hinder 
entrance  of  blood  into  the  capillaries  to  accomplish 
this  end.  Simeone  has  demonstrated  experimentally 
that  the  injection  of  metaraminol  in  a dog  decreases 
renal  blood  flow  as  it  increases  blood  pressure. 

In  most  instances,  shock  in  man  is  reversible  by 
the  simple  expedient  of  restoring  blood  volume. 
Fairly  recently  the  concept  of  irreversibility  of 
shock  has  been  under  scrutiny  — failure  to  respond 
to  replacement  of  blood  volume  with  blood  or  blood 
sul)stitutes.  Current  investigative  activity  is  focused 
largely  on  this  prolilem. 

Corollary  to  the  concept  of  irreversibility  has 
been  the  search  for  a more  sensitive  method  of 
measuring  response  to  therapy  than  the  conven- 
tional arterial  blood  pressure.  Although  the  simple 


expedient  of  testing  the  speed  of  refllling  of  skin 
capillaries  by  skin  pressure  is  readily  available, 
a more  definitive  method  of  estimating  peripheral 
perfusion  is  through  the  monitoring  of  central 
venous  pressure  through  a peripheral  vein.  In  cases 
of  expected  critical  surgery  such  as  in  extracorpo- 
real circulation,  or  in  cases  of  very  severe  trauma, 
a catheter  in  the  superior  or  inferior  vena  cava  is 
most  useful  for  this  purpose.  A sterile  kit  containing 
the  necessary  equipment  for  this  procedure  should 
he  available  in  the  emergency  suite,  the  intensive 
care  areas,  and  the  operating  rooms. 

The  use  of  the  rapid-acting  adrenergic  or  gangli- 
onic blocking  agents  to  produce  vasodilatation  in 
addition  to  restoring  blood  volume  seems  now  to  be 
firmly  estal)lished  both  experimentally  and  on  the 
basis  of  significant  clinical  trial.  Phenoxybenza- 
mide  ( Dibenzyline® ) is  the  agent  for  which  the 
largest  clinical  experience  is  available.  Chlorproma- 
zine,  although  a somewhat  different  pharmacological 
entity,  produces  equivalent  and  apparently  equally 
effective  peripheral  vasodilatation. 

The  most  recent  addition  to  the  armamentarium 
is  the  administration  of  hydrocortisone  — in  phar- 
macologic rather  than  physiologic  (i.e.,  replace- 
ment) dosages.  Both  experimentally  and  clinically 
the  corticosteroids  fend  off'  irreversibility  if  given 
in  adequate  dosage  and  as  early  as  possible  in  the 
course  of  the  acute  disorder.  They  function  by 
reducing  the  degree  of  cellular  injury  produced  by 
noxious  agents  (both  exogenous  and  endogenous), 
by  cardiotonic  effects,  and  interestingly  in  this 
dosage  by  reducing  somewhat  the  peripheral 
arterial  resistance.  The  recommended  dosage  is  up 
to  50  mg.  per  kilogram  — 3500  to  4000  mg.  in  an 
average  sized  patient. 


DECEMBER,  1964 

Low  molecular  weight  dextran  (LMW’D)  has 
also  been  shown  to  have  value  in  increasing  perij)!!- 
eral  perfusion  with  consequent  salutary  efifect  on 
irreversihility.  This  of  course  is  related  to  its  i)hysi- 
cal  properties  which  comhine  colloid  osmetic  effects 
with  relatively  low  viscosity. 

W hat  do  the.se  recent  advances  add  up  to  in  ])rac- 
tical  terms?  I'rom  the  diagnostic  point  of  view, 
monitoring  of  the  central  venous  pressure  should  he 
utilized  when  the  severity  of  shock,  injury,  or 
intervention  warrants. 

Therapeutically,  restoration  of  hlood  volume  is 
basic  and  the  sina  (jua  non.  Whiter  and  electrolytes, 
plasma,  whole  hlood  and  dextran  are  readily  avail- 
able and  remain  the  conventional  agents.  Low 
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molecular  weight  dextran  is  not  yet  available  com- 
mercially, as  it  has  not  yet  been  released  by  the 
Food  and  Drug  Administration.  Hydrocortisone  is 
available.  1 )ihenzyline®  is  not  yet  available  excejit 
for  investigational  jiurpose.  Chloriiromazine,  which 
seems  to  have  adeipiate  promise,  is,  however, 
available. 

Tims,  most  of  the  methods  and  agents  applicable 
to  the  modern  management  of  shock  are  now  readv 
for  use. 

Reference 

’Simeone,  F. ; Lilleliei,  R.  C. ; Mellw,  J.  C.,  and  Collins, 
\’.  J.:  Syinposiuni  on  Shock:  Current  Concepts  of  Path- 
ogenesis and  Treatment.  The  Xew  I’hysician  13:33, 
(Nov.)  1964 
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DERMAQUIZ 


Conducted  by  FRANCESCO  RONCHESE,  M.D. 


CASE  1 Round,  circumscribed,  erythematous,  dry, 
scaly  patches  covered  with  grayish  or  silvery-white, 
mica-like  scales. 


CASE  2 Thin,  atrophic,  scarry,  wrinkly  skin  on 
shins  and  knees,  the  result  of  trivial  trauma  in  child- 
hood, a kind  of  trauma  that  does  not  produce  such 
lesions  in  a normal  individual. 


(SEE  PAGE  612  FOR  ANSWERS) 
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CONVERTING  COMMUNITY  PLANS  TO  ACTION— 
A NEW  APPROACH^ 

Fiiuctious  Of  The  Professional  State  Health 
Educator  are  Clarified 
E.  Franklin  Hall,  m.d. 


The  Author.  E.  Franklin  Hall,  M.D..  of  Providence. 
R.  1.  Assistant  Director.  Conununity  Health  Services. 
Rhode  Island  State  Department  of  Health. 


Today  there  are  numerous  kinds  of  professional 
specialists  working  on  community  development 
and  change  projects  — by  these.  I mean  projects 
for  eliminating  a community  problem  or  deficiency. 
These  specialists  would  include  engineers  of  many 
kinds,  public  health  physicians,  nurses,  and  sani- 
tation personnel,  financial  and  economic  experts. 
])olitical  scientists,  sociologists,  architects,  anthro- 
])ologists,  and  community  and  area  planners.  The 
kind  of  community  proltlems  being  encountered 
usnallv  makes  it  obvious  to  the  various  specialists 
why  each  of  the  others  is  involved.  There  is  one 
specialist,  however,  whose  involvement  in  commu- 
nity development  projects  is  little  understood  either 
by  the  public  or  the  different  professional  special- 
ists. This  is  the  educator,  particularly  the  commu- 
nity-adult educator,  or  in  the  field  of  public  health, 
the  health  educator.  This  specialist  should  he  iden- 
tified and  his  work  discussed  as  it  pertains  to  the 
success  or  failure  of  these  projects. 

To  understand  the  role  of  the  community-adult 
educator  it  is  necessary  to  be  familiar  with  the  main 
features  of  community  development  and  change 
projects.  Stated  simply,  these  are  as  follows  : First, 
there  is  a problem  or  unsatisfactory  state  of  affairs 
in  some  section  or  area  of  community  life.  This  may 
be  a public  health  problem,  a shortage  of  jobs  or 
ways  to  make  a li\  ing,  a lack  of  medical  facilities, 
a high  rate  of  criminal  offenses,  or  insufficient  pro- 
vision for  such  things  as  housing,  recreation,  fire 
protection,  or  cultural  advantages,  to  mention  but 
a few.  Second,  some  communitv  group,  official  or 
voluntary,  tries  to  define  and  analyze  the  problem 
and  then  outline  a ])lan  for  bringing  about  needed 
changes,  which,  if  implemented,  would  eliminate 
the  problem.  Third,  this  group  attempts  to  carry 
out  its  plan  by  develoi)ing  new  and  more  adequate 

*Presentecl  at  the  Animal  Meeting  of  the  New  England 
Health  Education  .Association,  at  .Auburn,  Massachusetts, 
May  1.  1964. 


forms  of  community  organization  and  by  bringing 
about  changes  in  citizen  behavior.  These  changes 
are  perceived  by  the  members  of  this  group  as  being 
necessary  for  the  success  of  their  plan.  If  thev  are 
successful  at  implementing  their  jtlan.  the  new 
state  of  affairs  which  eliminates  the  jtroblem  mav 
become  a reality.  Their  venture  ends  in  failure 
whenever  they  are  unable  to  achieve  the  changes  in 
community  organization  and  citizen  behavior  re- 
quired by  their  plan. 

Sometimes  they  fail  because  their  plan  for  elimi- 
nating the  community  problem  is  unsound  or  liad, 
but  more  often,  when  professional  specialists  are 
utilized  to  formulate  these  plans,  they  fail  because 
of  tbeir  inability  to  get  citizens  to  accept  the  new 
forms  of  community  organization  and  behavior 
required  for  making  the  plan  work. 

In  lirief.  any  proposed  plan  to  eliminate  a com- 
munity problem  or  some  lack  of  community  devel- 
opment reejuires  changes  in  community  organization 
and  citizen  behavior,  and  it  should  not  he  expected 
that  these  changes  will  come  about  automatically. 

The  main  point  to  he  made  from  the  foregoing  is 
that  changes  in  community  organization  and  citizen 
behavior  are  controlled  by  the  educational  processes 
inherent  in  the  life  activities  of  the  community.  It 
is  the  character  of  the  educational  dynamics  oper- 
ating in  any  given  community  situation  that  will 
determine  whether  citizens  can  and  will  seriously 
entertain  or  resist  these  changes  in  community 
organization  set  forth  by  a plan  to  eliminate  some 
community  prolilem  or  deficiency.  It  is  the  manage- 
ment of  these  educational  dynamics  that  most 
professional  specialists  fail  to  recognize  as  being 
imperative  for  the  successful  implementation  of 
these  ])rojects.  It  is  the  importance  of  these  educa- 
tional dynamics  for  the  success  or  failure  of  such 
projects  that  requires  the  collaboration  of  the 
community-adult  education  specialist.  An  excellent 
example  of  this  was  given  Iw  Doctor  Reinhardt  in 
her  description  of  the  Greater  Hartford  Cancer 
Demonstration  Project.  She  selected  the  personal 
contact  to  be  more  effective  and  appropriate  to  the 
tvpe  of  program  involved  in  cervical  cancer 
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detection. 

Tliese  educational  dynainic.s  are  indigenous  to 
all  projects  devoted  to  the  elimination  of  any  com- 
ninnity  problem.  They  can  reduce,  enhance,  insure, 
or  completely  block  the  successful  implementation 
of  the  plans  of  any  given  project.  Their  nature  will 
differ  from  one  community  situation  to  another. 
They  must  he  analyzed  and  managed  to  support  an 
a])])ropriate  plan,  and  the  scientific  and  engineering 
plan  must  he  co-ordinated  with  a plan  that  is  socio- 
])sychologically  and  culturally  and  politically  sound 
with  resi)ect  to  changing  citizen  behavior  and  atti- 
tudes. Failure  to  deal  consciously  and  systemati- 
cally with  the  educational  means  and  procedures 
required  to  control  the  educational  dynamics  oper- 
ating in  these  projects  is  to  increase  the  probability 
of  their  failure  and  resort  to  the  traditional  practice 
of  “getting  a law  passed”  and  then  arbitrarily 
making  changes  in  community  organization  and 
forcing  changes  in  behavior.  Obviously,  the  result- 
ing citizen  attitudes  of  hostility,  suspicion,  or  friend- 
liness will  he  determined  by  the  method  used. 

In  short,  it  is  not  oidy  necessary  for  a needed 
community  development  project  to  he  successful, 
hut  also,  that  citizens  perceive  it  as  one  which  was 
co-operatively  and  democratically  conducted.  To  do 
otherwise  is  to  create  long-lasting  psychological 
animosities  and  breaks  between  communitv  groups. 

To  relate  more  specifically,  for  the  moment,  to 
public  health,  Benjamin  Paul  has  given  the  exam- 
ple of  the  Health  Educator  who  apijroaches  his 
assignment  with  the  preconception  that  his  job  is 
merely  to  convey  information  to  people  who  are 
“uninformed.” 

If  he  does  so,  he  is  not  too  apt  to  succeed  where- 
upon he  may  conclude  that  the  slow  acceptance  of 
his  ideas  is  attributable  to  intellectual  deficiency  or 
willful  stubborn  resistance  on  the  part  of  those  he 
seeks  to  benefit.  In  most  if  not  all  instances,  his  job 
is  really  to  help  people  reorganize  their  existing 
conceptual  system.  Paul  states,  “Knowledge  of  the 
local  l)elief  system  enables  the  imaginative  educator 
to  present  his  data  in  such  order  and  in  such  a way 
as  to  he  most  readily  grasped  by  the  recipients.  It 
also  enables  him  to  anticipate  the  directions  that 
‘misunderstanding’  will  take.”' 

Xancy  Meltzer  expresses  it  superbly  in  her  com- 
plaint, “W’e  in  public  health  work  have  an  unfortu- 
nate habit  of  talking  and  writing  only  about  our 
successes,  ignoring  our  failures,  and  seldom  exam- 
ining the  principles  we  were  trying  to  use  when  we 
failed.  It  does  little  good  to  study  the  methods  that 
led  to  program  success  in  one  community,  if  we 
forget  that  the  identical  methods  have  failed  mis- 
erably in  other  similar  communities.  Wdien  that 
happens,  it  is  a case  of  using  methods  based  on 
untested  assumptions,  rather  than  on  sound 
principles.”" 


It  is  not  too  uncommon  even  today  to  come  in 
contact  with  co-workers  who  are  not  comi)letelv 
cognizant  of  the  concepts  and  the  values  of  the  con- 
cepts of  socio-cultural  and  ]).sycho-social  ])rocesses 
in  relation  to  their  work.  It  is  even  more  di.sastrous 
and  disillusioning  to  find  the  worker  who  camou- 
flages his  technical  inabilities  under  the  vagueness 
of  the  “common  sense  a])i)roach”  and  “throw  the 
hook  out  the  window  a])])roach.”  ( )n  the  other  hand, 
there  is  the  technical  ex])ert  who  deals  in  .si)ecific 
and  intricate  details  without  the  slightest  concept 
of  the  practical  and  total  approach.  He  is  smothered 
with  his  details  to  the  ])oint  that  he  can  hardly  func- 
tion even  when  he  is  buried  in  a laboratory  where 
he  does  not  often  have  to  communicate  with  ])eo])Ie. 
It  is  our  goal  and  design  to  jmoduce  and  procure  the 
well-rounded  worker  for  the  field  of  public  health, 
although  we  ignore  the  facts  of  life  if  we  refuse  to 
acknowledge  the  need  for  all  types  to  make  up  the 
whole. 

In  conclusion,  I wish  to  quote  Doctor  Cora 
DuBois,  professor  of  anthro])ology  at  Harvard 
University  and  Radclifife  College,  who  ex])resses 
my  own  feelings  better  than  I have  ever  seen  them 
expressed  to  date.  She  states:  “Planners  of  public 
health  ])rograms  wdio  ignore  such  psycho-.social  and 
socio-cultural  processes  are  ( 1 ) misleading  them- 
selves, their  organizations,  or  their  governments : 
(2)  are  w'asting  their  material  resources;  (3  ) are 
disheartening  their  field  technicians,  and  ( 4 ) mav 
he  unwittingly  encouraging  unconstructive  modes 
of  adaptation.  Planners  and  trainers  of  public 
health  workers,  alert  to  such  consideratious,  would 
never  insert  in  a manual  for  rural  community  health 
w’orkers,  ‘To  more  or  less  complete  a program  in  a 
community  will  probably  take  at  least  two  years, 
especially  if  adequate  educational  results  are  to  lie 
obtained  along  wdth  such  physical  improvement  as 
privies.’ 

To  put  our  ])lans  into  action  today  requires 
intricate  and  detailed  planning  of  extremely 
flexible  nature.  Unlimited  money  wall  not  even 
buy  an  appropriate  jirogram  into  an  inappropriate 
community. 
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ONE  SENTENCE  ESSAY 
Those  were  the  days  when  the  great  men  of 
science  taught  freshmen. 

. . . Quoted  from  News  Item 
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ON  THE  MEDICAL  LIBRARY  BOOKSHELVES 


The  jolloieiny  titles  have  been  added  to  the  James 
H.  Davenport  Collection  through  purchase  and  gift: 
IXCURABLE  PHYSICIAX.  An Aiitoliiography 
bv  Walter  C.  Alvarez.  Prentice-Hall.  Inc.,  Engle- 
wood Cliffs,  X.J.,  1963. 

LOUISIAXA  SWAMP  DOCTOR.  The  Life  of 
Henry  Clay  Lewis  by  John  Q.  Anderson.  The 
Writings  of  Henry  Clay  Lewis,  alias  ‘Aladison 
Tensas.  iM.D.”  Edited  by  John  O.  Anderson. 
Louisiana  State  L'niversity  Press.  Baton  Rouge. 
1962. 

X.W'AL  SLRGEOX.  Blockading  the  South. 
1862-1866.  Revolt  in  Japan.  1868-1869.  The 
Diarv  of  Samuel  P.  Boyer.  Edited  by  Elinor  and 
lames  A.  Barnes.  Introduction  by  Allan  X^evins. 
Indiana  L^niversitv  Press,  Bloomington.  1963. 
2 vols. 

AXSOX  JOXES.  The  Last  President  of  Texas 
bv  Herbert  Gambrell.  Doubleday  & Company. 
Inc.,  Garden  City.  X.Y..  1948.  Gift  of  the  Sons 
of  the  Republic  of  Texas. 

TO  MEET  THESE  WAXTS.  The  Story  of  the 
Rhode  Island  Hospital,  1863-1963.  by  Joseph  E. 
Garland.  Providence.  1963.  Gift  of  Rhode  Island 
Hospital. 

JAXUS  IX  THE  DOORWAY  hy  Douglas 
Guthrie.  Charles  C Thomas,  Publisher,  Spring- 
field.  111..  1963. 

HOXG  KOXG  SL'RGEOX  hy  Li  Shu-Fan. 
Preface  bv  IMorris  Fishbein.  Foreword  by  Felix 
Marti-Ibanez.  E.  P.  Dutton  & Companv,  Xew 
York.  1964. 

LIFE  WITH  WOMEX  AXD  HOW  TO  SUR- 
\T\’E  IT  by  Joseph  H.  Peck.  Prentice-Hall, 
Inc.,  Englewood  Cliffs,  X.J..  1961.  Gift  of  Irving 
A.  Beck. 

A SYLLABUS  OF  MEDICAL  HISTORY  by 
Fred  B.  Rogers.  Foreword  liy  Leroy  E.  Burney. 
Little,  Brown  & Companv.  Boston.  1962. 
CURIOSITIES  OF  MEDICLXE.  An  Assembly 
of  Medical  Diversions.  1552-1962.  Edited  with 
an  Introduction  and  X'otes  by  Berton  Roueche. 
Little.  Brown  & Companv.  Boston,  1963. 
SCTEXCE  AXD  SECRETS  OF  EARLY 
MEDICIXE.  Egypt,  Mesopotamia.  India. 
China.  ^Mexico,  Peru,  by  Jurgen  Thorwald. 
Translated  bv  Richard  and  Clara  ^^'inston.  A 


Helen  & Kurt  Wolff'  Book.  Harcourt.  Brace  & 
M orld,  Inc.,  Xew  York,  1963. 

THE  TRIUMPH  OF  SURGERY  by  Jiirgen 
Thorwald.  Translated  by  Richard  and  Clara 
\\  inston.  Pantheon  Books.  Xew  York.  1960. 
MODERX  ITALIAX  SURGERY  and  Old 
Universities  of  Italy  by  Paolo  De  \’ecchi.  Fore- 
word 1)v  George  D.  Stewart.  Paul  B.  Hoeber, 
X'^ew  York,  1921.  Gift  of  Francesco  Ronchese. 
JOHX'  KEATS.  The  Making  of  a Poet  bv  Aileen 
Ward.  The  \’iking  Press.  Xew  York,  1963. 
MAX  AXD  HIS  FUTURE.  A Ciba  Foundation 
\'olume  Edited  by  Gordon  \\  olstenholme.  Little. 
Brown  &•  Companv.  Boston,  1963. 

THE  TOURXAL  OF  TAMES  YOXGE  ( 1647- 
1721).  PLYMOUTH  SURGEOX.  Edited  by 
F.  X.  L.  Poynter.  Archon  Books,  Hamden. 
Conn..  1963. 

Throuijh  the  generosity  of  the  Rhode  Island 
]’eterinar\  Medical  Association,  lec  have  been  able 
to  purchase  the  jollozeing  books: 

AXLMAL  AGEXTS  ' AXD  VECTORS  OF 
HUMAX  DISEASE  by  Ernest  Carroll  Faust. 
Paul  Chester  Beaver  and  Rodney  Clifton  Jung. 
Second  Edition.  Lea  & Febiger,  Philadelphia. 
1963. 

SMALL  AXLMAL  AXESTHESIA  by  William 
Lumb.  Lea  & Febiger,  Philadelphia,  1963. 
AXATOMY  OF  THE  DOG  by  Malcolm  E.  .Miller 
with  the  assistance  of  George  C.  Christensen 
and  Howard  E.  Evans.  Illustrated  by  Marion  E. 
X*ewson  and  Pat  Barrow.  W.  B.  Saunders  Com- 
panv.  Philadelphia.  1964. 

YOUR  FUTURE  IX  YETERIXARY  .MEDI- 
CIXE bv  Wavne  H.  Riser.  Richards  Rosen 
Press,  X^ew  York.  1963. 

.X  CO.MP.TR.CTIVE  STUDY  OF  SKIX  DIS- 
EASES OF  DOG  AXD  .M.\X  by  Robert  M. 
Schwartzman  and  Milton  Orkin.  With  a Chapter 
on  Oral  Xeoplasia  in  the  Dog  by  Robert  J. 
Gorlin.  With  Forewords  by  Francis  W.  Lynch 
and  IMark  W.  .\llam.  Charles  C Thomas.  Pub- 
lisher, Springfield,  111..  1962. 

THE  YEAR  BOOK  OF  \'ETERIXARY 
MEDICIXE.  Edited  by  William  F.  Riley,  Jr.: 
Kenneth  Y’.  Smith  and  Robert  J.  Flynn.  \’ol.  1. 
1963.  Year  Rook  Publishers.  Inc.  Chicago,  1963. 
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I’lirchascs  made  for  the  general  eolleetioii  leere: 

ADVANCES  L\  PEDEATRICS.  Edited  In- S.  Z. 
Eevine  and  others.  \’ol.  XIII,  1004.  Year  Book 
Medical  Publishers,  Inc.,  Chicago,  1964. 

AMERICAN  MEDICAE  DIRECTORY.  A 
Registry  of  Physicians  W ho  Possess  a Degree  of 
Doctor  of  Medicine.  1963.  Twenty-Second  Edi- 
tion. Chicago,  1963. 

CUMUEA'ITVE  INDEX  MEDICI’S.  American 
Medical  Association.  \'ol.  4,  1963.  3 vols.  Chi- 
cago. 1964. 

DYSPNEA.  Diagnosis  and  Treatment.  Edited  hy 
Andrew  E.  Banyai  and  Edwin  Rayner  Eevine. 
Sponsored  l)y  the  American  College  of  Chest 
Physicians.  F.  A.  Davis  Companv.  Philadelphia, 
1963. 

BOYS  IN  WHITEhy  Howard  S.  Becker.  Blanche 
Cieer,  Everett  C.  Hughes  and  Anselm  E.  Strauss. 
University  of  Chicago  Press,  Chicago,  1961. 

THE  HAND  AS  A AHRROR  OF  SYSTEMIC 
DISEASE  hy  Theodore  J.  Berry.  F.  A.  Davis 
Company,  Philadelphia,  1963. 

Bunnell's  SURGERY  OF  THE  HAND.  Revised 
hy  J(jse])h  H.  Boyes.  Fourth  Edition.  J.  B.  Lip- 
pincott  Company,  Philadelphia,  1964. 

CLINICAE  GEXODERMATOEOGY  hy 
Thomas  Butterworth  and  Lyon  Fk  Strean.  Intro- 
duction hy  James  E.  \\  right,  Jr.  The  W illiams  & 
W ilkins  Company,  Baltimore,  1962. 

SILENT  SPRING  hv  Rachel  Carson.  Drawings 
hy  Lois  and  Louis  Darling.  Houghton  Mifflin 
Company,  Boston,  1962. 

INIURY  AND  RECOVERY  IN  THE 
CO U R S E OF  EM  P EO YxM  E N T Iw  Earl 
F.  Cheit.  John  W’ilev  & Sons,  Inc.,  New  York, 
1961. 

DIRECTORY  OF  MEDICAL  SPECIALISTS. 
\’ol.  XI.  Published  hy  Marquis-W’ho’s  Wdio  for 
the  Advisory  Board  for  Medical  Specialties. 
Chicago,  196)3. 

MEDICAL  EXAMINATION  REVIEW’ 
BOOK.  INTERNAL  MEDICINE.  1962. 
Journal  Review.  Edited  hv  Ephraim  Donoso  and 
Cdthers.  Medical  Examination  Publishing  Com- 
l)any,  Inc.,  Flushing,  1963. 

MEDICAE  MYCOLOGY  hy  Chester  W’.  Em- 
mons, Chapman  H.  Binford  and  John  F’.  Utz. 
Lea  & Fel)iger,  Fdiiladelphia,  1963. 

BEYOND  THE  MELTING  IY)T.  The  Negroes, 
Puerto  Ricans,  Jews,  Italians,  and  Irish  of  New 
York  City  hy  X'athan  Glazer  and  Daniel  Patrick 
Moynihan.  M.I.T.  Press  and  Harvard  Univer- 
sity Press,  Cambridge,  1963. 

LAW  AND  PSYCHIATRY.  Cold  War  or  En- 
tente Cordiale?  The  Isaac  Rav  Award  Lectures 


hy  Slieldon  Glueck.  Tlie  Johns  llo])kins  I ’ress, 
Baltimore.  1962. 

MlfDICAE  IdCENSURi:  AND  CONSUMF.R 
PR( ) 1 IrC  1 I ON.  An  .Analysis  and  Evaluation 
of  .State  Medical  Licensure  hy  Horace  R.  Han- 
sen. (iron])  1 lealth  Association  of  .America,  Inc., 
W ashington,  D.C..  1964  ( rei)r.  of  Nov.  1962). 

JOURNAL  BULLETIN  AEAIANAC.  A Rhode 
Island  Reference  Book.  Com])iled  and  Published 
hy  the  Providence  Journal  Company.  7<Sth 
.Annual  F.dition.  Pro\idence,  19()4. 

SKjN.S  and  .SA  MPTOAES.  Apj)lied  Pathologic 
Physiology  and  Clinical  Inter])retation.  Edited 
by  Cyril  Mitchell  MacBryde.  F’ourth  Ifdition. 
J.  B.  Eii)])incott  Comj)any,  Rhiladel])hia,  1964. 

DEA’ELOPMlfNTAL  AlUNORAI AEEFIF'.S  Ob' 
THE  EA’E  hy  Ida  Mann.  With  a foreword  hy 
Sir  John  Herbert  F’arsons  and  an  Introduction 
hy  Conrad  Berens.  Second  Edition.  J.  Ik  Eipjiin- 
cott  Com])anv.  Philadelphia,  19.S8. 

DISABIEITA’'  EVAI.UATION  AND  PRIN- 
CIPLES OF  TRIvATMENT  OF  COMPEN- 
SABLE INJURIES  hy  Earl  1).  McBride. 
Sixth  Edition.  J.  B.  Ei])])incott  Comi)any.  Phila- 
del])hia.  1963. 

THE  THYROID  AND  ITS  DISEASES  hy 
James  Howard  Means,  Leslie  J.  DeGroot  and 

continued  on  next  page 


DOCTOR... 

Build  An  Estate  for  your  Son! 
★ ★ ★ 

$100,000  ORDINARY  LIFE  INSURANCE 

Age  1 ...  $ 559.00,  yearly 
Age  5 ...  $ 616.00,  yearly 
Age  10  ...  $ 725.00,  yearly 
Age  13  ...  $ 800.00,  yearly 
Age  16  ...  $ 884.00,  yearly 
Age  20  . . . $1010.00,  yearly 

★ ★ ★ 

After  five  years,  yearly  guaranteed  in- 
crease in  cash  value  exceeds  deposits  ! 

★ ★ ★ 

An  ideal  gift  to  sons  and  grandsons. 

★ ★ ★ 

Write  or  ’phone: 

R.  A.  DEROSIER  AGENCY 

54  Custom  House  St.,  Providence,  R.  I. 
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lohn  B.  Stanbury.  Third  Edition.  Blakiston. 
McGraw-Hill.  X"ew  York,  1963. 

THE  BODY  CELL  ^lASS  AXD  ITS  SU1>- 
PORTIXG  EXVIROXMEXT.  Body  Compo- 
sition in  Health  and  Disease  hy  Erancis  D.  Moore 
and  Others.  \\  . B.  Sannders  Company,  Phila- 
deljdiia,  1963. 

TREATMEXT  OF  CAXCER  AXD  ALLIED 
DISEASES.  Edited  hy  George  T.  Pack  and 
Irving  M.  Ariel.  \M1.  8:  Tumors  of  the  Soft 
Somatic  Tissues  and  Bone.  \’ol.  9:  Lymphomas 
and  Related  Diseases.  Hoeher  Medical  Division, 
Harper  & Row,  Publishers,  Inc.  XTw  York.  1964. 
PROCEEDIXGS  OF  THE  THIRTEEXTH 
AXXUAL  GROUP  HEALTH  IXSTl- 
TL'TE.  Group  Health  Association  of  America. 
Inc.  and  Group  Health  Foundation,  Detroit. 
Michigan.  Mav  9-11.  1963. 

PROGRESS  IX  XEUROLOGY  AXD  PSY- 
CHIATRY. An  Annual  Review.  Edited  hy  E.  A. 
Spiegel.  Vol.  18.  Grime  & Stratton,  Xew  York, 
1963. 

DIRECTORY  OF  RHODE  ISLAXD 
HEALTH,  RECREATIOX  AXD  WEL- 
FARE .A.GEXTCIES.  Compiled  hy  the  Research 
Bureau,  Rhode  Island  Council  of  Community 
Services,  Inc.  Providence,  1963. 

A TREATISE  OX  THE  MEDICAL  jURIS- 
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PRUDEXCE  OF  IXSAXITY  hy  Isaac  Ray. 
Edited  hy  Winfred  Overholser.  The  Belknap 
Press  of  Harvard  Universitv  Press,  Cambridge, 
1962. 

THE  EX\  lROXMEXT  OF  MEDICAL 
PRACTICE.  Edited  hv  R.  B.  Robins.  Year 
Book  Medical  Publishers,  Inc.,  Chicago,  1963. 
DISEASES  OF  THE  LIVER.  Edited  by  Leon 
Schiff.  With  a Foreword  by  Cecil  J.  Watson. 
Second  Edition.  J.  B.  Lippincott  Company, 
Philadelphia.  1963. 

MAXUAL  OF  REFRACTIOX  by  Albert  E. 
Sloane.  Little.  Brown  and  Companv,  Boston. 
1961. 

DISEASES  OF  THE  KIDXEY.  Edited  In- 
Maurice  B.  Strauss  and  Louis  G.  Welt.  Little. 
Brown  & Companv,  Boston,  1963. 

TUMORS  OF  THE  SKIX.  A Collection  of 
Papers  Presented  at  the  7th  Annual  Clinical 
Conference  on  Cancer.  1962,  at  the  Lhiiversity 
of  Texas  ]M.  D.  Anderson  Hospital  and  Tumor 
Institute,  Houston,  Texas.  Year  Book  Medical 
Publishers,  Inc.,  Chicago,  1964. 

STERILITY.  Office  Management  of  the  Infertile 
Couple.  Edited  by  Edward  T.  Tyler.  Blakiston, 
McGraw-Hill,  X"ew  York.  1961. 

THE  YEAR  BOOK  OF  AXESTHESIA  (1963- 
1964).  Edited  hy  Stuart  C.  Cullen.  Year  Book 
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vitamin  A product 
when  indicated  in 

ACNE 
dry  skin 

keratosis  follicularis 
ichthyosis 

pityriasis  rubra  pilaris 
night  blindness 

metaplasia  of  mucous  membranes 
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Medical  Pul)lishers.  Inc.,  Chicago,  19()3. 

THE  YEAR  ROOK  OE  CANCER  (1962-1963 
series)  and  (1963-1964  series).  Compiled  and 
edited  by  Randolph  Eee  Clark  and  Rnssell  W’. 
Cuniley.  Year  Book  Medical  I’nhlishers,  Inc., 
Chicago,  1963;  Chicago,  1964. 

THE  YEAR  BOOK  OF  CARDIOVASCUEAR 
AND  REXAE  DISEASES  ( 1962-1963  series) 
and  (1963-1964  series).  Year  Book  Medical 
I’nhlishers,  Inc.,  Chicago,  1963;  Chicago,  1964, 
THE  YEAR  BOOK  OF  DRUG  THERAPY 
(1963-1964  series)  with  a Special  Section  on 
Precautions.  Edited  hy  Harry  Beckman.  Year 
Book  Medical  Publishers,  Inc.,  Chicago,  1964. 
THE  YEAR  BOOK  OF  ENDOCRINOLOGY 
( 1962-1963  series  ).  Edited  lyv  Gilbert  S.  Gordan. 
Year  Book  Medical  Publishers,  Inc.,  Chicago, 
1963. 

THE  YEAR  BOOK  OF  .MEDICINE  (1963- 
1964  series).  Edited  by  Paul  B.  Beeson  and 
Others.  Year  Book  IMedical  Publishers,  Inc., 
Chicago,  1963. 

The  friends  of  our  Library  Jiave  been  very  gen- 
erous zi’ith  their  gifts  and  zee  are  grateful  for  their 
contributions.  The  foUozeing  indiz’id uals  have  given 
us  subscriptions  and  inisee!la)ieous  periodicals : 
Philip  Batchelder,  Reuben  C.  Bates,  Irving  A. 


Beck,  James  E.  Bowes,  Louis  C.  Bruno,  W’illiam 
P.  Bnttnm,  Ale.x  M.  Bnrge.ss,  j r.,  h'rancis  P.  Catan- 
zaro,  Francis  11.  Chafee,  h'rancis  \'.  Corrigan, 
Donald  L.  DeNyse,  Jesse  P.  Eddy,  3rd,  John  E. 
I'arley,  Jr.,  Charles  h'arrell,  John  E.  h'arrell, 
Seehert  J.  Goldowsky,  Manuel  Horwitz,  Walter 
S.  Jones,  Louis  1.  Kramer,  Albert  Midgley,  Lewis 
B.  Porter,  Charles  Potter,  Morris  Povar,  Ralph 
Povar,  I'rancesco  Ronchese,  Michael  E.  .Scala, 
Clara  L.  Smith,  Josej)!!  Smith,  Johannes  \'irks  and 
Elihu  S.  Wing,  Jr. 

Other  contributors  to  our  serials  collection  zecre: 
American  Cancer  Society  Rhode  Island  Division, 
American  Clinical  and  Climatological  Association, 
Association  of  American  Physicians,  Association 
of  Life  Insurance  Medical  Directors  of  America, 
Cardio- Respiratory  Laboratory  of  Charlotte 
Alemorial  Hospital,  Chapin  Hospital,  Health 
Insurance  Institute,  Institute  of  Life  Insurance, 
Kent  County  Memorial  Hospital,  Life  Insurance 
Medical  Research  Fund,  Miriam  Llospital,  National 
Library  of  Medicine  of  Czechoslovakia,  Providence 
Lying-In  Hospital,  Rhode  Island  Arthritis  and 
Rheumatism  Foundation,  Rhode  Island  Chapter 
Physical  Therapy  Association,  Rhode  Island  Heart 
Association,  Rhode  Island  Hospital  Peters  House 
Library,  Rhode  Island  Medical  Center,  Rhode 

continued  on  next  page 


- its  microscopically  fine  aqueous  vitamin  A 
particles  pass  through  the  intestinal  barrier  more  easily 
and  may  reach  affected  local  area  more  readily  through. . . 

faster,  more  complete  absorption 


physiologically  — provides  all  the  known 

physiologically  active  isomers  of  the  natural  vitamin  A 
complex  which  are  believed  to  be  directly  utilizable  in  certain 
enzyme  processes  (in  contrast  to  certain  forms  of  synthetic 
vitamin  A which  require  conversion  in  the  body)  for. . . 

fully  comprehensive  results 


the  original  aqueous, 
natural  vitamin  A capsules 

aquasol.A 

capsules 


two  potencies: 

25.000  U.S.P.  Units 

50.000  U.S.P.  Units 

water-solubilized  natural  vitamin  A 
per  capsule 

Bottles  of  100  and  500  capsules. 


Samples  and  literature  upon  request. 

u.s.  vitamin  & 
pharmaceuticai  corp. 

Arlington-Funk  Laboratories,  division 
800  Second  Avenue,  New  York  17,  N.  Y. 
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Island  State  De])artment  of  Health.  Rhode  Island 
X’eterinarv  Medical  Association.  State  Department 
of  Health  of  Connecticut.  United  States  Govern- 
ment (HEW.  \’eterans  Administration)  and  the 
X'eterans  Administration  Hospital  in  Providence. 

The  jolhneing  books  and  pauiphlctsiecrc  received 
as  gifts: 

From  Philip  Batchelder:  49  volumes. 

From  Edvard  S.  Cameron:  7 volumes. 

From  Anthonx  Corvese:  12  volumes. 

From  John  F.  Farley,  Jr.:  16  volumes. 

From  Herbert  E.  Harris:  16  volumes. 

Erom  Pobert  M.  Ford,  Jr.:  26  volumes. 

From  Levis  R.  Porter:  170  volumes. 

Erom  E.  Franklin  Stone:  3 volumes. 

From  the  Author:  — CHRONIC  OTITIS.  A 
Critical  .\nalysis  by  Marcus  Diamant.  m.d.  S.  Kar- 
ger.  Rasle ; New  York.  1952. 

Erom  Thomas  J.  Dolan:  — TOTAL  REHABIL- 
ITATION OF  EPILEPTICS.  Gateway  to  Em- 
])loyment.  Edited  by  George  N.  M'right,  Frederic 
.\.  Gibbs  and  Shirlev  Motter  Linde.  Washington. 
1962. 

Erom  John  E.  Farrell:  ^ HEALTH  PERSPEC- 
TR^ES  OF  OUR  RADIOACTR'E  WORLD 
by  John  C.  Bugber,  m.d.  The  First  Bronfman  Lec- 
ture. 1961.  American  Public  Health  Association. 
1962. 

— THE  EMERGING  ADVENTURE 
IN  WORLD  HEALTH  by  Leona  Baumgartner, 
it.D.  The  Second  Bronfman  Lecture.  1962.  Ameri- 
can Public  Health  Association.  New  York,  1963. 

— HANDBOOK  OF  THE  HOUSE  OF 
DELEG.A.TES,  Atlantic  City.  New  Jersey,  June 
17-20.  1963.  .American  Medical  Association.  Chi- 
cago. 1963. 

— OFFICIAL  DIRECTORY  AND  IN- 
EOR-MATION  GUIDE  FOR  THE  DIOCESE 
OF  PROMDENCE  1963-64.  The  Providence 
\’isitor.  Providence.  1963. 

— Pamphlets.  Guides.  Reports,  etc.,  on 


■MISITIOX  WAXTEH 

Physician,  53  years  old.  Two  years 
clinical  training  in  anesthesiology. 
Seeks  full  or  part  time  position  in  a 
hospital  in  Rhode  Island.  Write  c/o 
R.  I.  Medical  Journal,  Box  A. 
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Subjects  of  Interest  in  the  Practice  of  Medicine. 
From  Martin  E.  Felder: 

— RESEARCH  GRANTS  INDEN.  Fis- 
cal Year  1963.  2 vols.  Bethesda.  Md..  1963. 

From  Seebert  J.  Goldovsky: — HYPERBARIC 
ONYGEN.ATION : Potentialities  and  Problems. 
Report  of  the  Ad  Hoc  Committee  on  Hvperbaric 
Oxygenation.  Committee  on  Shock.  Division  of 
Medical  Sciences.  National  Academy  of  Sciences. 
National  Research  Council.  Washington,  1963. 

— REPORT  OF  A CONFERENCE  ON 
PRENAT.AL  EFFECTS  OF  DRUGS,  Chicago, 
March  29-30.  1963. 

— TERRAMYCIN  THERAPY.  Pfizer 
Laboratories,  Brooklyn.  N.Y..  1960. 

— Miscellaneous  Materials  Particularlv  in 
the  Field  of  the  History  of  Medicine. 

From  Raul  Xodarse: 

— LIBRARY  OF  HEALTH.  Complete 
Guide  to  Prevention  and  Cure  of  Disease.  . . . 
Edited  by  B.  Frank  Scholl.  Historical  Publishing 
Company,  Philadelphia.  1923. 

From  Francesco  Ronchese:  — DAY  BOOK. 
Rhode  Island  Hospital.  Dermatologv  Out-Patient 
Department.  Alav  18.  1931-Ianuarv  1932. 

— AIEANING  AND  CONTENT  OF 
SENUAL  PERA’ERSIONS  by  AT  Boss.  Trans- 
lated bv  Liese  Lewis  Abell.  Grune  & Stratton. 
New  York.  1949. 

— A HISTORA’  OF  DERAIATOLOGY 
IN  PHIL.ADELPHIA.  Including  a Biography  of 
Louis  A.  Duhring.  Father  of  Dermatologv  in 
Philadelphia.  Written  and  edited  by  Reuben  Fried- 
man. Froben  Press.  Fort  Pierce  Beach,  Florida, 
1955. 

— THE  SENLLAL  CRIAIINAL.  A 
Psycho-Analytical  Study  by  J.  Paul  de  River. 
Charles  C Thomas.  Publisher,  Springfield,  111., 
1950. 

— PHYSIOLOGY  AND  BIOCHEAIIS- 
TRA’  OF  THE  SKIN  by  Stephen  Rothman. 
University  of  Chicago  Press,  Chicago,  1954. 

— Numerous  Catalogues  of  Book  Dealers. 
From  Amy  E.  Russell : — PSYCHOTHERAPY 
IN  A1  EDI  CAL  PRACTICE  by  Alaurice  Levine. 
The  Alacmillan  Com])anv,  New  A'ork,  repr.  1946 
(cl942i. 

From  Mr.  John  IF.  Schnepp,  J . B.  Lippincott  Com- 
pany:—THE.  THYROID  AND  ITS  DIS- 
EASES. Proceedings  of  a Conference  Held  at 
the  Royal  College  of  Physicians  of  London  15th 
and  16th  of  Alarch  1963.  Edited  by  A.  Stuart 
Alason.  f.  B.  Lippincott  Companv.  Philadelpbia. 
1963. 

Erom  Austin  Smith,  President  Pharmaceutical 
Manufacturers  Association : — BIRTH  OF  A 
DRUG:  Research  and  Development  in  the  Phar- 

continued  on  page  606 
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STRESSCAPS  B and  C vitamins  in  therapeutic  amounts ...  help  t 
mobilize  defenses  during  convalescence. ..aid  response  to  primary 
The  patient  with  a severe  infection,  and  many  others  undergoing 


Stress  Formula  Vitamins  Lederle 


logic  stress,  may  benefit  from  STRESSCAPS. 


he  body 
therapy, 
physio- 


Each  capsule  contains: 

Vitamin  B|  {as  Thiamine  Mononitrate)  10  mg. 

Vitamin  (Riboflavin) 

10  mg. 

Niacinamide 

100  mg. 

Vitamin  C (Ascorbic  Acid) 

300  mg. 

Vitamin  B^  (Pyridoxine  HCI) 

2 mg. 

Vitamin  B12  Crystalline 

4 mcgm. 

Calcium  Pantothenate 

20  mg. 

Recommended  intake'  Adults,  1 

capsule 

daily,  for  the  treatment  of  vitamin 

def  icien- 

cies.  Supplied  in  decorative  “reminder" 

jars  of  30  (one  month’s  supply) 
(three  months’  supply) 

and  100 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY  Pearl  River,  N.Y 

’ P693  -i 
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ON  LIBRARY  BOOKSHELVES 

continued  from  page  604 

niaceutical  Industry.  Edited  Ity  Austin  Smith  and 
Robert  J.  Renford.  Washington.  1963. 

From  Clifford  B.  Smith,  E.  R.  Squibb  S'  Sous: 

— MEDICO  SURGICAL  REFERENCE. 
Richard  M.  Robin  and  Irving  M.  Levitas.  Medical 
Economics,  Inc..  Oradell.  X.T..  1963. 

— PHYSICIAN'S  DESK  REFERENCE 
to  Pharmaceutical  Specialties  and  Puologicals.  18th 
Edition.  1964.  iMedical  Economics.  Oradell.  N.J., 

1963. 

From  Alton  P.  Thomas:  — THE  DOCTOR  AT 
HOME.  ...hv  B.  T-  Kendall  & Co.  Enosburgh 
Falls.  Vt..  18KT 

From  the  Academx  of  Medicine  of  Cincinnati: 

— ^IEDIC’AL  DIRECTORY,  Greater 
Cincinnati.  Tenth  Edition.  1964. 

From  the  Academy  of  the  Rumanian  People’s 
Republic.  Section  of  Medical  Sciences.  Institute  of 
Internal  Medicine:  — NATIONAL  CONGRESS 
OF  INTERNAL  MEDICINE.  BUCHAREST, 

1964. 

From  the  American  Medical  Association: 

— CONSTITUTION  AND  BYLAWS 
OF  THE  AMERICAN  MEDICAL  ASSOCIA- 
TION, lulv.  1963  Revision.  Chicago. 

— CURRENT  MEDICAL  TERMINOL- 
OGY 1964.  Burgess  L.  Gordon.  Editor.  John  H. 
Talbott.  Director.  American  Medical  Association, 
Chicago,  1963.  2 copies. 

— DIRECTORY  OF  APPROVED  IN- 
'fERNSHIPS  AND  RESIDENCIES.  American 
Medical  .Association.  Chicago.  1964. 

— DIRECTORY  OF  NATIONAL 
VOLUNTARY  PIEALTH  ORGANIZ.A- 
TIONS.  Revised.  Council  on  Wluntary  Health 
.Agencies,  American  Medical  Association,  Chicago, 
1964. 

— MEDICAL  AND  SURGIC.AL  MO- 
TION PICTURES.  .A  Catalog  of  Selected  Films. 
Chicago,  1964. 


FOR  RENT 

Professional  office.  Broad  Street 
at  Trinity  Square.  Five  rooms  and 
lavatory,  second  floor.  Completely 
renovated.  Parking.  $150  monthly. 
PL  1-6500  or  GA  1-9885. 
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— NEW  .AND  NONOFFICLAL 
DRUGS.  1964.  Council  on  Drugs.  .American 
Medical  -Association.  J.  B.  Lippincott  Companv, 
Philadelphia,  1964. 

From  the  Broien  University  Press: 

— THEODORE  FRANCIS  GREEN: 
The  Rhode  Island  Wars  by  Erwin  L.  Levine. 
Brown  L'niversitv  Press.  Providence.  1963. 

From  C/5H.  — 'bILHARZIASIS.  Ciba  Foun- 
dation Symposium  Held  in  Commemoration  of 
Theodor  iMaxmillian  Bilharz.  Edited  by  G.  E.  Mb 
Wolstenholme  and  Maeve  O'Connor.  Little,  Brown 
& Companv.  Boston,  1962. 

— ENZYMES  -AND  DRUG  .ACTION. 
Ciba  Foundation  Symposium  Jointly  with  Co-ordi- 
nating Committee  for  Symposia  on  Drug  .Action. 

. . . Edited  by  J.  L.  Mongar  and  A.  S.  de  Reuck. 
Little,  Brown  Companv.  Boston,  1952. 

— THE  SCIENCE  BOOK  OF  MOD- 
ERN .MEDICINES  by  Donald  G.  Coolev. 
Pocket  Books.  New  Wrk,  1963. 

From  Cincinnati  General  Hospital  Medical  Li- 
brary: —DOCTORS  AND  FAMILA'  PLAN- 
NING by  Mary  Jean  Cornish,  Florence  .A. 
Ruderman  and  Sydney  S.  Spivack.  National 
Committee  on  Maternal  Health,  Inc.,  New  Wrk, 
1963.  Another  copy  of  this  volume  was  received 
from  the  National  Committee. 

From  the  Commission  on  Drug  Safety: 

— PROCEEDINGS.  Conference  of  Pro- 
fessional and  Scientific  Societies.  Chicago,  1963. 
From  the  Edmund  Bergler  Psychiatric  Founda- 
tion:—THE  BASIC  NEUROSIS.  Oral  Regres- 
sion and  Psychic  Masochism  by  Edmund  Bergler. 
Grune  & Stratton,  New  Wrk,  1949. 

— THE  SL'PEREGO.  Lhiconscious  Con- 
science — the  Key  to  the  Theory  and  Therapy  of 
Neurosis  by  Edmund  Bergler.  Grune  & Stratton, 
New  Wrk.  1952. 

From  the  Licenced  Bez'crage  Industries.  Inc.: 

— REPORT  BY ‘the  SCIENTIFIC 
ADMSORY  COUNCIL  ON  THE  ALCO- 
HOLISM RESEARCH  GRANT  PROGRAM. 
Licenced  Beverage  Industries.  1963. 

From  the  Providence  Journal  Company: 

— SEEING  PROVIDENCE  Founded  by 
Roger  \\  illiams  1636.  Providence,  n.d.  6 copies. 
From  Rhode  Island  Hospital  Office  of  Oliver  G. 
Pratt:  — TO  .MEET  THESE'  WANTS.  The 
Story  of  the  Rhode  Island  Hospital  by  Josej)!!  E. 
Garland.  Providence.  1963.  2 copies. 

From  the  Rockefeller  Foundation : 

— PRACTICAL  .MALARIOLFIGY  by 
Paul  F.  Russell.  Luther  S.  West,  Reginald  D. 
Manwell  and  George  }kIacDonald.  Oxford  F'ni- 
versitv  Press.  London,  1963. 
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From  the  Rudolf  VircJwio  Medical  Society  in  the 
City  of  Neze  York: — JUBILEE  \’OEUME, 
lOdtli  Anniversary,  NoveinI)er  7,  1<S60-1960. 

Edited  by  Joseph  Rerberich,  Henry  Lax  and  Rudolf 
Stern.  S.  Larger,  Basle  ; New  York,  1960. 

From  the  Schering  Corporation:  — CldNICAL 
IW'ESTIGATION  IN  xMEDICINE:  Legal, 
Ethical  and  Moral  Aspects.  An  Anthology  and 
Bibliography.  Edited  by  Irving  Ladiiner  and  Roger 
\\’.  Newman.  Law-Medicine  Research  Institute, 
Boston  Lhhversity,  1963. 

From  the  State  of  California  Department  of  Public 
Health:— TUMOR  REGISTRY;  Cancer  Regis- 
tration and  Survival  in  California  by  the  California 
Tnmor  Registry  Staff.  Berkeley,  1963. 

From  the  I '.S.  Government , Department  of  Health, 
Education,  and  Welfare:  — HUMAN  AGING. 
.A.  Biological  and  Behavioral  Study.  Edited  by 
lames  E.  Rirren  et  al.  Bethesda,  n.d. 

—THE  MENTALLY  RETARDED 
CH  ILD.  A Guide  to  Services  of  Social  Agencies 
by  Michael  J.  Begab.  Children’s  Bureau  Publica- 
tion #404.  Washington,  1963. 

— SMOKING  AND  HEALTH.  Report 
of  the  Advisory  Committee  to  the  Surgeon  General 
of  the  Public  Health  Service.  Public  Health  Serv- 
ice Publication  #1103.  Washington,  1964.  2 conies. 
From  the  U niversity  of  Minnesota  Press:  — THE 
NATURE  OE  BRUCELLOSIS  by  Wesley  WL 
Spink.  University  of  Minnesota  Press,  Minneapolis, 
1956. 

From  the  JTterans  Admi)iistration  Hospital,  Prov- 
idence:— BOOKS  IN  PRINT.  An  Author-Title 
Series  Index  to  the  Publishers  Trade  List  Annual. 
Edited  by  .Sarah  E.  Prakken.  New  York.  1961. 


PATRONIZE  JOURNAL 
ADVERTISERS 


“GOODNESS, 


what  must  you  think  of  me, 
dropping  my  purse  so  clum- 
sily in  the  street!  ” exclaimed 
the  flushed  young  girl.  The 
handsome  stranger  gallantly 
placed  it  in  her  hand.  "I 
think,”  he  suggested,  "we 
should  refresh  ourselves 
with  a sparkling  glass  of 
Warwick  Club  Pale  Dry 
Ginger  Ale,  available  in  the 
full  32-ounce  quart  bottle.” 
"What  a pleasant  thought,” 
she  murmured  happily,  "it 
sings  in  the  glass  . . 


CORRECTION 

Edalogy,  derived  from  the  Hebrew  word  edah, 
meaning  community, i.e.  ethnic  community  (Rhode 
Island  Medical  Journal,  46:224,  April  1963), 
implies  the  study  of  ethnic  communities.  Through 
an  editorial  oversight  a number  of  edalogical  and 
filler  items  were  mingled  in  the  November,  1964, 
issue  of  the  Journal.  None  of  the  items  starting  on 
page  562  of  the  issue  should  have  been  included 
under  the  heading  Edalogy. 


Curran  & Burton 

DIVISION  OF  TEXACO  INC. 
1120  Eddy  Street 
Providence,  Rhode  Island 
HOpkins  7-8050 

INDUSTRIAL  AND  WHDLESALE  FUEL  OILS 


General  Practitioners  and  Internist 
needed  for  new  medical  center  in  fastest 
growing  section  of  Albuquerque,  New 
Mexico,  30,000  population  / physician 
at  this  time.  A new  area  with  good  in- 
come; stable.  Other  physicians  saturated 
after  6 months  practice. 
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General  Hosfy/tal  Plays  Major  Role 
in  Treatment  of  Mental  Illness 

The  general  hospital  is  now  a facility  of  major 
significance  in  providing  treatment  for  mental  ill- 
ness. according  to  figures  annonnced  hv  the  Public 
Health  Service.  U.S.  Department  of  Health.  Edu- 
cation. and  Welfare. 

A total  of  1,005  general  hospitals  in  the  United 
.States  admit  psychiatric  patients  for  diagnosis  and 
treatment,  according  to  i)reliminary  results  of  a 
current  hospital  survey  completed  by  the  Xational 
Institute  of  Mental  Health  and  the  .\merican  Hos- 
])ital  Association. 

In  the  most  recent  12-month  period,  the  hospitals 
rejxtrt  that  they  discharged  412,459  psychiatric 
l)atients. 

Ihihlic  state  and  comity  mental  ho.spitals.  by  con- 
trast. admitted  285,244  patients  in  1963. 

The  figures  prox  ide  additional  evidence  that  the 
treatment  of  the  mentally  ill  in  their  home  commn- 
nities  has  increased  sharply.  They  reveal  that  many 
more  general  hosiiitals  provide  psychiatric  care  than 
earlier  studies  based  on  incomplete  data  indicated. 

In  reporting  the  412,459  discharges,  the  hospitals 
used  the  most  recent  12-month  period  for  which 
statistics  are  available,  in  most  instances  for  1963. 
The  last  jirevions  estimate,  of  224.000  patients  dis- 
charged in  1962,  was  based  on  reports  to  XI MH 
by  only  392  of  the  585  general  hospitals  then  known 
to  admit  jisychiatric  jiatients. 

Hospitals  surveyed  include  those  listed  by  the 
American  Hospital  .Association  as  either  general 
hos])itals  (958),  infirmaries  (40),  or  general  hos- 
])itals  for  children  (7  ),  all  of  which  provide  treat- 
ment of  physical  and  mental  illnesses. 

.Six  hos])itals  in  Rhode  Island  discharged  1,949 
according  to  the  survey. 

Eat,  Drink  ( W'isely)  and  be  Merry: 

Or  Don't  Drink,  Neu'  Study  Shows 

It's  not  only  how  much  you  drink  but  how  much 
you  eat  that  may  si)ell  the  difference  between  intox- 
ication and  sobriety. 


Slightly  more  than  a bottle  of  wine,  or  three  stiff', 
eight-to-one  martinis  are  necessary  — if  one  drinks 
with  meals  — to  build  an  average-sized  man’s  blood 
alcohol  up  to  the  level  where  his  sobriety  is  legallv 
in  ([nestion. 

I hit  if  the  drinking  is  done  on  an  emptv  stomach, 
only  half  as  much  of  these  beverages  will  usuallv 
raise  blood  alcohol  to  the  same  point,  according  to 
studies  carried  out  jointly  by  Dr.  Giorgio  Lolli, 
Xew  York,  and  an  Italian  colleague  and  reported  in 
the  current  issue  of  the  Quarterly  Journal  of  Studies 
on  Alcohol. 

Their  work  also  shows  that  the  moderate  imbiber, 
particularly  the  person  who  likes  a glass  or  two  of 
wine  with  his  meals,  can  drink  without  aff'ecting 
])hysical  or  mental  performance  — as  long  as  he 
eats,  too.  If  he  drinks  on  an  empty  stomach,  how- 
ever, his  efficiency  may  he  affected,  even  at  the 
same  blood  alcohol  levels. 

In  most  states,  a blood  alcohol  level  of  0.0597  is 
the  point  at  which,  legally  and  medically,  intoxica- 
tion is  susjiected.  But  even  at  half  that  figure,  some 
drinkers  show  the  effects  of  alcohol,  according  to 
Dr.  Lolli  and  Dr.  Luigi  Meschieri. 

The  two  physicians  are  associated,  respectively, 
with  the  International  Center  of  Psychodietetics, 
X’ew  York  and  Rome,  and  the  Italian  Xational 
Institute  of  Psychology. 

It  All  Happened  Alore  Than  100  Years  Ago 

Have  you  ever  heard  the  inside  story  of  the 
beginning  of  the  L^.S.  Railway  Postal  Car?  The 
Colnmhia  Envelope  Division  reports  it  as  follows. 

It  all  happened  over  100  years  ago  — on  July  28, 
1862  — in  Hannibal,  Missouri.  The  idea  of  jHitting 
a ])ost  office  on  wheels  was  conceived  by  \\  illiam  A. 
Davis,  who  was  Postmaster  at  .St.  Joseph  during 
the  administration  of  President  James  A.  Buchanan. 

\Yhen  .Abraham  Lincoln  came  into  power  in 
1862,  Davis  faced  the  prospect  of  being  fired  by  the 
new  Postmaster,  John  L.  Bittinger,  because  he  was 
a])])ointed  by  the  jirevious  administration.  But  Davis 
had  an  encvcloiiedic  knowledge  of  mail  distribution 

continued  on  page  610 
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When  you  put  patients  on“speciar’fat  diets.. 


you  can  assure  them  that  no 
corn  oil  margarine  is  higher 
in  polyunsaturatesor  lower  in 
saturates  than  Mrs.  Filbert’s 
Corn  Oil  Margarine. 

Andoncethey’vetriedit.they 
can  tell  you  that  no  margarine 
can  match  Mrs.  Filbert’s  flavor. 

Mrs.  Filbert's  Corn  Oil  Mar- 
garine is  a special  margarine* 
made  from  100%  corn  oil,  over 
50%  of  which  retains  its  liquid 
characteristics. 

Ofthetotal  fattyacid  content 
28%  is  cis-cis  linoleic  acid. 
Ratio  of  polyunsaturates  to 
saturates isabout  1.7  to  1. 

For  additional  information, 
including  detailed  listings  of 
component  characteristics, 
please  write  to  us:  J.H.  Filbert, 
Inc.,  Baltimore  29,  Maryland. 


A 


^ AMA  Council  on  Foods  and  Nutrition:  The  Reg- 
ulation of  Dietary  Fat,  JAMA  181 :4 1 1-423  (Aug- 
ust 4.  1962). 

AMA  Council  on  Foods  and  Nutrition;  Compo- 
sition of  Certain  Margarines,  JAMA  179:719 
(March  3,  1962). 
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and  Bittinger  wasted  no  time  in  appointing  Davis 
his  assistant. 

(^ne  dav  in  the  spring  of  1862.  Davis  came  into 
Bittinger's  office  witli  a mass  of  drawings  and  asked 
him  to  look  over  his  idea  for  sorting  mail  on  trains 
in  motion.  The  idea  appealed  so  highly  to  Bittinger 
that  he  explaned  the  plan  in  a letter  to  General 
Francis  B.  Blair,  a close  friend  and  Congressman 
from  Missouri,  whose  brother,  Montgomery  Blair, 
was  Postmaster  General.  Authorization  for  the 
construction  of  a trial  railway  postal  car  was  speed- 
ilv  given  hy  Postmaster  General  Blair. 

In  three  weeks,  the  carhuilders  of  the  Hannil)al 
& .St.  Josei)h  Railroad  (now  part  of  the  Burlington 
Lines  \ had  the  car  equipped  with  sorting  tables 
and  racks,  ready  for  the  trial  run.  On  July  28,  1862. 
Davis  and  two  postal  clerks,  one  of  which  was  Fred 
Harvev  who  later  gained  fame  as  a restaurateur, 
made  the  first  run  on  which  mail  was  sorted  en  route 
between  West  Quincy  and  St.  Joseph,  Missouri. 
The  trip  clipped  14  hours  from  transit  time  of  the 
overland  mails  between  the  two  cities.  So  began  the 
far-flung  Railway  Postal  Service,  which  today  car- 
ries the  hulk  of  the  L".S.  2\Iails. 

Nobel  Laureate  Receives  AAIA  Tobacco 
Research  Grant 

.\  Xohel  Prize  winner  in  medicine  is  among  11 
scientists  awarded  grants  for  tobacco  research  hy 
the  American  Medical  Association  Education  and 
Research  Foundation. 

The  first-yetu- grants  for  the  1 1 projects  amounted 
to  S.^04,320.  Duration  of  the  projects  ranges  from 
one  to  five  years,  and  full  commitment  for  the 
duration  is  over  SI  million.  Each  project  is  subject 
to  annual  review. 

In  making  the  announcement,  Raymond  i\I. 
McKeown,  m.d.,  Eoundation  president,  said  AMA- 
ERF  has  now  made  28  tobacco  research  grants  in 
the  past  five  months.  Total  first-year  commitments 
to  date  are  SI  .041,804  with  a potential  total  for  the 
five-year  period  of  nearly  S2.5  million. 

The  grants  are  a part  of  a long-range  research 
j)rogram  on  tobacco  and  health  authorized  by  the 
.\.M.\  Flouse  of  Delegates  last  December. 

The  Xohel  winner.  Professor  Daniel  Bovet  of  the 
University  of  Sassari,  Sardinia,  Italy,  was  awarded 
a first-year  grant  of  $30,070  to  study  the  tobacco 
habit  and  the  influence  of  smoking  on  mental  effi- 
cieiicy.  This  is  the  second  grant  given  for  research 
to  he  done  abroad.  Previously,  a Swedish  investi- 
gator had  received  a grant. 

Professor  Bovet  received  his  X’^obel  Prize  in  1957 
for  his  pioneer  work  with  the  biologically  active 
amines  culminating  in  the  first  effective  antihista- 
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"Smoker’s  Cough"  will  be  the  subject  of  inves- 
tigation by  Robert  G.  Loudon,  m.d.,  who  will  head 
a team  of  researchers  at  W'oodlawn  Hospital  in 
Dallas.  They  will  attempt  to  learn  of  the  relation- 
ship between  smoking  and  coughing. 

In  the  study,  which  is  supported  hy  the  largest 
individual  grant  to  date,  amounting  to  $190,290, 
electronic  equipment  will  be  placed  in  hospital 
rooms  to  count  coughs,  average  their  sound,  and  to 
record  temperature,  humidity,  and  the  presence  of 
smoke  in  the  patient’s  room. 

Import  of  Medical  Manpower 

The  number  of  graduates  of  medical  schools 
located  in  countries  other  than  the  United  States 
or  Canada,  i.e.,  foreign-trained  physicians,  newly 
licensed  to  practice  medicine  in  the  United  States 
has  increased  dramatically  since  1950,  according  to 
a report  of  the  Association  of  American  Medical 
Colleges.  In  1950,  approximately  6,000  physicians 
were  added  to  the  medical  profession  in  this 
country.  Of  these,  about  300,  or  5 per  cent,  were 
graduated  from  foreign  medical  schools.  In  con- 
trast. however,  in  1963  nearly  8,300  medical  licen- 
tiates were  added  to  the  profession,  of  whom  1.451. 
or  17.5  per  cent,  were  foreign-trained  physicians. 
In  1963,  therefore,  the  number  of  foreign-trained 
physicians  licensed  in  this  country  was  equal 
approximately  to  the  output  of  14-16  average-sized 
L’.S.  medical  schools. 

SI  A Million  Have  Chronic  Conditions 

Chronic  illnesses  and  bodily  impairments  alfect 
over  four  out  of  every  ten  Americans,  the  Health 
Insurance  Institute  said  recently. 

The  Institute,  reporting  on  L'.S.  Xational  Health 
Survey  data,  said  that  81.5  million  persons  in  the 
L'.S.  have  one  or  more  chronic  conditions.  A sam- 
j)ling  of  these  conditions  would  include  illnesses 
such  as  hay  fever,  asthma,  diabetes,  high  blood 
pressure,  ulcers,  and  others  ; and  impairments  such 
as  hearing  defects,  deafness,  paralysis  of  any  kind, 
any  condition  present  since  birth,  etc. 

The  XHS  study,  which  covers  the  period  from 
July  1962  to  June  1963,  revealed  that  of  the  81.5 
million  peo])le  with  one  or  more  chronic  conditions, 
58.8  million,  or  over  72  per  cent,  were  able  to  carry 
on  with  their  major  activities  — such  as  working, 
housekeeping,  going  to  school,  and  so  on.  And 
nearly  22.7  million  persons  were  unable  to  carry  on 
a completely  ‘‘normal’’  activity. 

IToiiioi  z's.  Men 

The  study  also  showed  that  women  apparently 
are  more  subject  to  chronic  conditions  than  are 
men.  Xearly  46  per  cent  of  all  women  had  one  or 
more  chronic  conditions,  the  survey  stated,  as  com- 
pared to  43.2  per  cent  of  the  men. 
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An  earlier  XHS  study  ])ointed  out.  however, 
tliat  auioug  those  witli  one  or  more  clirouic  coudi- 
tiou.  a small  ])erceutage  of  women — 3.5  ])er  cent — 
were  completely  uuahle  to  carry  on  with  their 
respective  major  activity,  while  7.3  per  cent  of  the 
men  were  found  in  this  categorv. 

This  earlier  XHS  survey  also  reports  that  over 
the  four-year  study  i)eriod,  women  with  chronic 
conditions  had  an  annual  average  of  1 1 .8  days  of 
hed  disability  as  comj^ared  to  9.3  days  for  men,  a 
difference  of  2.5  hed  disal)ility  davs. 

Persons  with  no  chronic  condition  averaged  3.3 
days  of  hed  disability  compared  to  10.7  days  for 
those  with  one  or  more  chronic  conditions. 

Nursing  and  Convalescent  Hotnes  to  be 
Evaluated  by  National  Agency 

Announcement  has  been  made  of  a grant  of 
$178,650  madehy  the  John  A.  Hartford  Foundation, 
Inc.,  to  the  Hospital  Research  and  Educational 
Trust  of  the  American  Hospital  Association.  The 
amount  is  half  of  the  estimated  cost  of  developing 
and  implementing  an  Approval  Program  for  in- 
patient care  institutions  other  than  hospitals  such 
as  nursing  homes.  Hospitals  are  already  being 
accredited  by  the  Joint  Commission  on  Hospital 
•Accreditation. 

“This  phase  of  the  i)rogram  is  to  extend  over  a 
three-year  period  and  the  American  Hospital  Asso- 


ciation will  linance  the  other  half  of  the  co.st,"  said 
Clarence  h..  \\  onnacott,  president  of  the  .American 
Ilospital  .Association. 

It  is  estimated  that  there  are  some  25.(){)0  nursing 
homes  that  operate  under  different  names  such  as 
convalescent  homes,  homes  for  the  aged,  etc.  The 
(luality  of  care  rendered  by  these  homes  varies  from 
very  poor  to  excellent.  'Hie  general  public  has  no 
way  of  knowing  which  they  are  selecting. 

“The  standards  of  our  ])resent  Registration  Pro- 
gram are  not  high  enough  to  improve  the  (|nality  of 
care  to  the  e.xtent  we  believe  necessary.  \\  c are 
therefore  i)lanning  to  tighten  the  standards  and 
their  application  and  to  make  it  an  .Ai)pr()val  Pro- 
gram,” said  Edwin  L.  Crosby,  m.d.,  director  of  the 
-American  Hos])ital  Association. 

Hr.  Crosby  emphasized  that  the  approval  jiro- 
gram  would  be  voluntary.  The  newly-created  Hoard 
of  Approvals  of  the  American  Hosi)ital  Association 
has  a Committee  on  .A])proval  of  Special  Health 
Care  Eacilities.  It  is  this  committee  that  will  inter- 
pret and  apply  standards  for  apjjroval  and  make 
recommendations  to  the  Board  of  Approvals.  'I'he 
membership  of  this  committee  includes  representa- 
tives from  the  American  Association  of  Homes  for 
the  .Aging,  the  American  Dental  Association,  the 
.American  Xurses’  Association,  and  the  X'ational 
.Association  of  Social  Workers. 
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BOOKS  REVIEWS 

CampheU's  OPERATIVE  ORTHOPAEDICS. 
Edited  by  A.  H.  Crensliaw,  m.d.  With  a Chapter 
on  Hand  Surgery  hy  Lee  Milford,  m.d.  Fourth 
Edition.  The  C.  \’.  Moshy  Company,  St.  Louis, 
1963.  Two  \’olumes.  $57.50 

The  fourth  edition  of  Campbell'. •i  Operative 
Orthopaedics  is  a two  volume  treatise,  1770  pages 
long.  The  contents  of  the  two  volumes  are  divided 
into  25  chapters  with  1535  illustrations,  including 
9 in  color.  The  material  contained  in  the  two  vol- 
umes is  the  work  of  19  different  contributors  each 
of  whom  is  an  authority  on  his  subject. 

In  this  edition,  many  of  the  older  operations  and 
their  indications  have  been  omitted.  However,  a 
larger  number  of  new  operations  has  been  added. 
Of  particular  interest  is  the  new  and  comprehen- 
sive chai)ter  on  hand  surgery.  In  comparing  this 
edition  with  the  j)revious  one,  I note  that,  with  the 
exception  of  the  chapters  on  amputations  and  on 
the  Smith-Petersen  mold  arthroplasty  which  have 
been  revised,  all  chapters  have  been  completely 
rewritten. 

■Also  of  interest  is  the  chaj^ter  dealing  with  joint 
motion.  The  method  adojjted  is  largely  that  advo- 
cated bv  tbe  American  Academy  of  Orthopaedic 
Surgeons,  with  the  neutral  position  being  0° 
instead  of  180°. 

-Although  the  treatise  is  intended  primarily  as  a 
reference  book  for  orthopaedic  surgeons,  general 
surgeons,  traumatic  surgeons,  and  hand  surgeons 
will  find  this  edition  extremelv  interesting  and 
instructive. 

In  addition  to  the  different  techniques  of  doing 
anv  given  operation,  the  book  also  very  clearly 
outlines  indications,  contraindications,  complica- 
tions and  many  other  considerations  entering  into 
the  field  of  operative  orthopaedics. 

-Among  the  more  interesting  chapters  are  those 
dealing  with  care  before  and  after  surgery,  surgical 
technique,  surgical  approaches,  the  hand,  acute 
infectious  arthritis  and  wounds  of  joints,  peripheral 
nerve  injuries,  and  delayed  union  and  non-union 
of  fractures. 

The  two  volumes  are  very  highly  recommended 
as  a comprehensive  text  on  operative  orthopaedics 
to  cjrthojjaedic  surgeons  and  orthopaedic  residents, 
hand  surgeons,  industrial  surgeons,  and  general 
surgeons  whose  work  includes  some  branches  of 
orthopaedic  surgery. 

A.  -A.  S.-\V.\ST-\XO.  M.D. 

TEXTBOOK  OE  PEDIATRICS.  Edited  by 
Waldo  IT  Nelson,  m.d.  With  the  Collaboration 
of  Eighty-Five  Contributors.  Eighth  Edition. 
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W.  B.  Saunders  Companv.  Philadelphia.  1964. 

$18.00 

This  standard  work  is  now  available  in  the  eighth 
edition.  The  first  one  appeared  in  1933.  and  it  has 
been  revised  and  brought  up  to  date  every  4 or  5 
years.  There  was  a time  when  textbooks  were  com- 
pletely written  by  one  man  ( Holt.  Rotch  or  Kerley. 
for  example)  l)ut  with  the  tremendous  growth  of 
medical  knowledge,  this  is  no  longer  possible. 
Eighty-five  pediatricians  from  many  medical  schools 
have  contributed  to  this  volume  of  about  1500  pages. 

-After  a reading  of  this  tome.  I was  unable  to  find 
any  omissions  or  anything  to  criticize  adverselv. 
It  is  truly  a remarkable  assembling  of  all  contem- 
porary pediatric  knowledge.  Every  article  is  terse 
and  authoritative  and  there  is  no  unnecessary 
"padding.” 

This  book  belongs  in  the  library  of  most  physi- 
cians and  is  recommended  without  reservations. 

Harold  G.  C.vlder,  m.d. 


DERMAQUIZ 

Diagnosis:  Case  I Psoriasis  in  a Child 

Diagnosis:  Case  II  Dermofragility 

( Ehlers-Danlos  syndrome) 
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Dartmouth  Receives  SI  Million  for 
Medical  School  Use 

The  Dartmouth  Medical  School  has  been 
awarded  $1,000,000  in  two  grants  of  $500,000  each 
by  tbe  Irene  Heinz  Given  and  John  LaPorte  Given 
Foundation.  Inc.,  of  New  York. 

The  grants  are  for  the  purpose  of  establishing 
endowed  chairs  to  support  teaching  in  the  Depart- 
ment of  Cytology  and  in  the  Department  of  Phar- 
macolog}'.  The  chairs  will  be  known  as  Tbe  John 
LaPorte  Given  Professorship  in  Cytology  and  The 
Irene  Heinz  Given  Professorship  in  Pharmocology. 

The  two-year  Dartmouth  Aledical  School,  third 
oldest  in  continuous  e-xistence  in  the  L’nited  States, 
was  established  in  1797.  Since  1957  it  has  been 
virtually  refounded  as  a prototype  of  the  two-year 
basic  science  medical  school.  Six  other  new  two- 
year  schools  are  now  in  the  process  of  organization, 
all  based  largely  on  tbe  Dartmouth  e.xample. 

PATRONIZE  JOURNAL 
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When  the  otherwise  normal,  healthy  patient  complains 
of  discomfort  and  backaches,  many  doctors  suggest  a 

Sealy  Posturepedic  mattress 


If  you  find  backache  brought  on  by  poor  sleeping  posture, 
consider  the  experience  many,  many  doctors  and  patients 
have  had  w/ith  Sealy  Posturepedic.  In  countless  cases,  they 
have  found  Posturepedic  truly  helps  be- 
cause it  provides  essential  firm  support. 


Sealy  Posturepedic  is  designed  in  cooperation  with  lead- 
ing orthopedic  surgeons  for  good  sleeping  posture.  Its 
firmness,  providing  the  kind  of  support  acknowledged 
most  beneficial,  helps  keep  the  spine  in  line  and  tends  to 
reduce  muscle  tension. 


NOW!  SPECIAL  PROFESSIONAL  DISCOUNT  ON  POSTUREPEDIC 


_ As  a doctor,  you  are  invited  ro  take  advantage  of  a 

■ professionai  discount  on  the  Seaiy  Posturepedic. 
I We  believe  your  personal  use  will  convince  you 

■ of  the  Posturepedic’s  distinctive  benefits  and,  we 
wouid  hope,  merit  your  valued  recommendation. 

The  professional  discount  represents  a saving  of 
$39  per  set  over  the  regular  retail  price  for  mat- 
tress and  foundation.  Limited  to  one  full  or  two 
twin  size  sets. To  piace  your  order,  mail  this  coupon,  to  Sealy  Mattress 
Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  send  the  Sealy  Posturepedic  set(s) 
indicated  below.  (To  be  delivered  by  my  nearest  Sealy  dealer.) 


□ 1 Full  Size 

□ 1 Twin  Size 

□ 2 Twin  See 


Check  your  preference: 

□ Innerspring  Set 

□ Foam  Rubber  Set 


□ Please  send  me  additional  information  about  professional  dis- 
counts on  Seaiy  Posturepedic  mattresses. 


Retait 


Professional 


Posturepedic  innerspring  mattress  and  foundation 

$159.00  per  set  (add  state  tax) $120.00 

Posturepedic  in  Foam  Rubber  $159.00  per  set 

(add  state  tax) $120.00 


Dr.. 


Residence.. 


City. 


..Zone.. 


..State.. 


SEALY  MATTRESS  CO.,  OAKVILLE,  CONN. 

©Sealy,  Inc.,  1963— ®T.M.  Reg.  U.S.  Pat.  0((. 


Q '•  ■(y 


S FART  with  an  Industrial  National  checking  account.  It’s  the 
(juick,  safe,  “do-it-by-mail”  way  to  handle  your  financial  affairs. 

Add  an  Industrial  National  savings  account.  It’s  a good  way 
to  make  funds  grow  fast  — your  savings  at  Industrial  National 
earn  interest  every  day  from  day  of  deposit  to  day  of  with- 
draival,  when  you  keep  a balance  of  S5  or  more.  Your  interest 
is  compounded  and  credited  four  times  a year,  too. 


INDUSTRIAL 


Blend  in  other  helpful  Industrial  National  services  from 
time  to  time.  Like  a handy  safe  deposit  box.  Insured  personal 
loans.  Real  estate  mortgages.  Trust  assistance. 


NATION.NL  B.NNK  OF 

RHODE  ISLAND 


Neighborhood  Offices  Serving 

To  keep  your  finances  healthy,  follow  this  prescription  at  Rhode  Island 

vour  neighborhood  Industrial  National  office.  There’s  bound 

_ Member  Federal  Reserve  System 

to  be  one  near  your  home  or  office.  Member  Federal  Deposit  insurance  Corporation 


The  New  York  Academy  of  Medicine 

OUC  IN  TWO  WEEKS  UNLESS  RENEWED 

Not  renewable  after  e weeks 


date  borrowed 

borrower 
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